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DEFIBRILLATOR WITH WIRELESS
COMMUNICATION OF ECG SIGNALS

This is a divisional of copending application Ser. No.
09/164,443 filed on Sep. 30, 1998, Now U.S. Pat. No.
6,141,584.

BACKGROUND OF THE INVENTION

This invention relates to medical equipment and in par-
ticular to a defibrillator having wireless communications for
transferring information to and from the defibrillator in a
wireless network.

One frequent consequence of heart disease is the devel-
opment of cardiac arrest associated with a heart arrhythmia
such as ventricular fibrillation. Ventricular fibrillation may
be treated by delivering an electrical shock to the patient’s
heart through the use of a defibrillator. Cardiopulmonary
resuscitation (CPR) is commonly used to maintain life
support for victims of cardiac arrest until a defibrillator can
be deployed to treat the arrhythmia.

The chances of surviving a cardiac arrest decrease rapidly
over the time following the arrest. Quick response to a
cardiac arrest by performing CPR and by administering a
defibrillating shock is therefore of critical importance. The
American Heart Association’s “Chain of Survival” recites
the following steps:

1. Early access to emergency care, such as by activating

an emergency medical system (EMS);

2. Early CPR initiated by a bystander or other first
responder using basic life support (BLS) techniques to
help the patient survive until more advanced care
arrives;

. Early defibrillation; and
4. Early advanced cardiac care. The benefits of this
approach are discussed in more detail in Cummins, et
al. “Improving Survival From Sudden Cardiac Arrest:
the ‘Chain of Survival’ Concept,” 83 Circulation
183247 (May 1991).

EMS providers are playing an active role in implementing
the Chain of Survival concept. Tiered EMS systems are
emerging in many geographical areas and are typically
divided between first responders, BLS (basic life support)
providers, and ACLS (advanced cardiac life support) pro-
viders. First responders and BLS providers, often called
EMT(B) or EMT-basic, the front line personnel who are first
to reach a patient, are now being trained and authorized to
use automatic external defibrillators (AEDs) to provide early
defibrillation.

AEDs deliver a high-amplitude current impulse to the
heart in order to restore normal rhythm and contractile
function in the patients who are experiencing ventricular
fibrillation (VF) or ventricular tachycardia (VT) that is not
accompanied by a palpable pulse. AEDs differ from manual
defibrillators in that AEDs can automatically analyze the
electrocardiogram (ECG) rhythm to determine if defibrilla-
tion is necessary. In nearly all AED designs, the first
responder is prompted to press a shock button to deliver the
defibrillation shock to the patient. Paramedic defibrillators
often combine the AED and manual functions into one unit
to allow for use by personnel with differing levels of
training.

AEDs are designed to be used primarily by first respond-
ers who may not be trained in ACLS techniques. In the
pre-hospital setting, these first responders may include
emergency medical technicians trained in defibrillation
(EMT-Ds), police officers, flight attendants, security

W

w

10

15

20

25

30

35

40

45

50

55

60

65

2

personnel, occupational health nurses, and firefighters.
AEDs can also be used in areas of the hospital where
personnel trained in ACLS are not readily available. In such
cases, it may be desirable to provide a defibrillator which
operates in an AED mode but with manual functions such as
cardiac monitoring disabled.

In more recent AED designs such as the Heartstream
Forerunner® defibrillator, the AED functions have been
logically grouped into step 1, “power on”; step 2, “analyze”;
and step 3, “shock.” More sophisticated audio prompts have
been added in addition to the visual prompts provided by the
LCD display. The transition from step 1 to step 2 may be
initiated by the defibrillator, such as upon detection of
patient contact between the defibrillation electrodes to begin
the ECG analysis as soon as possible. Proceeding from step
2 to step 3 according to the AED personality requires the
user to press a shock button upon recognition of a shockable
rhythm by the ECG analysis. In this way, the AED person-
ality is commonly understood to mean semi-automatic rather
than fully automatic defibrillation.

In many EMS systems, the next link in the Chain of
Survival is provided with the arrival of ACLS trained
paramedics equipped with full featured defibrillators/cardiac
monitors (“paramedic defibrillators”). Alternatively, if no
ACLS trained personnel are available, the patient is directly
transported to a hospital department where ACLS care can
be provided. In either case, a handoff of the patient takes
place between the first responder and subsequent ACLS
personnel.

As part of the handoff process, medical information
obtained at the scene and stored within the defibrillator must
be transferred along with the patient regarding what has
taken place during treatment. Commonly referred to as a
code summary or an event summary, such information
typically may include an ECG strip as well as markers for
such events as the time of initial cardiac arrest, initiation of
CPR, administration of drugs, delivery of defibrillation
shocks, and so on. In addition, an audio recording (“voice
strip”) that documents the verbal remarks of the first
responders is often provided. Such medical information
contained in the event summary should be as complete and
accurate as possible to ensure continuity of care and to
enable the attending physician to provide the most appro-
priate follow-up care to the patient. It is desirable that the
medical information stored in the event summary have the
ability travel alongside the patient during the various hand-
offs along the Chain of Survival.

The event summary may also be used by the first
responder to aid in the generation of incident reports. Such
incident reports often must be filed according to the require-
ments of the local EMS system, both for quality control and
documentation. The event summary may be down-loaded or
transferred to a host computer running data management
software that provides for displaying, analyzing, and playing
back the medical information from the event summary in a
meaningful manner to reconstruct the events that took place
during the emergency treatment of the patient.

Prior art defibrillators provided documentation using hard
copy devices such as built-in printers to produce the ECG
strip. Event markers, such as the time each defibrillation
shock is administered, could be marked on the edge of the
paper ECG strip. An audio recording was typically provided
using a built-in audio cassette recorder. Because the ECG
strip was not stored but simply printed on a paper tape,
retaining a copy of the ECG strip solely for report generation
was impractical.

More recent AED designs such as the Heartstream Fore-
runner® defibrillator record the event summary information
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digitally on a removable storage medium in the form of a
PCMCIA memory card. A method for gathering event data
is discussed in U.S. Pat. No. 5,549,115, “Method and
Apparatus for Gathering Event Data Using A Data Storage
Medium and Clock™, issued Aug. 27, 1996, to Morgan et al.,
and assigned to Heartstream, Inc. The information contained
on the PCMCIA card is transferred by physically removing
the PCMCIA card from the defibrillator and plugging it into
another device such as a card reader connected to a host
computer which up-loads the information to the data man-
agement software. Other AED designs provide for transfer-
ring the information via a wired connection such as an
RS-232 serial link to the host computer.

Manually transferring memory cards along with the
patient during a handoff from the first responder to an ACLS
provider is not practical for a number of reasons. Memory
cards are easily lost and may not be compatible with the
defibrillator belonging to the ACLS personnel. After the
handoff, the event summary stored on the memory card is
then unavailable for the first responder to generate incident
reports since the memory card has since been transported
with patient.

Various methods for transmitting ECG information gath-
ered remotely via telemetry back to an ECG monitor are
discussed in U.S. Pat. No. 5,549,659, “Communication
Interface for Transmitting and Receiving Serial Data
Between Medical Instruments”, U.S. Pat. No. 5,224,485,
“Portable Data Acquisition Unit”, and U.S. Pat. No. 5,085,
224, “Portable Signaling Unit For An EKG.” These methods
teach sending ECG information via either hardwired or radio
telemetry links for cardiac monitoring and diagnostic appli-
cations.

A method for optically coupling an ECG signal from the
electrode leads to the ECG circuit is discussed in U.S. Pat.
No. 4,987,902, “Apparatus for Transmitting Patient Physi-
ological Signals” to Charles A. Couche. The opto-coupler
taught by Couche provides voltage isolation between an
isolated circuit such as an ECG front end and a non-isolated
circuit within the medical instrument. A complex coding
arrangement transforms the ECG signal into a series of
pulses to avoid the use of analog to digital converters ahead
of the opto-coupler in the ECG front end. However, there is
no teaching by Couche to couple the ECG signal to other
medical instruments or defibrillators.

ACLS personnel typically use paramedic defibrillators
that contain more advanced cardiac monitoring and analysis
functions such as 12 lead ECG, along with other functions
such as cardiac pacing. Paramedic defibrillators generate
their own event summary similar to that of AEDs and
presently suffer from many of the same shortcomings as
AEDs in terms of transferring medical information to and
from other devices. The ECG strips that are generated by
many prior art manual defibrillators are in the form of paper
strips produced by a built-in printer, sometimes with anno-
tations in the margin to mark various events during the
treatment of the patient. During a handoff from ACLS
personnel to the hospital emergency department, the event
summary contained on the paper ECG strip is sent along
with the patient, typically with no event summary informa-
tion from the prior handoff from the first responder.

In an effort to reduce the number and types of defibril-
lators in an EMS system, it may be desirable to standardize
on one type of defibrillator that may be used by both BLS
and ACLS personnel. Because the training level and quali-
fications of BLS and ACLS personnel are different, the
functions available on the defibrillator must necessarily be
different. The functions may be grouped into AED functions
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4

and ACLS functions. In most cases, the AED functions are
simply a subset of the ACLS functions. It is desirable that
access to the ACLS functions be restricted to qualified
ACLS personnel but in a way that is not overly difficult to
administer by EMS personnel.

Access control to ACLS functions was accomplished in
prior art defibrillators with mechanical key switches or
programmable passwords entered via front panel buttons.
Mechanical key switches are problematic because the key is
easily lost, rendering the ACLS functions unavailable. On
the other hand, the key may simply be left in the key switch
for ready access in an emergency, effectively bypassing the
safeguard. Similarly, passwords controlling access to ACLS
functions may simply be written on the front panel of the
defibrillator so that they would not have to be memorized.
Thus, limiting access to the ACLS functions was difficult to
administrate and quickly bypassed by personnel in the field
for practical reasons.

In many EMS jurisdictions, the attending physician must
be able to see the live ECG strip in real time while the patient
is still in the field in order to issue orders to the EMTs to
defibrillate, to administer drugs or start intravenous fluids.
Such ECG strips have been typically transmitted via dedi-
cated radio telemetry channels or cellular modems to the
hospital emergency department. The defibrillator can be
configured to operate as a cardiac monitor with its ECG
output provided to the radio link. U.S. Pat. No. 5,593,426
“Defibrillator System Using Multiple External Defibrillators
and a Communications Network”, issued Jan. 14, 1997 to
Morgan et al. and assigned to Heartstream, Inc. describes a
communication network between multiple defibrillators and
a communication station. Each defibrillator may be coupled
via an infrared link to a defibrillator communicator that
forms part of the communication network. However, there is
no teaching by Morgan et al. of wireless communication
between defibrillators.

Obtaining a live ECG strip is more often obtained by
connecting an “ECG out” port on the defibrillator to either
analog or digital radio telemetry channels which transmit the
ECG to the attending physician. Such a communications
link is very specialized, is custom tailored to work for
specific equipment, and requires a connection using a data
communications cable (“patch cable”) to other communica-
tions equipment within the ambulance.

Defibrillators, like most types of sophisticated electronic
equipment, now contain at least one microprocessor or
embedded controller to perform its basic functions. Such
microprocessors execute software programs stored as firm-
ware in non-volatile memory such as read-only memory
(ROM). Upgrading and maintaining the firmware is an
important aspect in the manufacturing, service, and support
of the defibrillator throughout its useful life. Such support
typically involves the invasive activity of opening the hous-
ing of the defibrillator to physically change ROMs. In some
cases, firmware upgrades could be performed with a soft-
ware download from a maintenance computer via a serial
port. Such activities are difficult enough to require the
defibrillator be taken out of service and sent in to a central
repair depot or service shop that substantially increases the
overall life cycle cost of the defibrillator for the customer.

The inability to easily transfer medical information along-
side the patient through the Chain of Survival has therefore
been a long felt need not presently addressed by the prior art.
The further inability to easily transfer information between
a defibrillator and host computers for providing defibrillator
service and maintenance, enabling or disabling access to
ACLS functions, and training of defibrillator operators have
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also been long felt needs not presently addressed by the prior
art. Therefore, it would be desirable to provide a wireless
communication network for defibrillators using infrared data
communications that allows for ready transfer of informa-
tion to and from the defibrillator.

SUMMARY OF THE INVENTION

In accordance with the present invention, a defibrillator
having wireless communication capability is provided. A
first embodiment of the present invention provides for
wireless communication network for defibrillators. The
wireless communications capability may be implemented
using infrared light and a standardized communications
protocols such as according to the IrDA protocol to allow for
ready communication between defibrillators such as during
handoffs of patient along the Chain of Survival.
Alternatively, the wireless communications capability may
be implemented using radio frequency (RF) communica-
tions. The wireless communications network also allows for
communications between a defibrillator and a host computer
such as a palmtop or laptop computer for incident report
generation.

Another embodiment of the present invention provides for
a defibrillator having an infrared mode switch to allow for
restricted access to ACLS functions of the defibrillator.

Another embodiment of the present invention provides for
a defibrillator having a remote training mode that is imple-
mented via wireless communications. A training system
including a training simulator and computer containing
training scenarios communicates via the defibrillator via the
wireless communications network to allow for the training
of personnel without specialized hardware or communica-
tions requirements.

Another embodiment of the present invention provides for
a defibrillator maintenance system that is implemented via
wireless communications. A defibrillator maintenance sys-
tem including a patient simulator and a computer containing
defibrillator software communicates with the defibrillator
via the wireless communication network to allow for
defibrillator testing and non-invasive firmware upgrades.

Another embodiment of the present invention provides for
a live ECG telemetry data link using the wireless commu-
nications system. The defibrillator provides live ECG telem-
etry via the wireless communication network to a telemetry
transceiver or cellular modem that communicates via radio
link to another telemetry transceiver. The live ECG telem-
etry is then provided to a computer for display in a number
of ways such as via a web browser or assembled as a bit map
image such as a facsimile page.

One feature of the present invention is to provide a
defibrillator with infrared communications capability.

Another feature of the present invention is to provide a
wireless communications network for defibrillators.

A further feature of the present invention is to provide a
method of communicating information between medical
equipment through a series of handoffs.

An additional feature of the present invention is a method
of uploading medical information to a local computer via an
infrared link.

Other features, attainments, and advantages will become
apparent to those skilled in the art upon a reading of the
following description when taken in conjunction with the
accompanying drawings.

BRIEF DESCRIPTION OF THE DRAWINGS

FIG. 1 is an illustration of a defibrillator being applied to
a patient suffering from cardiac arrest;
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FIG. 2 is a more detailed illustration of the defibrillator
and electrodes shown in FIG. 1;

FIG. 3 is a process flow diagram illustrating the transfer
of information in a wireless network among the various
defibrillators during handoffs of the patient along the Chain
of Survival according to the present invention;

FIG. 4 illustrates the contents of an event summary and
patient information generated by the defibrillator;

FIG. 5 is an illustration (not to scale) of the wireless
information transfer of the event summary between an AED
and a paramedic defibrillator according to the present inven-
tion;

FIG. 6 is a simplified block of the defibrillator employing
infrared communications to implement the wireless network
of FIG. 2;

FIG. 7 is a simplified block diagram of the defibrillator of
FIG. 2 showing an ACLS mode key which sends an enable
signal via the wireless network;

FIG. 8 is a diagram of a user interface of the defibrillator
employing a graphical display device and associated soft-
keys with labels that can be changed depending on the
selected personality;

FIG. 9 is a simplified block diagram of the defibrillator of
FIG. 2 showing a training system that is implemented via the
wireless network;

FIG. 10 is a simplified block diagram of the defibrillator
of FIG. 2 showing a defibrillator test system that is imple-
mented via the wireless network; and

FIG. 11 is a simplified block diagram of the defibrillator
of FIG. 2 showing the transmission of live ECG signals via
a radio telemetry link.

DETAILED DESCRIPTION OF THE
INVENTION

FIG. 1 is an illustration of a defibrillator 10 being applied
by a first responder 12 to resuscitate a patient 14 suffering
from cardiac arrest. In cardiac arrest, otherwise known as
sudden cardiac arrest, the patient is stricken with a life
threatening interruption to their normal heart rhythm, typi-
cally in the form of ventricular fibrillation (VF) or ventricu-
lar tachycardia (VT) that is not accompanied by a palpable
pulse (shockable VT). In VF, the normal rhythmic ventricu-
lar contractions are replaced by rapid, irregular twitching
that results in ineffective and severely reduced pumping by
the heart. If normal rhythm is not restored quickly, a time
frame commonly understood to be approximately 8 to 10
minutes, the patient 14 will die. Conversely, the quicker
defibrillation can be applied after the onset of VF, the better
the chances that the patient 14 will survive the event.
Activating the EMS, typically with a telephone call to a local
emergency telephone number such as 911 in North America,
typically begins the process to obtain emergency treatment.

A pair of electrodes 16 are applied across the chest of the
patient 14 by the first responder 12 in order to acquire an
ECG signal from the patient’s heart. The defibrillator 10, if
configured as an AED, then automatically analyzes the ECG
signal to detect ventricular fibrillation (VF). If VF is
detected, the defibrillator 10 signals the first responder 12
that a shock is advised. Alternatively, if the defibrillator 10
may be a paramedic defibrillator which allows the ECG
waveform to be analyzed manually. After detecting VF or
other shockable rhythm, the first responder 12 then presses
a button on the defibrillator 10 to deliver the shock to
resuscitate the patient 14.

The information surrounding the event of resuscitation is
critically important to providing proper emergency care of
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the patient 14 further along the Chain of Survival. As the
patient 14 is handed off to ACLS providers or paramedics
who provide more advanced treatment and again as the
patient 14 is handed off to the hospital emergency
department, critical medical information embodied as a
event summary, explained in more detail below, must travel
with the patient 14.

FIG. 2 is a more detailed illustration of the defibrillator 10
and the pair of electrodes 16 which is shown for purposes of
example and not limitation as an AED. Configured as an
AED, the defibrillator 10 is optimized for small physical
size, light weight, and relatively simple user interface
capable of being operated by personnel without high training
levels or who otherwise would use the defibrillator 10 only
infrequently. A paramedic or clinical defibrillator, on the
other hand, tends to be larger, heavier, and have a more
complex user interface capable of supporting a larger num-
ber of manual monitoring and analysis functions. For pur-
poses of the discussion that follows, the AED and the
paramedic defibrillator may be considered two separate
variations of the defibrillator 10, with the AED to be used by
the first responder 12 and the paramedic defibrillator to be
used by the ACLS provider.

The pair of electrodes 16 is connected to a connector 26
for insertion into a socket 28 on the defibrillator 10. On a top
surface of the defibrillator 10 is located an on-off switch 18
which activates the defibrillator 10 and begins the process of
the prompting the first responder 12 to connect the elec-
trodes 16 to the patient 14. A battery condition indicator 20
provides a continual visual indication of the defibrillator
status and the available battery charge. A display 22 pref-
erably provides for display of text such as user prompts and
graphics such as ECG waveforms. A shock button 24
provides for delivery of the shock to the patient 14 if a
shockable rhythm is detected. The AED personality of the
defibrillator 10 thus provides for a three step defibrillation
process of connecting the electrodes 16 to the patient 14,
analyzing the ECG signal, and administering defibrillation
shocks to the patient 14 as needed for resuscitation. The third
step of administering defibrillation shocks is nearly always
done by prompting the user to manually press the shock
button 24. Thus, AEDs generally are semi-automatic in
operation rather than fully automatic.

The defibrillator 10 can be used as a paramedic defibril-
lator by adding more advanced manual functions, such as
increasing the number of ECG leads from two to three or
five leads, adding cardiac pacing and pulse oximetry
functions, and so on. Adding such functions necessarily
complicates the user interface of the defibrillator 10 and
fundamentally changes its operation into that of a manual
defibrillator. To segment the added complexity over the
basic AED personality and maintain the ease of operation for
the first responder 12 who needs only the AED personality,
the advanced functions may be provided as an ACLS or
manual personality. Access to the ACLS personality is
preferably limited to ACLS providers.

FIG. 3 is a process flow diagram showing a sequence of
patient treatment events along a horizontal time axis as may
occur during a life threatening event such as cardiac arrest.
Also shown is a sequence illustrating the flow of medical
information containing event summaries and patient infor-
mation that are passed along with the patient 14 during a
series of handoffs using wireless communications according
to the present invention.

In Cardiac Arrest 100, the patient 14 is stricken with
cardiac arrest at time t1. The EMS is activated and early
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CPR (not shown) may be performed on the patient 14 to
improve their chances of survival while waiting for defibril-
lation.

The first responder 12 arrives on the scene at time t2 in
response to the cardiac arrest 100. Because the time to arrive
on scene following the cardiac arrest at time tl is critical to
the survival of the patient 14, a first responder capable of
providing early defibrillation such as a fire fighter or police
officer located nearby equipped with an AED can respond to
the emergency call.

The first responder 12 deploys an AED 104 by attaching
electrodes to the patient’s chest, activating the AED 104 to
analyze the patient’s heart rhythm in the form of an ECG
signal, and then applying the defibrillation shock if recom-
mended by the AED 104. The AED 104 begins recording an
event summary after being turned on so that the events
surrounding the delivery of the defibrillation shock can be
recorded. The contents of the event summary are explained
in more detail below. The event summary may be stored
digitally in memory in the AED 104, typically in a memory
card that can be removed from the AED 104 and kept for
documentation and report generation purposes.

An ACLS provider 106, such as a paramedic or other
personnel with the capability to provide ACLS level care,
arrive on the scene at time t3 and take over the care of the
patient 14 from the first responder 12. The AED 104, with
the electrodes 16 still attached to the patient 14, will likely
be removed in favor of a paramedic defibrillator 108 with
more advanced monitoring and cardiac pacing capability
during a handoff from the first responder 12 to the ACLS
provider 106. Using the wireless communication according
to the present invention, the AED 104 belonging to the first
responder 12 then transmits its event summary to the para-
medic defibrillator 108 as a wireless information transfer
during the handoff process at time t3 with no physical
interchange of memory cards or connection of communica-
tions cables between the AED 104 and the paramedic
defibrillator 108.

In order to better enable the ACLS provider 106 to care
for the patient 14 upon arriving at the scene at time t3, an
event summary 130 uploaded from the AED 104 may be
printed out using the printer commonly found in the para-
medic defibrillator 108 as shown in FIG. 5.

FIG. 5§ is an illustration of the wireless information
transfer of the event summary 130 between the AED 104 and
paramedic defibrillator 108 as may be done in the handoff of
the patient 14 from the first responder 12 to the ACLS
provider 106 (shown in FIG. 3). Infrared communications
220 on the paramedic defibrillator 108, typically seen as an
optical window on the housing of the paramedic defibrillator
108, receives the event summary 130 from the AED 104.
The ACLS provider 106 can then immediately obtain a print
out of the event summary 130 using a printer 223 that is built
into the paramedic defibrillator 108.

In this way, medical information collected by the AED
104 that is important to the immediate treatment of the
patient 14 may be put to use by the ACLS provider 106.
Alternatively, the event summary 130 may be downloaded to
a portable printer (not shown) via wireless communications
directly at the scene at time t3 to accomplish the same result,
albeit with an extra printer that must be immediately avail-
able.

Referring back to FIG. 3, with the patient 14 now trans-
ported to the hospital emergency department by the ACLS
provider 106, another handoff takes place at time t4 from the
ACLS provider 106 to a hospital emergency department
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120. The hospital emergency department 120 has its own
clinical defibrillator 122. There may be no practical differ-
ence in capabilities between the paramedic defibrillator 108
and the clinical defibrillator 122.

Handing off from the paramedic defibrillator 108 to the
clinical defibrillator 122 may simply be done for reasons of
departmental ownership since the paramedic defibrillator
108 must be quickly returned to service in the field while the
clinical defibrillator 122 remains with the hospital emer-
gency department 120. Alternatively, the clinical defibrilla-
tor 122 may be part of a more sophisticated patient cardiac
monitoring system in the hospital such as those found in an
intensive care unit. Thus, a second wireless information
transfer takes place from the paramedic defibrillator 108 to
the clinical defibrillator 122 during the handoftf from the
ACLS provider 106 to the hospital emergency department
120 at time t4. The information handed off preferably
contains the code summaries both from the AED 104 and the
paramedic defibrillator 108.

As each of the handoffs at times t3 and t4 are completed,
the event summaries collected by the AED 104 and para-
medic defibrillator 108 that document what has happened to
the patient 14 may be needed to generate incident reports
115 and 119 by the first responder 102 and the ACLS
provider 106. The event summaries may also be used to
generate a patient chart 123 for use by the hospital emer-
gency department 120. The incident reports 115 and 119 and
patient chart 123 take the event summary 130 and patient
information 113 contained in the medical information to
produce a report in a format needed for documentation and
quality control purposes. Using the wireless communication
network according the present invention, the event summary
130 may be down-loaded to a host computer back at the
station or to a palm top computer, mobile computer, or
peripheral such as a portable printer while still in the field.
The first responder 12, for example, may press a button on
the AED 104 to down-load the event summary to the host
computer operating data management software which
allows for review of the ECG strip, along with playback of
the audio strip. The event summary can be incorporated in
automated report generation software in the computer to
generate the incident report 115. An incident report 119 for
the ACLS provider 106 may be obtained in a similar manner.

Patient information 113 may be uploaded to the AED 104
or paramedic defibrillator 108 via wireless communications
from a laptop or palmtop computer in the field so that the
information may accompany the patient 14 through the
Chain of Survival alongside the event summary 130. In this
way, the medical information including the event summary
130 and patient information 113 stays with the patient 14 in
the various defibrillators that travel alongside the patient 14
through the series of handoffs. The contents of the patient
information 113 are described in more detail below.

FIG. 4 illustrates the typical contents of medical infor-
mation 129 which includes the event summary 130 and may
also include the patient information 113. An ECG strip 132
is a collection of digital samples taken from the analog ECG
signal. The digital samples can be reconstructed and dis-
played as vertical amplitude information ordered along a
horizontal time axis to resemble the traditional paper ECG
strip that is familiar to the physician. The digital samples of
the ECG signal must therefore be stored with both amplitude
and time information in memory in the defibrillator 10.
Because the defibrillator 10, either in the form of the AED
104 or the paramedic defibrillator 108, may be turned on and
off multiple times during a single incident, various frag-
ments of the ECG strips 132 over different times may be
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contained in the event summary 130. Displaying and inter-
preting the fragments of the ECG strips 132 in a meaningful
manner may require increased sophistication in the data
management software running in the host computer.

In a similar manner to the ECG strip 132, a voice strip 133
containing audio received from a microphone located in the
defibrillator 10 may be collected as a series of digital
samples that can be re-assembled for audio playback by the
host computer. The timing of the ECG strip 132 and the
voice strip 133 are preferably correlated with each other
during the playback process in the host computer in order to
accurately reconstruct the events that took place during the
emergency treatment of the patient 14.

Also contained within the event summary 130 are event
markers 134, 136, and 138. The event markers 134,136, and
138 are used to mark the times of various events that take
place during the treatment of the patient. For example, event
marker 134 labeled “Defibrillate” indicates the time at which
a defibrillation shock was delivered to the patient 14. Addi-
tional information such as the energy level of the defibril-
lation shock may also be included with the event marker
134. Such information could either be included responsive
to a key press on the defibrillator 10 for the selected event
such as to mark drug delivery or automatically generated
with annotations according to a pre-determined event such
as pressing the shock button 24. The event markers 134, 136,
and 138 could each include their own dedicated voice strip
that serves to mark the nature of the event. In a similar
manner, the event markers 136 and 138 are used to note
other events such as initiation of CPR and the administration
of drugs. As many event markers as needed can be added to
the event summary 130 to capture meaningful events and
their respective times during the treatment of the patient 14.

The patient information 113 is likely to be a text file which
information collected at the scene by the first responder 12
or ACLS provider 106. The patient information 113 may be
uploaded from a laptop, palmtop, or pen-based computer
(not shown) via wireless communications to either of the
AED 104 or paramedic defibrillator 128 to form a portion of
the medical information 129. Additions to the medical
information may be made at any point along the process of
treating the patient. In the hospital emergency department
120, the patient information may be downloaded along with
the event summary 130 to form the patient chart 123.

FIG. 6 is a simplified block diagram of the defibrillator 10
according to the present invention that could include the
AED 104, paramedic defibrillator 108 or clinical defibrilla-
tor 122. An ECG front end 202 is connected to the pair of
electrodes 16 that are connected across the chest of the
patient 14. The ECG front end 202 operates to amplify,
buffer, filter and digitize an electrical ECG signal generated
by the patient’s heart to produce a stream of digitized ECG
samples. The digitized ECG samples are provided to a
controller 206 that performs an analysis to detect VE,
shockable VT or other shockable rhythm. If a shockable
rhythm is detected, the controller 206 sends a signal to HV
delivery 208 to charge up in preparation for delivering a
shock. Pressing the shock button 24 (shown in FIG. 2) then
delivers a defibrillation shock from the HV delivery 208 to
the patient 14 through the electrodes 16.

The controller 206 is coupled to receive inputs from an
event mark 210 which may be a button on the front panel
that is pressed to mark an event as described above. An event
may be marked according to the time of event and type of
event. The event mark 210 may also be automatically
generated according to predefined events, such as the press-
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ing of the shock button 24 to record the time and energy
level of the defibrillation shock. The controller 206 is
coupled to further receive input from a microphone 212 to
produce the voice strip 34. The analog audio signal from the
microphone 212 is preferably digitized to produce a stream
of digitized audio samples which may be stored as part of the
event summary 130 in a memory 218.

A user interface 214 may consist of the display 22, an
audio speaker and the printer 223 (not shown), and front
panel buttons such as the on-off button 18 and shock button
24 for providing user control as well as visual and audible
prompts. A clock 216 provides real-time clock data to the
controller 106 for time-stamping information contained in
the event summary 130. The memory 218, implemented
either as on-board RAM, a removable memory card, or a
combination of different memory technologies, operates to
store the event summary 130 digitally in the memory 218 as
it is compiled over the treatment of the patient 14. The event
summary may include the streams of digitized ECG and
audio samples which are stored as the ECG strip 132 and the
voice strip 133 respectively.

To implement wireless communication, infrared commu-
nications 220 operates to communicate bi-directionally with
the controller 206 to allow for up-loading and down-loading
the event summary 130 as well as other information to the
defibrillator 10 as explained in more detail below. The
infrared communications 220 may be implemented using
off-the-shelf infrared communications components and pref-
erably using a standardized communications protocol such
as according to the Infrared Data Association (IrDA). IrDA
is an industry-based group of over 150 companies that have
developed communication standards especially suited for
low cost, short range, cross-platform point-to-point commu-
nications at a wide range of speeds using infrared technol-
ogy. These wireless communications standards have been
adapted particularly well in mobile computing environments
such as laptops and palmtops as well as peripherals such as
printers to allow for ready transfer of information.

RF communications (not shown) may be readily substi-
tuted for the infrared communications 220 to operate in a
substantially similar manner in order to implement wireless
communications. The RF communications may be readily
implemented using commercially available, off the shelf
components that employ standardized communications pro-
tocols at the network and link levels. For example, wireless
transceivers that operate in the 900 MHz radio band and
employ a TCP/IP network communications protocol to
implement a wireless Ethernet local area network (LAN)
may be used to realize the benefits of the present invention.

Mechanical connectors such as RS-232 connectors
(typically a “DB 15” or “DB25”) style connector, suffer
from mechanical breakage and corrosion. The external con-
tacts of the connector expose internal circuitry of the
defibrillator 10 to potential damage from electrostatic dis-
charge when connecting and disconnecting the patch cables.
A further benefit of the infrared communications 220 over
mechanical connectors and patch cables is the ability to
electrically isolate the internal circuitry of the defibrillator
10, both from electrostatic discharge and also from ground
loops that may introduce artifacts into the sensitive ECG
measurement. Conversely, external communications circuits
may be electrically isolated from the high voltages present
in the defibrillator 10.

The defibrillator 10 is shown for purposes of example as
a simplified block diagram that could be used to implement
an AED. Additional functionality may readily be added that
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are typically found in the paramedic defibrillator 18 and the
clinical defibrillator 22. For example, the ECG front end 202
could be modified to include capability for greater numbers
of electrodes, such as three, five, and twelve lead monitoring
electrodes for cardiac monitoring applications. Cardiac pac-
ing functions could also be added. Other types of inputs for
different types of devices, such as pulse oximetry sensors,
may also be added for more advanced monitoring functions.
The user interface 214 may also include additional
components, including liquid crystal displays (LCDs), light
emitting diodes (LEDs), buttons, softkeys, and switches well
known in the art for user interface design to accommodate
the more advanced functions. The printer 223 could be
added to obtain print outs of the event summary 130 as
needed.

During the treatment of the patient 14, the defibrillator 10
compiles the event summary 130. During the handoff from
the first responder 12 to the ACLS provider 106, the event
summary 130 is recalled from memory 218 by the controller
206 and sent to the infrared communications 220 for wire-
less information transfer to the paramedic defibrillator 108.
In a similar manner, the event summary 130 contained in the
paramedic defibrillator 108 may be sent via wireless infor-
mation transfer to the clinical defibrillator 122 in the hospital
emergency department 120. In this way, the event summary
130, cither from the AED 104, the paramedic defibrillator
108, or both, finds its way to the attending physician
alongside the patient 14 in order to obtain the most appro-
priate follow up treatment for the patient 14.

FIG. 7 is a simplified block diagram of the defibrillator 10
illustrating the defibrillator 10 with access to an ACLS
personality 138 controlled by an ACLS mode key 250
according to another embodiment of the present invention.
The user interface 214 (shown in FIG. 5) includes the
display 22, a speaker 232, and softkeys 234. The display 22
is preferably capable of displaying text and graphics. The
softkeys 234 are mounted on the periphery of the display 22
such that text or graphics may be placed on the display 22
to operate as labels for the softkeys 234. Other types of
displays as well as single function keys such as the shock
button 24 may be readily substituted. The speaker 232
operates to provide audio such as voice prompts for the user.

A sample user interface illustrating the operation of the
display 22 in conjunction with the softkeys 234 is shown in
FIG. 8. The display 22 is capable of displaying graphics,
such as an ECG trace 240, as well as text such as a message
242 labeled “NO SHOCK ADVISED CHECK PATIENT.”
The softkeys 234, shown as a set of three softkeys located
adjacent to the display 22, have functions defined according
to the particular personality selected for the defibrillator 10
which appear as a set of labels 244. The set of labels 244
shown could be used to implement an AED personality, with
the softkey 234 labeled “SHOCK” disabled until a shock-
able rhythm is detected. A voice message from the speaker
232 corresponding to the message 242 may also be used. As
the hierarchy of functions determined according to the
selected personality is navigated, the function of the soft-
keys 234 may be readily changed. The appearance of the
display 22 can be readily changed for other operating modes.

Referring back to FIG. 7, the memory 218 contains at
least two separate operating modes of the defibrillator 10
including an AED personality 236 and an ACLS personality
238. Each of these personalities defines a hierarchy of
functions, displays, and menus that may be accessed by the
user via the user interface 214. The paramedic defibrillator
108 and clinical defibrillator 122 would preferably have both
the AED personality 236 and the manual personality 238
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enabled for the ACLS provider 106 and hospital emergency
department 120. The user interface 214 may be customized
for each personality in terms of what appears on the display
22, what audio prompts are provided by the speaker 232 and
what functions are mapped to the softkeys 234.

The AED personality 236 and ACLS personality 238 may
be organized in such a way that the first responder 12 will
see only AED functions defined according to the AED
personality 236 on the user interface 214. The ACLS pro-
vider 106 may activate or enable the ACLS personality 238
through the use of an ACLS mode key 250. The ACLS mode
key 250 may be any other peripheral capable of generating
an enable signal that can be received by the infrared com-
munications 220. The ACLS mode key 250 could be a
dedicated unit with a single button similar to a remote
control for a consumer device such as a television or garage
door opener. Alternatively, the ACLS mode key 250 could
be implemented as a software program in a palmtop, laptop,
or pen-based computer capable of infrared communications.

Upon receiving the enable signal from the ACLS mode
key 250, the controller 206 operates to enable the ACLS
personality 238 via an enable switch 237, allowing the
ACLS provider 106 or hospital emergency department 120
access to advanced monitoring, defibrillation, or cardiac
pacing functions. The enable switch 237 may be imple-
mented in software simply as a flag or bit in the memory 218
that is set by the controller 206 to control access to the ACLS
personality 238.

Conversely, the ACLS mode key 250 may send a disable
signal to the defibrillator 10 to disable the ACLS personality
238 so that the defibrillator 10 operates only as an AED. In
this way, the same defibrillator 10 may be used throughout
an EMS system by personnel with different levels of train-
ing. For the first responder 12 such as a fire department, the
defibrillator 10 is configured to operate as an AED 104. The
same defibrillator 10 may later be issued to the ACLS
provider 106 such as a paramedic unit with the ACLS
personality 238 enabled using the ACLS mode key 250. Any
number of such ACLS mode keys 250 may be issued to
authorized personnel to obtain access to the ACLS person-
ality 238 as needed. The enable signal required to enable the
ACLS personality 238 may be readily changed, with the new
enable signal given only to authorized personnel, to further
prevent unauthorized access to the ACLS functions and
simplify the administration of large numbers of the defibril-
lator 10 scattered throughout a large EMS system.

FIG. 9 is a simplified block diagram of the defibrillator 10
illustrating the defibrillator 10 with access to a training
system 278 via wireless communication according to
another embodiment of the present invention. The training
system 278 assists in training users to operate the defibril-
lator 10 using various training scenarios 272 contained in a
computer 274. The computer 274 is connected to a training
simulator 276 which may contain a test load for absorbing
a defibrillation shock delivered by the defibrillator 10 and
also a device for simulating selecting ECG patterns that may
be analyzed either by the defibrillator 10 operating as an
AED or by the user operating a paramedic defibrillator.

The training simulator is connected to the ECG front end
202 and to the HV delivery 208. For realistic training
scenarios, it is desirable that the training simulator 276 take
the form of a training mannequin in which the electrodes 16
must be applied in the correct places on the mannequin in
order to properly deliver the defibrillator shock and receive
the ECG signal. The training scenarios 272 may be down-
loaded to the defibrillator 10 via an infrared communications
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270 connected to the computer 274 which communicates
training information via wireless communications imple-
mented with the infrared communications 220 or alterna-
tively the RF communications 221. The training scenarios
may then be stored in the memory 218. The training simu-
lator 276 in the form of the training mannequin may also
contain sensors to evaluate the efficacy of the CPR delivered
by the trainee, including chest compressions and rescue
breathing, similar to the Resusci Anne® mannequin pro-
duced by Laerdal Medical Corporation.

In a typical training scenario, the training simulator 276
would be configured to produce an ECG signal indicating
VE. In such a scenario, the trainee arrives on the scene,
evaluates the “victim” to find no pulse or breathing, and
proceeds to start CPR while a partner deploys the defibril-
lator 10 and attaches the electrodes 16 to the training
mannequin. The training system 278, which is running the
selected training scenario 272, can download the training
scenario 272 to the defibrillator 10 and upload results via the
infrared communications 220. For example, the ECG signal
acquired by the defibrillator 10 from the training simulator
276 can be uploaded via the wireless link to the computer
274 and compared against expected values to evaluate the
placement of the electrodes 16. For safety reasons, the HV
delivery 208 is preferably disabled while the defibrillator 10
is in the training mode 240. Eliminating the need to manu-
ally attach a communications cable or install a specialized
training card in place of the memory 218 allows the training
exercise to be more realistic and simpler to administer by
training personnel.

As an example, the computer 274 could take the form of
a palm top computer carried around between different train-
ing stations. In this way, the instructor could select from any
number of training scenarios for a particular training station
simply by walking over to that training station and pointing
the infrared communications 270 at the defibrillator 10 to
download the particular training scenario. Such flexibility in
downloading training scenarios interactively selected by the
instructor to the defibrillator 10 prevents students from
“learning” a pre-programmed set of training scenarios in
which the results become predictable.

As an alternative to connecting the defibrillator 10 to the
training simulator 276, the user interface 214 can be pro-
grammed to simulate events such as the detection of VF
according to the training scenario 272 without connecting
the defibrillator 10 to a patient or the training simulator 276.
In this stand-alone simulation mode, training requirements
are simplified with reduced hardware requirements in the
training system 278 because the training simulator 276 may
be eliminated.

The results of the training exercise, which are similar to
the event summary 130, can then be uploaded from the
defibrillator 10 to the computer 274 and presented in the
form of a report or incident summary. The wireless com-
munication allows for a single computer 274 to readily
communicate with multiple defibrillators 10, which is par-
ticularly desirable in a classroom environment with multiple
training stations.

FIG. 10 is a simplified block diagram of the defibrillator
10 illustrating the defibrillator 10 with access to a defibril-
lator test system 296 via wireless communication according
to another embodiment of the present invention. The
defibrillator test system 296 may be used to test the defibril-
lator 10 during the manufacturing process as well as during
service and maintenance of the defibrillator 10 over its
service life.
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A patient simulator 294 provides simulated ECG signals
that are received by the ECG front end 202. The patient
simulator 294 may also contain a calibrated test load (not
shown) that receives and measures the defibrillation shock
from the HV delivery 208 to provide measurement data
about the defibrillation shock to ensure conformance to
specification. A series of simulated ECG signals selected by
a computer 292 may be generated by the patient simulator
294. The shock decisions generated by the defibrillator 10
may then be uploaded via the wireless network back to the
computer 292 for comparison with expected results to
ensure that the controller 206 properly distinguishes
between shockable and non-shockable rhythms. Other para-
metric tests, including for example, sensitivity, common
mode rejection, and noise figure of the ECG front end 202,
may also be tested with the defibrillator test system 296
according to the present invention.

The computer 292 running test software 289 controls the
patient simulator 294 to provide selected ECG signals and
record the data from the defibrillation shock. Infrared com-
munications 298 provides for coupling test data back and
forth with the defibrillayor 10 via wireless communications.
The use of wireless communications allows for simpler
testing of the defibrillator 10 with no concern with voltage
isolation of the defibrillator test system 296 from data
communication cables. The defibrillator 10 operates to ana-
lyze the simulated ECG signals and produce a shock deci-
sion.

Afurther component of the test may involve analyzing the
shock delivered by the HV delivery 208 to a test load 295 in
the patient simulator 294. The test load 295 may contain a
range of impedances such as from 20 to 180 ohms to
simulate the range of transthoracic patient impedances that
may be encountered. Waveform parameters such as time and
voltage characteristics may then be captured and recorded
by the computer 292. The test data may also be down-loaded
from the defibrillator test system 296 to the defibrillator 10
and stored in non-volatile portions of the memory 218 for
record-keeping purposes. The shock delivery from the HV
delivery 208 in the defibrillator 10 may be controlled via the
infrared communications 220 according to the test software
289 to obtain shocks on request.

The computer 292 also contains defibrillator software 290
that may be a desired version of the firnware executed by the
defibrillator 10 that needs to be down-loaded via wireless
communication. Such a down-load may be necessary to
upgrade the firmware of the defibrillator 10 as is typically
done over the life of a complex product to add enhancements
or perform bug fixes. The down-load of the defibrillator
software 290 may be accomplished via wireless communi-
cation for storage in the memory 218 without having to open
the housing of the defibrillator 10 and physically replace
read only memory (ROM) containing the firmware. In a
manufacturing or depot test environment where many dif-
ferent models of defibrillators must be supported, standard-
izing on one type of wireless communication network such
as the infrared IrDA protocol across all models and versions
of defibrillators provides for substantially simpler support.

Because the defibrillator 10 is a complex instrument with
many possible configurations of its AED personality 236 and
ACLS personality 238, ensuring identical configurations
among a population of defibrillators 10 is of great impor-
tance in an EMS system. Manually configuring each
defibrillator 10 is time consuming and prone to error. The
defibrillator test system 296 according to the present inven-
tion is capable of downloading the defibrillator firmware 290
that contains the desired configuration to multiple numbers
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of the defibrillator 10 to ensure identical configuration in
each of the defibrillators 10 in the population. The download
process may be done on an individual basis for each defibril-
lator 10 or simultaneously to as many defibrillators 10 as are
in range of the wireless communication, either implemented
with infrared communications 220 or RF communications
221.

In many applications, the defibrillator 10 is installed in a
fixed location in a mounting bracket. The defibrillator test
system 296, without the patient simulator 294, may be in the
form of a laptop, palmtop, or pen-based computer that
interrogates the defibrillator 10 via wireless communication
to obtain internal self test data, current version of the
defibrillator firmware 290, and battery condition as part of a
regular maintenance operation. The infrared communica-
tions 220 may be implemented to provide wireless commu-
nication in such a way that the defibrillator 10 does not need
to be removed from its mounting bracket or otherwise
disturbed in order to communicate with the defibrillator test
system 296 to obtain regular maintenance and service.

The defibrillator test system 296 may be used to particular
advantage in obtaining device status and self test informa-
tion from the defibrillator 10 without taking the defibrillator
out of service. Periodically, the defibrillator 10, while in
service, may perform self test operations to ensure that it is
operational and ready for use. Self test data 291 collected
during these self test operations may be stored in the
memory 218 and uploaded via wireless communications to
the computer 292 for storage and analysis.

FIG. 11 is a simplified block diagram of the defibrillator
10 illustrating the defibrillator 10 with wireless communi-
cation to a radio telemetry link 299 for transmitting a live
ECG signal according to another embodiment of the present
invention. A live ECG signal is the ECG signal collected
from the patient 14 and transmitted to a remote location such
as the hospital emergency department 120 where the ECG
waveform may be displayed in real time to the attending
physician.

The electrodes 16 are connected across the chest of the
patient 14 as shown in FIG. 1 to acquire the live ECG signal
from the patient 14°s heart. The ECG front end 202 receives
the live ECG signal and produces a stream of digital
samples. The digital samples are sent to the controller 206
and passed along to the infrared communications 220 and
further sent via wireless communication to an infrared
communications 300.

Telemetry transceivers 302 and 304 communicate with
each other via a radio link to form the radio telemetry link
299. Telemetry transceivers 302 and 304 can be imple-
mented as conventional cellular telephones or cellular
modems or via a dedicated radio link such as 800 MegaHertz
(MHz) band radios. The infrared communications 300 is
preferably built in as an integral part of the telemetry
transceiver 302 in order to minimize the amount of cabling
and separate boxes that must be kept track of. The telemetry
transceiver 302 may be permanently mounted in the ambu-
lance or aircraft avionics bay, for example, with no need to
store an additional patch cable for connecting the telemetry
transceiver 302 to the defibrillator 10.

The defibrillator 10 may then be used to configure the
radio telemetry link 299 to provide a live ECG signal
according the requirements of the local EMS without having
to physically interface the defibrillator to the telemetry
transceiver 302. Such ease of connection between the
defibrillator 10 and telemetry transceiver 302 is particularly
desirable in emergency situations where it is vital to rapidly
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communicate the live ECG signal to the physician with a
minimum amount of set up time.

In response to an initiate link command generated by the
user interface 214 to the controller 206, call set up infor-
mation may be provided via the wireless communications to
the radio telemetry link 299 which automatically initiates
communications with the computer 306. The call set up
information may include routing information such as tele-
phone numbers, internet protocol (IP) addresses, universal
resource locator (URL) internet address or other information
necessary to set up the link to the computer 306 through a
data communications network. Confirmation of a successful
link set up using transport control protocols (such as TCP/
IP) or similar network or link protocols may be returned to
the defibrillator 10 via the radio telemetry link 299 which
then begins sending the live ECG signal.

With the telemetry link now established, the computer
306 connected to the telemetry transceiver 304 receives the
live ECG signal, now in the form of a stream of digital data
or IP packets. The computer 306 processes the stream of
digital data for display to the attending physician who may
make the shock decision. The computer 306 may be con-
figured to operate as a web server which receives the stream
of digital data, formats the data according to a predetennined
data structure, and then allows for viewing of the data using
a web browser program on a web page 310. The use of web
browser technology allows for multiple users and multiple
computers to view the ECG data simultaneously while
providing a common user interface. The computer 306 may
also save the live ECG data for later viewing. Alternatively,
the ECG signal may be formatted as a bit map image to form
a fax page 308 which may be printed as a page on a fax
machine or computer printer, or displayed on a computer
monitor (not shown) connected to the computer 306. The fax
page 308, in electronic form, may be updated rapidly to
provide for the live ECG signal in close to real time fashion.

The wireless communication operates to provide access to
the radio telemetry link 299 and has particular advantages in
applications involving defibrillation in a confined environ-
ment such as in a building or on board an airliner. In the
airliner scenario in which the patient 14 is a passenger, the
defibrillator 10 is necessarily located in the passenger cabin
with the patient 14 to provide emergency treatment. At the
same time, the telemetry transceiver 302 needed to provide
air-to-ground communications is likely integrated with the
avionics equipment in the avionics bay of the aircraft. The
infrared communications 300 may be permanently located in
the passenger cabin to provide wireless communications
between the defibrillator 10 and the telemetry transceiver
302 while eliminating problems associated with airborne
electronics such as electromagnetic compatibility and high
voltage isolation that commonly occur with communication
cables.

It will be obvious to those having ordinary skill in the art
that many changes may be made in the details of the
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above-described preferred embodiments of the invention
without departing from the spirit of the invention in its
broader aspects. Other types of wireless interfaces such as
radio frequency modems that implement wireless local area
networks, may be readily substituted for the infrared com-
munications 220 as long as standardized communications
protocols are substituted. Wireless modems available off the
shelf that implement a standardized media access control
(MAC) such as the Ethernet protocol could be readily
implemented. Other medical equipment such as cardiac
monitoring and diagnostic equipment would also benefit
from the wireless communication described above.
Therefore, the scope of the present invention should be
determined by the following claims.

What we claim as our invention is:

1. An apparatus for transmitting live ECG signals, com-
prising:

a defibrillator, including a wireless communication unit,
for coupling to a patient to acquire said live ECG
signals;

a radio telemetry link provided by said wireless commu-
nication unit to receive said live ECG signals; and

a computer coupled to said radio telemetry link to display
said live ECG signals,
wherein said defibrillator automatically configures said

radio telemetry link to said computer.

2. An apparatus for transmitting live ECG signals accord-
ing to claim 1 wherein said live ECG signals are displayed
on said computer as a web page.

3. An apparatus for transmitting live ECG signals accord-
ing to claim 1 wherein said live ECG signals are displayed
on said computer as a fax page.

4. An apparatus for transmitting live ECG signals accord-
ing to claim 1, said defibrillator comprising:

an ECG front end;

a pair of electrodes, coupled to sand ECG front end, for
placement on said patient to acquire said live ECG
signals; and

a controller coupled to said ECG front end to receive said
live ECG signal and send said live ECG signal to said
wireless communication unit.

5. An apparatus for transmitting live ECG signals accord-
ing to claim 1 wherein said defibrillator sends a call set up
to said radio telemetry link responsive to an initiate link
command.

6. An apparatus for transmitting live ECG signals accord-
ing to claim 1 wherein said wireless communication unit
comprises an infrared communication unit.

7. A defibrillator test system according to claim 6 wherein
said infrared communication is sent according to an IrDA
protocol.

8. A defibrillator test system according to claim 1 wherein
said wireless communication comprises RF communication.
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