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Abstract

Substantial amount of research in home-use health monitoring techniques has emerged

given growing global health awareness and ageing population in recent decades. These

sensor-driven home-use healthcare applications encourage patient involvement at home

during daytime activities and nighttime sleep, effectively help assess patients conditions

away from clinics and hospitals, and significantly reduce the number of infirmary visits.

However, there are two main issues in current wearable/remote sensor-based home-use

health monitoring applications: 1) portable human motion analysis systems that are

commercially available still require substantial amount of manual effort to process the

measurements, which is time consuming and thus impractical for long-term home-use

health monitoring, and 2) current sleep-related health monitoring applications are

intrusive to the body, limited to measuring the respiration rate and sleep duration, or

not clinically validated to demonstrate their efficacy.

In this dissertation, we overcome the drawbacks of current health monitoring systems

as follows. For lower limb motion analysis, we propose an alternative to state of the

art optical motion analysis systems, cost-effective and portable, single-camera system.

For upper limb motion analysis, we track all relevant body joints simultaneously, and

classify the post-stroke recovery levels based on features extracted from the tracked

body-joint trajectories. For abnormal respiratory event detection during sleep, we

propose to record video and audio of a patient using a depth camera during his/her

sleep, and extract relevant features to train a classifier for detection of the abnormal
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respiratory events scored manually by a scientific officer based on data collected by a

clinical-use sleeping device.

The main contribution of this dissertation lies in proposing new application-driven

algorithms for advancing cost-effective human limb motion analysis and sleep monitoring

healthcare techniques, including an autonomous detection scheme for finding the initial

and final frames that are of interest for video analysis, a single marker tracking scheme

that is based on the Kalman filter and Structural Similarity image quality assessment,

an autonomous gait event detection scheme that is based on the features of the

relative positions of the markers, a scheme classification of the post-stroke recovery

level by minimization of graph total variation with graph-based signal processing, an

alternating-frame depth video coding scheme, a depth video temporal denoising scheme

using a motion vector graph smoothness prior, and a dual-ellipse model that can

efficiently track the torso motion during a person is sleeping. Experimental results show

that, both the autonomous frame-of-interest detection and gait event detection show

high detections rates. The validation of tracking in terms of the knee angle, shoulder

movement, trunk tilt and elbow movement with a gold standard optical motion analysis

system shows R-squared value larger than 0.95. The graph-based classification scheme

has the potential to accurately classify participants into different stroke groups. Our

depth video coding scheme outperforms a competitor that records only the 8 most

significant bits. Our temporal denoising scheme reduces the flickering effect without

ever-smoothing. Finally, our trained classifiers can deduce respiratory events with high

accuracy. Overall, our proposed limb motion analysis system offers an alternative,

inexpensive and convenient solution for clinical gait and upper limb motion analysis,

and our proposed sleep monitoring system can reliably detect abnormal respiratory

events using our extracted video and audio features.
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ŝ−
i a priori estimate for a Kalman filter. 32
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Chapter 1

Introduction

The proper study of mankind is the science of design.

— Herbert Simon

In this chapter, we first overview the state-of-the-art home-use healthcare ap-

plications in terms of portability, cost, ease of use, near real-time processing, and

visualization. We then highlight some of the issues in current research in home-use

healthcare that we will try to address, list contributions of the thesis, and give an

outline for the remainder of this thesis.

1.1 Sensor-driven home-use healthcare

Home-use sensor-driven healthcare techniques have emerged and grown rapidly with

growing global health awareness and ageing population in recent decades [1]; the

percentage of the elderly population to the overall population increased from 9.2% in

1990 to 11.7% in 2013 and is expected to reach 21.1% by 2050, and 40% of the elders

live independently in their own homes [2]. The purpose of home-use sensor-driven

healthcare techniques is to encourage patient involvement at home [3] during daytime

activities and nighttime sleep and effectively help assessing patients and elders condition
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away from clinics and hospitals — frequent transportation from home to infirmary

can be time-consuming, uncomfortable, and expensive. In general, clinical health

monitoring systems require lots of devices (e.g., multiple cameras to be fixed within a

large laboratory for motion analysis [4]) and operational expertise to take measurement.

The main functionality of these healthcare techniques includes motion analysis (e.g.,

fall detection, gait1 and posture analysis) and vital signs (e.g., respiratory rate, body

temperature, heart rate and blood pressure) monitoring. For example, portable limb

motion analysis systems with inertial sensors [5] are able to track both lower and

upper limb motions, and thus have potential for stroke patients2 to assess their level

of recovery at home. Similarly, vital signs tracking devices, such as smart watches

and wrist bands, track activity patterns by measuring heart rate and body movement,

which is desirable for quality self-assessment of a person’s physical exercise and sleep.

Existing home-use healthcare applications can be divided into two groups based

on sensor types. Wearable-sensor based applications [6] generally require one or more

inertial sensors attached to the body to take measurement of the body motion and vital

signs, e.g., abdominal/chest strips are used for respiratory motion tracking in portable

sleep monitoring systems; Remote-sensor based applications including those using

smartphones usually require imaging and inertial sensors for body motion [7] and vital

signs tracking, i.e., they are less intrusive to the human body than wearable sensors.

However, there are two main issues in current home-use health monitoring applications:

1) portable human motion analysis systems that are commercially available still

require substantial amount of manual effort to process the measurements, which is

time consuming and thus impractical for long-term home-use health monitoring, and

2) current commercially available sleep-related health monitoring applications are
1Gait refers to lower limb motion.
2Stroke patients refer to people who survived from a stroke, a sudden event when part of one’s

brain cells are deprived of oxygens due to block or burst of blood vessels.
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intrusive to the body, limited to measuring the respiration rate and sleep duration, or

not clinically validated to demonstrate their efficacy.

The motivation for this work is to build remote-sensor based, at-home health

monitoring systems that are portable, cost-effective and easy-to-use, while reliably

tracking vital signs during people’s daily activities, with three targeted applications:

1) human gait analysis in colour videos captured by a single high-speed camera, 2)

upper limb motion analysis in colour videos for post-stroke recovery assessment, and 3)

abnormal respiratory event detection for sleep monitoring in depth videos and audio

captured by a single Microsoft KinectTM. This work seeks to address the gap between

user-friendly at-home health monitoring systems and reliable, but expensive, clinical

health monitoring platform. The main challenges lie in the interdisciplinary field of

signal processing and machine learning, including body joint tracking with occlusion

handling, image quality enhancement, body part modelling and tracking, and feature

extraction for event detection. The technical challenges will be listed in detail in

Section 1.2.

In this thesis, we try to overcome the main drawbacks of current home-use healthcare

applications, with the goal to develop image and signal processing techniques for at-

home healthcare applications using cost-effective imaging sensors. We do this by

using a single imaging sensor for image sequence collection, and developing object

detection, motion tracking, feature extraction and classification methods to our targeted

applications on gait analysis, post-stroke recovery level classification and abnormal

respiratory event detection.

1.2 Contributions of the thesis

First, the main technical challenges of this work are listed below:

• For Targeted Application 1 on gait analysis:
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1) individual body joint tracking in colour videos;

2) partial/full occlusion of the body joints due to arm swing;

3) gait event detection based on body joint trajectories;

• For Targeted Application 2 on upper limb motion analysis for post-stroke recovery

level classification:

4) simultaneous body joint tracking in colour videos;

5) classification of post stroke recovery levels based on body joint trajectories;

6) overall easy-to-use upper limb motion analysis system for home use with feedback

from practitioners;

• For Targeted Application 3 on abnormal respiratory event detection for sleep

monitoring:

7) depth image enhancement in the presence of high acquisition noise;

8) model formulation for body movement tracking in depth videos during sleep;

9) feature extraction in depth videos and audio for abnormal respiratory event detection.

The methodologies to address the above challenges for the three targeted applications

are as follows. For gait analysis, we propose an alternative to state-of-the-art optical

motion analysis systems, cost-effective and portable, single-camera system. The system

consists of video acquisition, marker-based individual body-joint tracking, data analytics

for calculating relevant kinematics parameters, visualization, and gait event detection.

For upper limb motion analysis, we build on our gait analysis system, track all relevant

body joints simultaneously, and classify the recovery levels based on features extracted

from the tracked body-joint trajectories. For both gait and upper limb motion analysis

systems, the experimental results are validated with a state-of-the-art optical motion

analysis system; the only manual effort is the designation of marker templates for

marker-based body-joint tracking. For abnormal respiratory event detection during

sleep, we propose to record video and audio of a patient using a depth camera during
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his/her sleep, and extract relevant features to train a classifier for detection of the

abnormal respiratory events scored manually by a scientific officer based on data

collected by a clinical-use sleeping device. The proposed, clinically validated sleep

monitoring system, is non-intrusive to human body and can operate in complete

darkness.

The main contribution of this thesis is in addressing the above challenges and

advancing remote-sensor-driven home-use healthcare applications in three aspects via:

1) autonomous gait analysis with gait event detection, 2) autonomous post-stroke

recovery level assessment via upper limb motion analysis, and 3) non-intrusive sleep

monitoring. Specifically, the following new application-driven algorithms are proposed

to achieve this. For gait analysis, we propose an autonomous frames-of-interest detection

scheme before designation of marker templates, followed by a discrete-Kalman-filter

(a recursive solution to the discrete-data linear filtering problem) [8, 9]+Structural-

Similarity (an image quality assessment algorithm, see Appendix B.1)[10]-based (DKF-

SSIM) individual marker tracking scheme with non-linear interpolation based occlusion

handling, and a video-frame-identification-based gait event detection scheme. For

upper limb motion analysis, we build on our gait analysis system, where we track all

relevant body joints simultaneously using our DKF-SSIM body-joint tracking scheme,

and classify the stroke recovery level by minimization of graph total variation with

graph-based signal processing. For abnormal respiratory event detection during sleep,

we first propose an alternating-frame video coding scheme. Next, we perform temporal

denoising on the decoded depth video using a motion vector graph smoothness prior

to remove flickering effect in the video. Then we track patient’s chest and abdominal

movements based on a dual-ellipse model. Finally, we extract ellipse model features via

a wavelet packet transform, extract audio features via non-negative matrix factorization,

both of which are used for training and testing our abnormal-respiratory-event-classifier.



1.3 Organization of the thesis 6

1.3 Organization of the thesis

The remainder of the thesis is organized as follows. In Chapter 2, we review state-of-

the-art health monitoring systems and image and video processing methods that are

related to the above three targeted applications.

In Chapter 3, we propose a single-camera gait analysis system for cost-effective

home-use healthcare Targeted Application 1 (see Section 1.1). The proposed system

includes 1) algorithm design for autonomous frame-of-interest detection, DKF-SSIM

lower-limb-joint individual-marker tracking (i.e., separately tracking the required hip,

knee and ankle joints) and gait event detection, and 2) performance comparison of

the proposed tracking scheme in colour and grayscale video sequences. Chapter 3 is

largely based on the work that appeared in 2013 IEEE International Conference on

Image Processing [11] and Journal of Sensors [12].

In Chapter 4, building on the single-camera gait analysis system in Chapter 3, we

propose an upper limb motion analysis-based post-stroke recovery assessment system

for cost-effective home-use healthcare Targeted Application 2, including 1) simultaneous

DKF-SSIM upper-limb-joint tracking (i.e., tracking the required waist, neck, shoulder,

elbow and wrist joints simultaneously), and 2) classification of the stroke recovery level

by minimization of graph total variation with graph-based signal processing, where the

ground truth labels were marked by a biomechanics expert. This chapter is largely

based on the work that appeared in 2014 IEEE International Conference on Image

Processing [13] and IEEE Access [14].

In Chapter 5, we present our proposed abnormal sleep event detection system

for cost-effective home-use healthcare Targeted Application 3, which consists of 1)

algorithm design of video coding, video denoising and respiratory movement tracking,

and 2) feature extraction from the tracked movement for classification of abnormal

respiratory events scored manually by a scientific officer based on data collected by a
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clinical-use sleeping device. This chapter is largely based on the work that appeared in

2014 IEEE International Workshop on Hot Topics in 3D [15], 2014 IEEE International

Workshop on Multimedia Signal Processing [16], and the work to appear in IEEE

Transactions on Multimedia [17].

Note that, Chapters 3, 4 and 5 will bring focus on Targeted Applications 1, 2

and 3, respectively. Each of these chapters include the proposed methodology, the

experimentation and a summary.

Finally, in Chapter 6, we conclude remarks of this thesis, and justify the challenges

in home-use healthcare systems that still remains.

1.4 Ethics approval and publications

1.4.1 Ethics approval

The data collection procedure performed using single imaging sensor for lower limb

motion analysis and post-stroke recovery level classification with upper limb motion

analysis has passed ethical committee in National Health Service, UK and University

of Strathclyde. See Appendix A.1 for details of the pilot protocol; the experimental

procedure performed using captured depth video and audio for abnormal respiratory

event detection during sleep has passed the ethical committee in National Institute of

Informatics, Tokyo, Japan.

1.4.2 Publications

Journal articles

1. C. Yang, G. Cheung, and V. Stankovic, “Estimating heart rate and rhythm via

3D motion tracking in depth video,” IEEE Transactions on Multimedia, in press.
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2. C. Yang, G. Cheung, V. Stankovic, K. Chan, and N. Ono, “Sleep apnea detection

via depth video & audio feature learning,” IEEE Transactions on Multimedia,

vol. 19, no. 4, pp. 822-835, Apr. 2017.

3. M. Ye, C. Yang, V. Stankovic, L. Stankovic, and A. Kerr, “A depth camera motion

analysis framework for tele-rehabilitation: Motion capture and person-centric

kinematics analysis,” IEEE Journal of Selected Topics in Signal Processing, vol.

10, no. 5, pp. 877-887, Aug. 2016.

4. C. Yang, A. Kerr, V. Stankovic, L. Stankovic, P. Rowe, and S. Cheng, “Human

upper limb motion analysis for post-stroke impairment assessment using video

analytics,” IEEE Access, vol. 4, pp. 650-659, Jan. 2016.

5. C. Yang, U. Ugbolue, A. Kerr, V. Stankovic, L. Stankovic, B. Carse, K. Kaliarntas,

and P. Rowe, “Autonomous gait event detection with portable single-camera gait

kinematics analysis system,” Journal of Sensors, vol. 2016, Jan. 2016.

Conference papers

1. M. Ye, C. Yang, V. Stankovic, L. Stankovic, and A. Kerr, “Gait analysis using

a single depth camera,” IEEE Global Conference on Signal and Information

Processing, Orlando, FL, Dec. 2015.

2. M. Ye, C. Yang, V. Stankovic, L. Stankovic, and A. Kerr, “Kinematics analysis

multimedia system for rehabilitation,” Workshop on Image and Video Processing

for Quality of Multimedia Experience, Genova, Italy, Sep. 2015.

3. C. Yang, G. Cheung, and V. Stankovic, “Estimating heart rate via depth video

motion tracking,” IEEE International Conference on Multimedia and Expo,

Torino, Italy, Jul. 2015. (1 of 8 best paper finalists out of 524 submitted papers.)
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4. C. Yang, A. Kerr, V. Stankovic, L. Stankovic, and P. Rowe, “Upper limb movement

analysis via marker tracking with a single-camera system,” IEEE International

Conference on Image Processing, Paris, France, Oct. 2014.

5. A. Kerr, C. Yang, V. Stankovic, and P. Rowe, “Accuracy of a 2D video system

for measuring upper limb movement in stroke survivors,” World Stroke Congress,

Istanbul, Turkey, Oct. 2014.

6. C. Yang, Y. Mao, G. Cheung, V. Stankovic, and K. Chan, “Graph-based depth

video denoising and event detection for sleep monitoring,” IEEE International

Workshop on Multimedia Signal Processing, Jakarta, Indonesia, Sep. 2014.

7. C. Yang, G. Cheung, K. Chan, and V. Stankovic, “Sleep monitoring via depth

video recording and analysis,” IEEE International Workshop on Hot Topics in

3D, Chengdu, China, Jul. 2014.

8. C. Yang, A. Kerr, V. Stankovic, L. Stankovic, and P. Rowe, “Arm movement

analysis via marker tracking with a single-camera system,” World Congress of

Biomechanics, Boston, MA, Jul. 2014.

9. C. Yang, U. Ugbolue, B. Carse, V. Stankovic, L. Stankovic, and P. Rowe,

“Multiple marker tracking in a single-camera system for gait analysis,” IEEE

International Conference on Image Processing, Melbourne, Australia, Sep. 2013.

10. C. Yang, U. Ugbolue, B. Carse, V. Stankovic, L. Stankovic, and P. Rowe,

“Multiple marker tracking in a single-camera system for gait analysis,” Congress

of the International Society of Biomechanics, Natal, Rio Grande de Norte, Brazil,

Aug. 2013.
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Other publications

1. C. Yang, Y. Mao, G. Cheung, V. Stankovic, and K. Chan, “Non-intrusive apnoea

/ hypopnoea detection system via a graph-signal analysis of Microsoft Kinect

captured depth video,” Congress of the European Sleep Research Society, Tallinn,

Estonia, Sep. 2014.

2. A. Kerr, C. Yang, P. Rowe, and V. Stankovic, “Accuracy of a 2D video system

for measuring upper limb movement in stroke survivors,” Annual Meeting of the

Clinical Movement Analysis Society UK and Ireland, Oswestry, UK, Apr. 2014.



Chapter 2

Multimedia Motion Analysis

2.1 Introduction

In this chapter, we review state-of-the-art health monitoring systems and image and

video processing methods that are related to the three targeted applications in Section

1.2: gait analysis, upper limb motion analysis for post-stroke recovery level classification,

and abnormal respiratory event detection for sleep monitoring. We do this by first

reviewing in Section 2.2 health monitoring systems and image and video processing

algorithms that are related to limb motion analysis and briefly describing our solutions,

and then in Section 2.3 systems and algorithms that are related to respiratory motion

analysis during sleep with our solutions.

2.2 Limb motion analysis

Stroke is a worldwide healthcare problem which often causes long-term motor impair-

ment, handicap, and disability [18, 19]. Advanced objective clinical gait analysis on

stroke patients can generate quantified, standardised, and more reliable gait measure-

ments [19] compared to traditional, semi-subjective [20], observational gait analysis
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methods [21, 22], while being minimally intrusive to the stroke patients [20, 23]. Some

examples include acoustic gait analysis systems [24], optical non-wearable motion

analysis systems [4, 20] based on strategically located infrared cameras to capture

three dimensional (3D) limb motion by tracking retroreflective markers adhered to

the skin overlying anatomical landmarks of the study participants (see Fig. 2.1 for an

illustration), and markerless systems that are completely contact-less to patients, such

as Organic Motion OpenStage 2.0 (Organic Motion HQ, New York, NY).

Fig. 2.1 Illustration of a multi-camera motion analysis system. Note that multiple
cameras are installed on the wall in a laboratory.

However, all these systems have downsides, such as: (1) they require operational

expertise and large laboratory space – hence patients need to be regularly transported to

major clinics for assessment; (2) they do not facilitate easy comparison with results from

the previous assessment in a longitudinal study; (3) they are expensive; and (4) they

cannot distinguish between gradual and abrupt functional changes which negatively

affect clinical intervention [25]. Additionally, markerless systems are particularly
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sensitive to the motion capture background and ambient lighting (e.g., OpenStage

2.0 requires white fabric walls and strong stage lights), which could make patients

uncomfortable.

Motivated by cost and providing a convenient option to patients and health services,

further research on the development of cost effective and portable systems has emerged.

The portability of these systems would enable conducting gait analysis with adequate

fidelity outside a gait laboratory, e.g., at local clinics and homes. After measurements

are taken, the stroke patient would send the analyzed gait parameters to physiatrists for

near real-time clinical consultation, which has the potential to facilitate the development

of increasingly popular tele-rehabilitation [26–30]. In particular, an automatic 2D single-

camera gait kinematics analysis system is proposed in [31]. However, the requirement

for a dark background and a dark suit with gloves to be worn by patients limits the

flexibility of system usage; the system is validated without a gold standard on only

one healthy volunteer with one walking trial. A detailed gait kinematic parameters

evaluation of a 2D single-camera gait analysis system (approximate cost £700) is

presented in [32]. The evaluated system is built on [33] with Pro-Trainer motion

analysis software (Sports Motion, Inc., Cardiff, CA), showing excellent agreement

with a gold standard VICON MX Giganet 6×T40 and 6×T160 (VICON Motion

Systems Ltd., Oxford, UK, approximate cost £250,000) optical motion analysis system,

and similar to Siliconcoach video analysis software (Siliconcoach Ltd., Dunedin, New

Zealand) as used by [34, 35]. For all the above, operational expertise to manually

process the measurements is a time consuming and impractical procedure for clinical

use.

An autonomous object tracking framework is required motivated by the need for

cost-effective tele-rehabilitation and initial findings [31, 32]. In particular, the overall

task is to track the interest human joints and quantify the movement by joint angle
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calculation based on the tracked joint locations. This can be performed using or without

using markers. Marker-based approaches require individual markers to be attached

to the human joints. On the other hand, marker-less approaches can directly track

the human joints. However, most of state-of-the-art marker-less body joint tracking

algorithms still lack tracking stability, low in tracking accuracy, or require large dataset

for body joint classifier training [7], which is not practical for small scale studies. In

terms of practicability and comfort, a sub-optimal solution to human joint tracking is

by tracking the markers that are attached to the joints. Specifically, these markers can

be tracked individually (for accuracy) or simultaneously (for efficiency).

Simultaneously tracking all markers in colour videos is challenging due to the

following marker features: 1) The markers clinically used in 2-D video-based kinematic

analysis are identical and are in close proximity, which can easily cause tracking

confusion. 2) The size, orientation, and appearance of each marker could change

due to the joints movement, and thus the tracker should be capable of handling

such non-rigid objects. 3) These markers move along with the limb motion of the

subject, i.e., small-size target objects move with a large moving object that can be

assumed as the appearance-changing background [36], which potentially distracts

marker tracking which reduces the tracking accuracy, and thus the tracker needs to

address the object-on-object tracking problem.

There is a substantial amount of work on object tracking, and good surveys can

be found in [36–39]. Next, we review the work most relevant to ours. A point-based

tracking method is proposed in [40]. This method represents each object with object-

correspondence-points. However, this approach cannot handle non-rigid objects. A

silhouette tracking method is proposed in [41] that handles non-rigid objects well.

This method consists of building online shape priors and implementing object contour

evolvement using energy minimization in gradient descent direction for target objects.
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However, this method is only capable of tracking objects that are very different. A

kernel tracking method, proposed in [42], jointly applies local binary pattern texture

with color histogram (JCTH) which effectively extracts the features of the edges and

corners within the target region, and adopts mean-shift with the above JCTH approach

and acquires robust performance for tracking objects that have similar color appearance

to the background. However, the object-on-object problem significantly affects the

tracking accuracy and can cause tracking failure. Another kernel tracking method in [43]

applies online learning and binary classification within a Tracking-Learning-Detection

(TLD) scheme to update the object template adaptively. i.e., this learning-based kernel

tracking method is robust for tracking non-rigid objects. However, online learning

in [43] is achieved by searching a global frame, which means [43] cannot be directly

used for simultaneously tracking multiple objects. “Struck” (STR) [44] is the best

tracker among 19 state-of-the-art trackers tested in [39] and a highly competitive online

tracker gauged in [37, 45, 46]. The tracking scheme in [44] is based on structured

output prediction with kernels. Still, this kernel based method cannot handle out-

of-plane rotation well, and there is no object-dynamic model incorporated into this

adaptive tracking-by-detection framework. Furthermore, a particle swarm optimization

method is proposed in [47], and a particle filter-mean shift joint tracking algorithm

is proposed in [48], both of which achieve simultaneous multiple objects tracking.

However, these two methods cannot address the object-on-object problem. Table 2.1

shows the disadvantages of above state-of-the-art object tracking methods.

In Chapter 3, we propose an alternative to state-of-the-art optical motion analysis

systems, inexpensive and portable, 2D single-camera gait kinematics analysis system,

including video acquisition, autonomous detection of the frame when tracking starts and

ends, discrete-Kalman-filter+Structural-Similarity-based individual marker tracking

scheme (DKF-SSIM) that shows a significant improvement with respect to JCTH track-
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Table 2.1 Disadvantages of state-of-the-art object tracking methods when applied to
tracking identical markers for human motion analysis.

literature object tracking method disadvantages

[40] point-based, cannot handle non-rigid objectscorrespondence points

[41] silhouette-based, cannot distinguish objects
online shape priors with the same appearance

[42]
kernel-based, easily fails to track the small objects

local binary pattern that are on top of a large moving object
with color histogram (object-on-object problem)

[43]
kernel-based, cannot be directly used

online learning, for multi-target tracking
binary classification due to global search

[44] kernel-based, cannot handle out-of-plane rotationstructured output prediction

[47] particle swarm optimization cannot handle the
object-on-object problem

[48] particle filter-mean shift cannot handle the
object-on-object problem

ing approach [42] and a Tracking-Learning-Detection (TLD) scheme [43], autonomous

knee angle calculation, autonomous gait event detection, and result visualization. Our

system addresses some of the drawbacks of [31], [32], namely: (1) Unlike [31], there are

no colour restrictions on background or the participant’s clothing; (2) Soda et al. [31]

is validated on only one healthy volunteer with one walking trial with no gold standard

benchmark. In contrast, we validate our proposed system’s knee angle against VICON.

(3) Unlike systems of [32] and Pro-Trainer and Siliconcoach (Siliconcoach Ltd., Dunedin,

New Zealand) as used by [34] and [35] that require significant manual effort, our system

autonomously tracks the markers attached to the joints with occlusion handling and

calculates the knee angle; the only operational effort required is for marker-template

selection for tracking initialization which can be done via a user-friendly graphical user

interface (GUI).

Motivated by the fact that arm impairment is also a common outcome of stroke

[19, 49], building on Chapter 3 that the marker tracking result is used for manual
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impairment assessment of stroke survivors via gait analysis, in Chapter 4, we propose

a decision support system for upper limb motion analysis that simultaneously tracks a

number of identical bullseye markers, and maps the trajectories of the tracked markers

into meaningful information used for rehabilitation assessment. The system comprises a

single high-speed camera together with a visualisation module that enables navigating

through the captured frames, selecting parameters to present, and comparison with

the previous results.

The data analytics part of our solution can be used independently of the capturing

module to process autonomously existing reach-to-grasp (RTG) video datasets (see

Section 4.3), that contain recordings of RTG movements in the sagittal plane with

multiple bullseye markers adhered to the joints of a human body, which are a common

alternative to 3D datasets. Similar to gait analysis in Chapter 3, we use black-and-white

bullseye markers that are conventionally used in 2D video-based clinical kinematic

analysis [50], in the RTG datasets, attached to the skin overlying anatomical landmarks

of the subject’s joints.

The motion of the subject’s upper limb kinematics is captured by tracking the

markers frame by frame and autonomously computing joint angles. Once the joint

angles have been extracted in each frame, they are used as classification features

to automatically estimate the level of impairment [51]. Data classification using

regularization on graphs [52–54] is proposed in [55], where it is shown that graph-

based supervised binary classification shows competitive performance to conventional

classifiers, such as Support Vector Machine (SVM) [56, 57] and neural networks, and

good robustness to noise in the training dataset. The main idea is to first represent the

dataset to be classified as a signal indexed by a graph, whose vertices correspond to

samples in the dataset and weighted edges reflecting similarities or correlation between

vertices, then minimize total variation on a graph [58] based on a binary mapping of
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this graph. In Chapter 4 (see Section 4.2.3), we propose two regularization on graph

signals (RGS) based multi-class classification methods, by first constructing graphs for

the motion patterns obtained as a result of object tracking, and then designing binary

mappings of these graphs using graph-based tools following [55] for minimization of the

total variation on graphs [58]. We also propose a third RGS multi-class classification

method, by first constructing a graph following [55], and then, designing a multi-class

mapping of this graph, unlike binary mappings in [55, 58], and minimize the total

variation on graph.

After the publication of [11–14], in [59] a single depth sensing device is used for a

marker-based gait kinematics analysis system. This system consists of infrared and

depth video capture with video data cleaning, scene calibration, marker identification,

detection and tracking in video, and marker position mapping from image space to the

real world space. Although the system in [59] can capture 3D limb motion with high

accuracy, it requires an expensive high-performance laptop during the video capture

phase.

2.3 Respiratory-during-sleep motion analysis

Sleep occupies approximately one third of people’s daily activities. It is well understood

that quantity and quality of sleep could significantly affect work productivity [60]. In

particular, obstructive sleep apnoea, characterized by repetitive obstruction in the upper

airway during sleep, is common in the general population [61] and can have significant

negative effect on a person’s sleep quality, and hence quality of life and cognitive

functions. The condition is diagnosed via attended (in-laboratory) or unattended

(ambulatory) diagnostic sleep studies. We address the problem of identifying the

obstructive respiratory events in Chapter 5.
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To detect different respiratory events (that characterize obstructive apnea, hypopnea

and central apnea), there exist in-laboratory monitoring devices such as system Alice6

LDxS (Philips) that measure a patient’s physiological parameters such as oxyhemoglobin

saturation, oronasal airflow etc, using various sensors physically attached to the patient’s

body. In particular, according to the American Academy of Sleep Medicine (AASM)

Manual 2007 [62], an apnea is defined by a drop in the peak respiratory airflow by

≥ 90% from the baseline and the duration of the event lasts at least 10 seconds. An

obstructive apnea is associated with continued or increased inspiratory effort throughout

the entire period of absent airflow. In contrast, a central apnea is associated with

absent inspiratory effort. A mixed apnea is associated with the initial portion of the

event with absent effort followed by the resumption of such in the latter part of the

event. A hypopnea is defined by a drop of ≥ 30% airflow from the baseline and the

event lasts for at least 10 seconds, and such change is associated with a 4% drop in

oxyhemoglobin desaturations [62].

However, existing in-laboratory monitoring devices are cumbersome to use, expen-

sive, and intrusive with multiple body straps and tubes that affect a patient’s sleep

quality during monitoring. On the other hand, less intrusive sleep monitoring units

such as vibration-sensing wristbands (e.g., Fitbit1 and Jawbone UP2) mostly record

sleep time, i.e., the quantity rather than the quality of sleep, and are not equipped to

detect respiratory events of different kinds as previously described during the night.

On the other hand, recent advances in wireless sensing and multimedia processing

have led to the development of many novel sleep monitoring systems, using a variety

of sensors such as force, temperature, audio, and image sensors. Most of these systems,

however, require wearable sensors (hence not contact-less) or do not have sufficient

precision necessary for clinical applications. Numerous smartphone-based systems for
1http://www.fitbit.com/
2https//jawbone.com/up/
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sleep disorder detection have emerged recently (see Table 1 in [63]), based on audio

recording and accelerometer measurements. However, there is no scientific evidence

regarding clinical usability of these systems, with the exception of those that implement

a simple clinically validated questionnaire [63]. Other recent methods not reviewed in

[63] are either limited to measuring respiration rate (such as [64]) and sleep duration

[65], or require wearable sensors [66, 67]. For example, the system proposed in [66]

is capable of detecting sleep apnea, but it requires a smartphone and oximeter to be

attached to the patient’s body while sleeping. A wearable-sensor based system [67]

successfully classifies the patients into those with apnea episodes and those without,

with over 90% accuracy, but requires wearing an armband containing a phone, attaching

a microphone on the face, and an oximeter to the wrist. Further, the classification

scheme is limited to apnea / non-apnea subject classification, rather than detection

of individual episodes of sleep apnea (medically defined 10-sec intervals) and types of

apnea (central, obstructive and mixed).

Force sensors placed on top or under the mattress, have also been used for sleep

monitoring and estimation of heart rate, respiration rate, snoring periods, etc [68–71].

There is no evidence, however, that such systems can differentiate among central,

obstructive and mixed apnea.

The system in [72] estimates respiratory rate using received signals from wireless

sensor nodes. However, the system requires a large number of wireless sensors to

provide high accuracy (between 15 and 20 sensor nodes), only the test subject can be

present in the room, and it is unclear if the system is accurate enough to detect apnea

episodes based only on the detected breathing rate.

Video is used for non-contact sleep monitoring in [73–78]. Using video for sleep

monitoring requires capturing the breathing action from the recorded images based

on human pose estimation—a long-standing problem in computer vision [7, 79–81].
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For sleep monitoring, since color images are usually not available (due to the typically

dark sleeping environment), and there is no clear separation between foreground object

(patient under a blanket) and background (bed), colour-image hypergraph-distance

[82] and pairwise-distance [83] based detection methods, and generic pose estimation

techniques such as [80, 84], are not suitable for estimating the sleep pose.

A Microsoft (MS) Kinect infrared sensor is adopted in [73] and [74] for video capture.

However, the video based system in [73] is limited to respiration rate monitoring, and

the other system [74] is only validated on simulated respiratory events. The depth-video

based sleep monitoring system of [75] is limited to sleep-awake status detection. A

Time of Flight (ToF) camera was used in [76] to detect chest and abdomen movements

for apnea detection, but there is no description of which ToF camera was used and how

chest and abdomen movements were deduced from the collected depth measurements.

There is also no performance analysis of the proposal against ground truth data. This

renders a direct comparison with [76] impossible.

The Kinect colour camera is adopted in [77], where chest movements are detected

by tracking over time the closest depth measurement of the patient to a virtual camera

directly above the patient. We differ from [77] in three respects. First, we use both

audio and video to infer respiratory events, which improves detection accuracy and

enables us to distinguish among central, obstructive and mixed apnea. Second, we

propose a complete system that includes efficient depth video coding and denoising

schemes. Third, unlike [77, 78, 85–88], we propose a more accurate dual-ellipse model,

so that individual chest and abdominal movements can be tracked, even if the patient

is sleeping sideway.

Motivated by the shortcomings of in-laboratory monitoring devices and consumer-

level sleep monitoring units, in Chapter 5, our goal is to accurately but non-intrusively

detect respiratory events as manually scored by a scientific officer based on data
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collected by system Alice6 LDxS. Towards this goal, we propose a completely contact-

less sleep monitoring system based on depth video and audio processing, suitable for

home use. Not relying on the lighting condition of a dark sleeping room, we use an

MS Kinect sensor projecting infrared light patterns to capture depth images of the

sleep patient. See Fig. 2.2 for illustration of our proposed system.

Fig. 2.2 Depth video capturing system at a sleep clinic: an MS Kinect camera is
attached to a laptop computer. Example depth and infrared captured images are
shown on the screen.

2.4 Summary

In Section 2.2, we analyse the downsides of state-of-the-art laboratory-based optical

motion analysis systems for limb motion analysis, reivew cost-effective and portable

motion analysis systems, propose a marker-based, single camera 2-D video motion

analysis system, and review state-of-the-art object tracking algorithms and classification

methods. In Section 2.3, we point out the inconvenience of use of existing in-laboratory

sleep monitoring device for abnormal respiratory event detection, review state-of-the-art

cost-effective and portable sleep monitoring systems, and propose a MS Kinect sensor

based abnormal respiratory event detection system. In the following three chapters, we
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present in detail our targeted applications to gait analysis, upper limb motion analysis,

and abnormal respiratory event detection during sleep, respectively.



Chapter 3

Gait Analysis in Colour Videos1

3.1 Introduction

Laboratory-based non-wearable motion analysis systems have significantly advanced

with robust objective measurement of the limb motion, resulting in quantified, stan-

dardized and reliable outcome measures compared with traditional, semi-subjective,

observational gait analysis. However, the requirement for large laboratory space

and operational expertise makes these systems impractical for gait analysis at lo-

cal clinics and homes. In this chapter, we propose a relatively inexpensive, and

portable, single-camera gait kinematics analysis system. Our proposed system includes

video acquisition with camera calibration, autonomous detection of frames-of-interest,

Kalman-filter+Structural-Similarity-based marker tracking, autonomous knee angle cal-

culation, video-frame-identification-based autonomous gait event detection, and result

visualization. The only operational effort required is the marker-template selection for

tracking initialization, aided by an easy-to-use graphical user interface. The evaluation

of the autonomous frames-of-interest detection shows high accuracy compared with
1This chapter is largely based on the work that appeared in 2013 IEEE International Conference

on Image Processing [11] and Journal of Sensors [12].
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the ground truth. The knee angle validation on 10 stroke patients and 5 healthy

volunteers against a gold standard optical motion analysis system shows R-squared

value larger than 0.95 and Bland-Altman plot results smaller than 5 degrees mean

difference. The autonomous gait event detection shows high detection rates for all gait

events. Experimental results demonstrate that the proposed system can automatically

measure the knee angle and detect gait events with good accuracy, and thus offer an

alternative, cost effective and convenient solution for clinical gait kinematics analysis.

The remainder of this chapter is organized as follows. In Section 3.2 we give a

detailed description of the proposed system configuration. In Section 3.3 we present the

experimental results for each system block. We discuss the performance and potential

improvements of the proposed system in Section 3.4 and summarize this chapter in

Section 3.5.

3.2 Proposed gait analysis system

3.2.1 System overview

The system comprises a digital camera EX-FH20 EXILIM (Casio Computer Co., Ltd.,

Tokyo, Japan) with a tripod, 6 bulls-eye black-and-white paper markers [32], a 10×7

calibration checkerboard with square size of 23.3mm, shown in Figure 3.1(a), and

a laptop with bespoke data processing software and a graphic user interface (GUI)

developed in MATLAB R2014b (MathWorks, Inc., Natick, MA). The goal of the system

is to autonomously analyse the study participant’s gait kinematics indicated by knee

angle. This is achieved by tracking three bulls-eye markers attached to the skin (or

tight-fitting clothing for medical use) overlying the joint centres of hip, knee, and

ankle of the study participant, in the sagittal plane. Note that we use black-and-white

bullseye markers that are conventionally used in 2D video-based clinical kinematic
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analysis [50], in the proposed gait analysis system. As shown in Figure 3.1(b), the

system procedure includes video acquisition and camera calibration, autonomous frame-

of-interest detection, marker tracking, autonomous knee angle calculation and gait

event detection, and result visualization. We describe each of these acquisition and

processing steps in the following sections.

(a)

Video acquisition and calibration

Marker tracking

Autonomous knee angle calculation

Autonomous gait event detection

Visualization

Autonomous frame-of-interest detection

(b)

(c)
Fig. 3.1 (a) Calibration checkerboard; (b) System procedure; (c) Sample single-camera
scene.

3.2.2 Video acquisition and camera calibration

Before video acquisition, 6 bulls-eye markers are attached to the skin overlying the

hip, knee, and ankle joint centres on both legs of a study participant in the sagittal

plane. The study participants walk from left to right and back on a 6×0.7m mat
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using a similar approach to [32]. The digital camera is configured at 360×480 pixel

resolution, 210 frames per second (fps), mounted on a tripod with 0.5-1.0m in height

and positioned 1.5-3.0m away from a long-side centre of the mat, depending on the

study participant, and calibrated using [89] with the 10×7 checkerboard to remove

lens distortion in the video frames, which are then used for frame-of-interest detection,

marker tracking and knee angle calculation.

For benchmarking with the gold standard VICON system, the SWIFT Cast trial

protocol [90, 91] is applied in the stroke-patient group and Plug-in-Gait protocol [92]

in the healthy-volunteer group. For each stroke patient, retroreflective markers (14mm-

diameter) are fixed to the skin overlying the anatomical landmarks, as done in [91]. The

knee flexion / extension axes are determined based on marker clusters at the femur and

tibia and single calibration markers, followed by corresponding joint angle calculation

as in [91]. For each healthy volunteer, 15 retroreflective markers (14mm-diameter)

are fixed to the skin overlying the following anatomical landmarks adapted from the

Plug-in-Gait protocol [92], denoted as: sacral wand marker, left (right) anterior superior

iliac spine, knee, femur, ankle, tibia, toe, and heel markers, followed by joint angle

calculation based on the Euler / Cardan angle determination algorithm with an y-x-z

axis rotation sequence, namely flexion / extension, adduction / abduction, and internal

/ external rotation [92]. For both groups, all VICON motion-capture modules are

calibrated.

Each study participant is simultaneously recorded using the proposed system and

VICON. Figure 3.1(c) shows a sample single-camera scene for a healthy volunteer,

where 4 out of 12 VICON infrared cameras are marked with red circles and 3 bulls-eye

markers on the left leg of the study participant are marked with yellow circles. Note

that, the VICON markers are attached on top of the proposed video system markers,

and do not negatively affect the video tracking performance.
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3.2.3 Autonomous frames-of-interest detection

Video recording starts when the study participant begins walking even though he/she is

still not within the camera’s field of view. The method needs to automatically recognize

the first and last frames when all three markers are present (called “frames-of-interest”)

to start the marker tracking process. Due to a noticeable change of the frame histogram

when a study participant walks into and out of the camera scene, we propose an image

histogram-based frames-of-interest detection scheme that identifies at which frame

the system starts tracking the markers and at which frame tracking stops. An image

histogram shows the number of pixels of each intensity in a frame. To recognize

entrance from both left and right sides, we define two frame segments as shown in

Figure 3.2, denoted as S1 and S2, for all N frames, denoted as {F1, ...,FN}, in a video

sequence.

Segment 2Segment 1

Fig. 3.2 Sample video frame when the study participant is walking into the camera
scene with two frame-segments for the detection of the “frames-of-interest”.
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For each frame segment of the N frames, we compute the histograms, denoted as

{Hx
1 , ...,Hx

N}, where x ∈ {S1, S2} and for each Hx
n ∈ {Hx

1 , ..., Hx
N}, Hx

n = {dx
n1, ..., dx

nm},

where n is the frame number, 1 ≤ n ≤ N , 1 ≤ m ≤ M . M denotes the number

of quantization bins of each histogram, and dm is the total number of pixels in the

m-th quantization bin. Next, we compute the difference between Hx
n and Hx

1 , for all

n, denoted as ∆Hx
n: ∆Hx

n = {|dx
n1 − dx

11| , ..., |dx
nm − dx

1m|}, followed by forming the

element sum of ∆Hx
n, ∑m

j=1

∣∣∣dx
nj − dx

1j

∣∣∣, denoted as ∑ ∆Hx
n. The {n,

∑ ∆Hx
n} plot is

shown in Figure 3.3. We then perform peak detection in the {n,
∑ ∆Hx

n} plot for

each frame segment with a heuristically set threshold τ , where the detected peaks

with corresponding frame numbers are denoted as Px: Px = {lx,
∑ Hx

lx}, where ∀lx,

{∑ ∆Hx
lx ≥ τ}. The detected peaks are marked with red asterisks in Figure 3.3.

Each video sequence contains a pair of left-to-right (LtR) and right-to-left (RtL)

walking trials – a study participant walks into and out of the camera scene twice,

once from each direction, indicating that there exist two peak clusters, as shown in

Figure 3.3. To separate Px into two clusters, we first compute the difference of frame

numbers between neighbouring peaks in Px, denoted as ∆lx, with ∆lx
max = arg max

lx
∆lx,

and let lx
m1, lx

m2 be the two corresponding frame numbers, i.e., ∆lx
max = lx

m2 − lx
m1. Then

we separate Px as follows:

Px
1 = {a subset of {lx,

∑ Hx
lx}, lx ≤ lx

m1};

Px
2 = {a subset of {lx,

∑ Hx
lx}, lx

m2 ≤ lx}.

Let the frame numbers associated with the first and last detected peaks in x be

lx
first and lx

last, respectively. If ∆lS1
max > ∆lS2

max, which indicates the trial direction in a

video sequence D is LtR → RtL, we designate the first and last frames of interest for

the LtR trial as Frame nLtR
first = lS1

m1 and nLtR
last = lS2

first, respectively, and for the RtL trial

as nRtL
first = lS2

last and nRtL
last = lS1

m2, respectively. If ∆lS1
max < ∆lS2

max, which indicates the trial
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Fig. 3.3 The {n,
∑ ∆Hx

n} plots for two frame-segments with marked detected first
(green asterisks) and last (cyan asterisks) frames of interest..

direction is RtL → LtR, then nRtL
first = lS2

m1, nRtL
last = lS1

first, and nLtR
first = lS1

last, nLtR
last = lS2

m2.

The overall frames-of-interest detection scheme is summarized in Algorithm 1.

In all experiments, we set a size of 360×80 pixels for each frame-segment, and a

threshold τ = 10000 for peak detection. For evaluation, we manually label the frames

where all three markers on the same leg first and last appear for each trial as the

ground truth, and compare them with the corresponding detected frames using the

following “frame difference rate (FDR)” measure:

FDR = |ndetected − nlabelled|
nlabelled

× 100% (3.1)
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Algorithm 1: Frames-of-interest detection for marker tracking.
Input: D, N , S1, S2.
Output: nLtR

first, nLtR
last , nRtL

first, nRtL
last .

initialize n = 1;
for n ≤ N do

Fn = D(n);
if n = 1 then

F1, S1, S2, ⇒ Hx
1 ;

else
Fn, S1, S2, ⇒ Hx

n ⇒ ∆Hx
n ⇒ ∑ ∆Hx

n;
n = n + 1;

{n,
∑ ∆Hx

n}, peak detection ⇒ Px;
Px, difference of the frame numbers ⇒ ∆lx ⇒ ∆lx

max ⇒ Px
1 , Px

2 ;
if ∆lS1

max > ∆lS2
max then

Px
1 , Px

2 , LtR → RtL ⇒ nLtR
first, nLtR

last , nRtL
first, nRtL

last ;
else

Px
1 , Px

2 , RtL → LtR ⇒ nRtL
first, nRtL

last , nLtR
first, nLtR

last ;

where nlabelled and ndetected denote the frame numbers of the manually labelled frame

and detected frame, respectively.

3.2.4 Marker tracking and autonomous knee angle calculation

We formulate the marker tracking task as automatically finding the centre coordinate

of each marker on the camera-facing leg independently from other markers, frame by

frame. For initialization, the marker-templates for hip, knee, and ankle markers are

manually selected via mouse-click in the first frame of the video shown in the “Current

frame” panel of the GUI in Figure 3.4. Three markers are individually tracked via a

DKF-SSIM tracking scheme. The centre coordinate of each tracked marker in each

frame is simultaneously determined for autonomous knee angle calculation.

In particular, for each marker, first a Search Area (SA) is set in each frame, where

the position and size of the SA is determined by a DKF [9]. We first define the SA of size

h×h pixels, and the centre coordinate and velocity given by ŝi= [fi gi ui, vi]⊤, where fi
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and gi denote the column and row centre coordinate of the SA in frame Fi, respectively,

and ui and vi denote velocities along horizontal and vertical directions, respectively.

The column and row centre coordinate of the marker in Fi are denoted as ûi= [ci ri]⊤.

We adopt a DKF [9] with a four-dimensional constant-velocity model with additive

discrete-time noise [93], whose dynamic and observation models are constructed by ŝi

and ûi, respectively. This DKF consists of the prediction and correction phases:

prediction phase :


ŝ−

i = Rŝi−1,

X−
i = RXi−1R⊤ + B.

correction phase :


Ki = X−

i Q⊤(QX−
i Q⊤ + E)−1,

ŝi = ŝ−
i + Ki(ûi − Qŝ−

i ),

Xi = (1 − KiQ)X−
i .

(3.2)

where ŝ−
i is the a priori estimate of ŝi in Fi, ŝi−1 is the a posteriori estimate, R is the

state transition matrix, X−
i is the a posteriori covariance matrix, B is the process noise

covariance matrix pre-computed by running the filter off-line based on the assumption

that B is time invariant [9], K is the Kalman gain, Q is the observation matrix, and E

is the measurement error covariance matrix pre-computed by running the filter off-line

based on the assumption that E is constant across all frames [9]; vi, which is in ŝi, is

determined by the DKF (K-velocity). In particular, R, B, Q and E are given by:

R =



1 0 t 0

0 1 0 t

0 0 1 0

0 0 0 1


, (3.3)
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B = σ2
v



t4/4 0 t3/2 0

0 t4/4 0 t3/2

t3/2 0 t2 0

0 t3/2 0 t2


, (3.4)

Q =

1 0 0 0

0 1 0 0

 , (3.5)

E = σ2
w

1 0

0 1

 . (3.6)

The parameters are heuristically set as t = 0.01s, σv = 0.032m/s2, σw = 0.071m.
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Fig. 3.4 GUI for the proposed gait analysis system.

The above filter is initialized by ŝ−
1 = [f0 g0 0 0]⊤ and û1 = [c1 r1]⊤, where f0 = c1,

g0 = r1, and (c1, r1) denotes the centre coordinate of the marker-template. The size of
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each SA is heuristically initialized to ⌊1.4q⌋ × ⌊1.4q⌋ pixels, given Marker j’s size is

q × q pixels, and the four edges of the SA are dynamically updated in each frame based

on vi−1fi−1 and vi−1gi−1. Given the duration of one frame is t seconds, if vi−1fi−1 ≥ 0,

the right edge of ŝi is shifted to the right by vi−1fi−1t pixels; otherwise, the left edge

of the SA is shifted to the left by the same number of pixels. Similarly, if vi−1gi−1 ≥ 0,

the bottom edge of the SA is shifted down by vi−1gi−1t pixels; otherwise, the top edge

of the SA is shifted up by the same number of pixels.

For template matching, we adopt SSIM with a motion full-search scheme to track

the marker within the SA. SSIM is an image quality assessment metric shown in

Appendix B.1. SSIM compares a candidate block within the updated SA (SAupdated)

in Fn, denoted as an, with its corresponding marker-template, denoted as b, where

0 < SSIM(b, an) ≤ 1. The candidate block with the largest SSIM(b, an), over all

an in SA denoted as abest
n , is designated as the tracked marker; we denote its centre

coordinate as ûn+1, which is used to update the observation and dynamic models in

the above Kalman filter.

There exists several occlusion phases (OP) for the hip marker due to arm swing.

We address this occlusion problem by setting a heuristically determined threshold τop,

that is, the frame where SSIM(abest
n , b) ≤ τop is the first frame of occlusion, and its

frame number is denoted by nOP
start. The SSIM exhaustive search algorithm continues

to process the subsequent frames until SSIM(abest
n , b) > τop, which indicates that the

hip marker has appeared again after occlusion, and its frame number is denoted by

nOP
end. Next, nonlinear interpolation, based on the centre coordinates of the hip marker

and the distances between the hip and knee markers in FnOP
start

and FnOP
end

, is performed

to estimate the centre coordinates of the hip marker, denoted as {û}OP, within the

occluded frames {FnOP
start

, . . . , FnOP
end

}. The overall marker tracking procedure for each

marker is summarized in Algorithm 2.
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Algorithm 2: Marker tracking for a sample LtR walking trial.
Input: D, nLtR

first, nLtR
last , b, R, B, Q, E, τop, t.

Output: {û}.
initialize ŝn−1, ûn−1, n = nLtR

first + 1, occlusion state (OS) = 0,
occlusion phase (OP) = 0;
for n ≤ nLtR

last do
Fn = D(n);
if OS = 0 then

DKF: R, B, Q, E, ŝn−1, ûn−1, Equation (3.2) ⇒ ŝ−
n−1, Sn;

SSIM: b, Fn, Sn ⇒ abest
n ;

if SSIM(abest
n , b) < τop then

OS = 1, OP = OP + 1, nOP
start = n;

vc = (ûn−1(1) − ûnLtR
first

(1))/(n − 1 − nLtR
first),

vr = (ûn−1(2) − ûnLtR
first

(2))/(n − 1 − nLtR
first);

S′CC
n = ûn−1(1), S′RC

n = ûn−1(2);
else

abest
n ⇒ ûn;

if OS = 1 then
SSIM: b, Fn, S′

n⇒ abest
n ;

if SSIM(abest
n , b) ≥ τop then

abest
n ⇒ ûn;

nOP
end = n − 1, OS = 0;

{FnOP
start

, ..., FnOP
end

}, ⇒ {û}OP;
DKF: R, B, Q, E, ŝnOP

start−1, {û}OP, Equation (3.2) ⇒ {ŝ−}OP, {S}OP;
else

S′CC
n = S′CC

n + vct;
S′RC

n = S′RC
n + vrt;

Since each video frame contains three channels, (R)ed, (G)reen, and (B)lue, we

perform marker tracking in the three channels independently, and then calculate

the mean values of the centre coordinates of the tracked marker, that is, {û}RGB =
1
3({û}R + {û}G + {û}B), given the fact that state-of-the-art trackers such as TLD

and STR are only performed in grayscale images. In another approach, the grayscale

scheme, we convert each frame into a single grayscale channel before marker tracking,
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and perform the marker tracking once, getting the centre coordinates of the tracked

marker {û}grayscale.

The knee angle is automatically calculated during RGB and grayscale marker

tracking. Figures 3.5(a) and (b) show the sample knee angle plots of a stroke patient

and a healthy volunteer, respectively, during a walking trial using grayscale marker

tracking.

The marker trajectories are visualized by mapping the centre coordinates of all

tracked markers into a single frame, as shown in the “Marker trajectories” figure of the

“Result” panel of the GUI in Figure 3.4. The knee angle is shown in the “Knee angle”

figure of the same panel.

0 0.5 1 1.5 2 2.5 3

0

5

10

15

20

25

30

35

40

tracking time (second)

kn
ee

 a
ng

le
 (

de
gr

ee
)

 

 

Proposed (grayscale)
Vicon

(a)

0 0.5 1 1.5 2 2.5 3

0

10

20

30

40

50

60

tracking time (second)

kn
ee

 a
ng

le
 (

de
gr

ee
)

 

 

Proposed (grayscale)
Vicon

(b)
Fig. 3.5 (a) Sample knee angle of a stroke patient using grayscale marker tracking; (b)
Sample knee angle of a healthy volunteer using grayscale marker tracking.

3.2.5 Autonomous gait event detection

Locating the gait events in each gait cycle is essential for gait analysis [94]. To the

best of our knowledge, current kinetics-based gait event detection methods rely on

adequate forceplate strikes [94], as done in conventional optical motion analysis systems
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such as VICON, where the limited area of the forceplate is impractical for gait event

detection within multiple consecutive gait cycles. Similarly to kinematic-based gait

event detection algorithms such as [95] and [96], these methods are limited to the

detection of Initial Contact (heel strike) and Terminal Contact (toe-off), i.e., only two

gait events / phases.

In this section we discuss how we perform autonomous gait event detection which

detects all six gait events / phases in each gait cycle, including Initial Contact (IC),

Foot Flat (FF), Mid-Stance (MST), Heel Raise (HR), Terminal Contact (TC), and

Mid-Swing (MSW) [94], based on processing the marker tracking result.

First, without loss of generality, we denote the (R)ow and (C)olumn coordinates

of the (H)ip, (K)nee, and (A)nkle markers on the camera-facing leg in Frame T as

HR
T , HC

T , KR
T , KC

T , AR
T , and AC

T , respectively. The motivation of creating the following

classification rules is to distinguish each medically defined gait events based on marker

locations. This is done by manually watching some of the captured videos and manually

summarizing each gait event in terms of the relative positions of neighbouring markers

both in the current frame and in the forward-backward frames. These classification rules

are used as hand-crafted features for autonomous gait event detection. In particular,

we formulate the autonomous gait event detection task as identification of frames where
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the following holds:

IC :


∣∣∣AC

T − AC
T −λ

∣∣∣ ≥ ϵ;

max{AC
T , ..., AC

T +λ} − min{AC
T , ..., AC

T +λ} ≤ 3ϵ;

FF :


∣∣∣AC

T − KC
T

∣∣∣ ≤ 2ϵ;

max{AC
T −λ, ..., AC

T +λ} − min{AC
T −λ, ..., AC

T +λ} ≤ 3ϵ;

MST :


∣∣∣AC

T − HC
T

∣∣∣ ≤ 2ϵ;

max{AC
T −λ, ..., AC

T +λ} − min{AC
T −λ, ..., AC

T +λ} ≤ 3ϵ;

HR :


∣∣∣AR

T − AR
T +λ

∣∣∣ ≥ ϵ;

max{AC
T −λ, ..., AC

T } − min{AC
T −λ, ..., AC

T } ≤ 3ϵ;

TC :


∣∣∣AR

T − AR
T +λ

∣∣∣ ≥ ϵ;∣∣∣AC
T − AC

T +λ

∣∣∣ ≥ 2ϵ;

MSW :


∣∣∣AC

T − HC
T

∣∣∣ ≤ 5ϵ;∣∣∣AC
T +λ − AC

T −λ

∣∣∣ ≥ ϵ.

where λ and ϵ are two scaling factors. We follow the above heuristically set rules frame

by frame, and visualize the autonomous gait event detection result by labelling “X”

marks on both marker trajectories and knee angle plot, with a designated colour for

each gait event / phase: IC-black, FF-green, MST-red, HR-blue, TC-magenta, and

MSW-yellow. For evaluation, we first manually label the most representative frame for

each gait event / phase by closely following [94], using a vertical-line in the knee angle

plot with the same colourization scheme as for the “X” marks, which is assumed as the

ground truth. That is, we use hand-labeled ground truth for all six gait events / phases,

since again a conventional forceplate approach can only detect IC and TC [94]. Then

we determine if detection is valid by comparing the identified frame by the proposed

system with the corresponding ground truth, that is, if the difference between the
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frame number of a ground truth and that of its nearest same-gait-event detection is less

than τ frames, this detection, along with its neighbouring same-gait-event detections,

is designated as a single valid detection. Otherwise, these detections are designated

as a single invalid detection. Figure 3.6 shows the visualized autonomous gait event

detection result in a sample right-to-left walking trial. In this example, the difference

between the frame number of the ground truth for the first IC, labelled as a black

vertical-line, and that of its nearest same-gait-event detection, labelled as a black

“X” mark, is less than τ, thus this detection, along with its neighbouring same-colour

detections, is determined as a single valid detection. In practice, we set τ = 5. We

describe how to find the optimal λ and ϵ in Sec. 3.3.5.

Fig. 3.6 Visualization of the proposed autonomous gait event detection on marker
trajectories and knee angle plot with ground truth vertical-line labels in a sample
right-to-left trial.

For each one-direction trial, we sum the number of valid detections and ground

truth labels, and calculate the detection rate as the evaluation metric:

detection rate = number of valid detections
number of ground truth labels × 100%
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3.2.6 System GUI

The system GUI provides all control options, and shows the visualization result on

marker trajectories, knee angles, and gait event detection, as shown in Figure 4.3. Via

the GUI, one can choose the video to be processed and select (reselect if required,

erasing the previous selection) the marker-templates of the hip, knee, and ankle markers

by mouse-click in the first frame of the video shown in the “Current frame” panel.

The selected marker-templates are shown in the “Template” panel. Marker tracking is

launched by clicking “Start tracking” in the “Initialization” panel, followed by showing

the tracked marker blocks in the “Tracking” panel, and result visualization in the first

two figures of the “Result” panel. Autonomous gait event detection is launched by

clicking “Gait event detection” in the “Initialization” panel, followed by showing the

visualized result in the subsequent two figures of the “Result” panel. The “Benchmark”

panel is used for knee angle validation against VICON, showing the knee angle data

from VICON side-by-side with that from the single-camera system in the second figure

of the “Result” panel.

3.3 Results

The system is validated on 15 participants, including 10 stroke patients recruited

between June 2011 and July 2012 from 4 UK hospitals, and 5 healthy volunteers

recruited during May 2014 from the University of Strathclyde staff. Each participant

performs two pairs of LtR and RtL walking trials; each trial includes at least 2

consecutive gait cycles. Thus, the test dataset includes 40 trials for stroke patients

and 20 trials for healthy volunteers. The knee angle data is down-sampled from 210fps

to 100fps, for a fair comparison against VICON (100fps). The data processing module

is implemented in MATLAB R2014b on a laptop running Windows 8.1, with Core
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i7 2820QM 2.3GHz processor and 16GB RAM. In this section, we show the result of

the evaluation of frames-of-interest detection, knee angle validation against VICON,

accuracy investigation of RGB and grayscale marker tracking, and gait event detection.

In all our experiments, the size of each marker template is always q × q = 11 × 11

pixels, which was heuristically found for optimal appearance representation of each

marker that results in best tracking accuracy without sacrificing much computation

cost; we set SSIM threshold τop = 0.4, which gives the best result.

3.3.1 Evaluation of autonomous frames-of-interest detection

The proposed autonomous frames-of-interest detection scheme accurately detects the

first and last tracking frames when all markers are present for the marker tracking

process in all videos with a mean FDR (see Equation (3.1)) value 0.2%, that is, given

a 1000-frame video, the difference between ndetected and nlabelled is only 2 on average.

Moreover, the average execution time for each detection process is only 6.26s.

3.3.2 Comparison with state-of-the-art

In this section, we aim to compare our proposed DKF-SSIM marker tracking scheme

with state-of-the-art, while showing the influence of adding Search Area (SA) constraint

(see Section 3.2.4) to the competing schemes. We first randomly choose 2 trials, and

select bullseye marker templates from the first frame of the corresponding video clip.

Next, for each marker, we manually label the marker blocks in all frames of the video

clip, with the same size as the marker template, as the ground truth (GT) to assess

the bullseye marker tracking performance of the following methods: JCTH [42], JCTH

with SA, TLD [43], TLD with SA, and proposed DKF-SSIM. In the JCTH and TLD

approaches, for each marker, we fix the size of SA at ⌊1.4q⌋ × ⌊1.4q⌋ and let the centre
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Table 3.1 Bullseye marker tracking in Trial 1.

Method Precision Recall PMR
JCTH [42] 0.438 0.432 17.3%

JCTH [42] with SA 0.438 0.432 17.3%
TLD [43] 0.752 0.726 53.6%

TLD [43] with SA 0.884 0.743 59.7%
DKF-SSIM 0.992 0.994 98.6%

Table 3.2 Bullseye marker tracking in Trial 2.

Method Precision Recall PMR
JCTH [42] 0.274 0.317 5.6%

JCTH [42] with SA 0.274 0.317 5.6%
TLD [43] 0.926 0.965 65.3%

TLD [43] with SA 0.977 0.981 66.8%
DKF-SSIM 1.00 0.990 96.1%

coordinate of the SA in the current frame be equal to the coordinate of the centre of

the same marker detected in the previous frame.

We assess the performance by assigning True Positive (TP) if the detected marker

block overlaps no less than 40% of the corresponding GT, and assigning False Positive

(FP) otherwise. Furthermore, we define that a Perfectly Detected Marker (PDM) is

assigned if the detected marker block overlaps no less than 90% of the corresponding

GT. Let Q be the total number of frames. Then, we define the following metrics:

Precision = TP
TP + FP , (3.7)

Recall = TP
Q

, (3.8)

Perfect Marker Rate (PMR) = total number of PDMs
Q

, (3.9)

where Precision and Recall indicate time proportion a tracking algorithm tracks the

targeted marker; PMR indicates the accuracy of detecting the centre coordinate of the

marker block.

Tables 3.1 and 3.2 show the performance of the five tracking algorithms for bullseye

marker tracking in 1 trial respectively. JCTH [42] cannot recover from tracking failure
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caused by the object-on-object problem. TLD [43] updates the marker model to help

recover from the tracking failure, resulting in much higher scores than JCTH [42]. The

proposed DKF-SSIM tracking-by-detection scheme is best suited for bullseye marker

tracking due to its ability to incorporate dynamic and measurement models during

tracking and combining the luminance, contrast, and structure features of the marker

for detection. Since the position of the centre coordinate of the detected marker block

has significant influence on the accuracy of the joint angle calculation, none of the four

benchmark tracking methods are suited for autonomous joint angle calculation due to

their resulting low PMR.

3.3.3 Validation against VICON

Since the gait kinematics abnormalities of stroke patients make marker tracking very

challenging, we separately validate the results for the stroke patients and healthy

volunteers. We group the measurements of all 40 trials for stroke patients (20 trials

for healthy volunteers) together forming a vector Ux, x ∈ {(P)roposed, (V)icon}. We

then calculate the R-squared value, max difference, and root mean square difference

between UP and UV; we adopt a Bland-Altman plot between UP and UV, and calculate

the mean difference, 95% confidence interval, and a linear fit, based on the constructed

Bland-Altman plot shown in Figure 3.7. The Bland-Altman plot is a typical clinical

measurement scheme to evaluate a new measurement system based on an established

one. In our experiment, for each value UP(i) ∈ UP and corresponding UV(i) ∈ UV,

Bland-Altman plot is constructed by assigning [UP(i) + UV(i)]/2 as the abscissa value,

and UP(i) − UV(i) as the ordinate value. Tables 3.3 and 3.4 show the knee angle

validation result based on both RGB and grayscale marker tracking schemes on stroke

patients and healthy volunteers, respectively.
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In general, RGB and grayscale schemes achieve similar accuracy, where the grayscale

scheme performs almost 50% faster than the RGB scheme. In particular, with the

grayscale scheme, the R-squared value is 0.982 for stroke patients and 0.971 for healthy

volunteers, the maximum error is -9.34 degrees for stroke patients and 12.2 degrees for

healthy volunteers, the root mean square error is less than 5 degrees for both groups;

Bland-Altman plots show that the mean difference is less than 4 degrees for both

groups, 95% confidence intervals are around 10 degrees where the interval is 0.7 degree

smaller for stroke patients (9.72 degrees) compared to healthy volunteers (10.4 degrees),

and linear fit is nearly horizontal with small intercepts for both groups.

3.3.4 Comparison of RGB and grayscale marker tracking

We compare the performance of the RGB and grayscale marker tracking using compar-

ison metrics shown in Table 3.5. In particular, we find the best performing method

(grayscale or RGB) by comparing the errors φ obtained by these two methods nor-

malized by the error obtained by the grayscale method, shown in the second column

of Table 3.5. If φ > 0, we conclude that the RGB marker tracking performs better,

except for the R-squared value where φ > 0 means that the grayscale method is better

(see column 3 in Table 3.5). The comparison results shown in Table 3.6 indicate that

the grayscale scheme has significant processing speed advantage over the RGB scheme

with negligible data accuracy loss.

3.3.5 Evaluation of the autonomous gait event detection

To evaluate our proposed autonomous gait event detection scheme in Sec. 3.2.5, we

test 1) the sensitivity of the parameters (i.e., scaling factors λ and ϵ) given different

proportion of the training data, and 2) the classification accuracy for the six gait events.

We do this by 1) performing a greedy search on the optimal sets of λ (with the range
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(b) healthy volunteers.

Fig. 3.7 Bland-Altman plots for knee angle validation against VICON. CI: confidence
interval.

[1, 30] and a 1 increment) and ϵ (with the same range [1, 30] and a 1 increment) using

randomly selected training data (same proportion for both healthy volunteers and

stroke patients), and 2) classifying the gait events using the testing data. We randomly

split the training/testing data with the same proportion, repeat 100 times, and present

the mode of both λ’s and ϵ’s in Fig. 3.8 and average classification accuracy of all 100

runs in Figs. 3.9 and 3.10. It is clear in Fig. 3.8 that λ and ϵ always converge at 3

and 1, respectively, i.e., both are not sensitive to different training/testing splits. As

shown in Fig. 3.9, for intra-subject evaluation in healthy volunteers, the average of all

six-gait event detection accuracy is above 85%, where the gait event Foot Flat has the

lowest accuracy that is above 70%. Furthermore, Fig. 3.10 shows that, for intra-subject

evaluation in stroke patients, the average of all six-gait event detection accuracy is also
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Table 3.3 Knee angle validation on stroke patients.

metric RGB grayscale
R-squared value 0.982 0.982
max error (deg) -9.15 -9.34

root mean square error (deg) 2.64 2.65

Bland-Altman plot

mean difference (deg) -0.937 -0.935
95% confidence interval (-5.78, 3.91) (-5.80, 3.93)

linear fit slope -0.0697 -0.0698
intercept 0.407 0.411

average execution time (s) 1301 724

Table 3.4 Knee angle validation on healthy volunteers.

metric RGB grayscale
R-squared value 0.971 0.971
max error (deg) 12.2 12.2

root mean square error (deg) 3.99 4.01

Bland-Altman plot

mean difference (deg) 2.98 3.01
95% confidence interval (-2.23, 8.18) (-2.18, 8.21)

linear fit slope 0.0149 0.0162
intercept 2.78 2.79

average execution time (s) 1282 697

above 85%, where the gait event Initial Contact has the lowest accuracy that is above

58%.
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Fig. 3.8 Modes of both λ’s and ϵ’s for each 100 training/testing splits.
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Fig. 3.9 Intra-subject gait event detection accuracy in healthy volunteers.

3.4 Discussion

In this section, we discuss the system operation speed, data accuracy, potential

applications and improvements.

The average system operation time is 30 minutes for each participant, which includes

5 minutes for camera and tripod assembly, 2 minutes for adjustment of the camera

height and distance to the participant, 2 minutes for marker attachment, 5 minutes for

video recording, and the rest for data processing. The data processing module starts

with the autonomous frames-of-interest detection, followed by marker-template selection

via a mouse-click, grayscale marker tracking, knee angle calculation, autonomous gait

event detection, and result visualization. The autonomous frame-of-interest detection

scheme shows negligible FDR, i.e., the proposed frame-of-interest detection method

successfully recognizes both the first and last frames when all three markers are present

for the marker tracking process – thus it can be used to replace manual labelling. The

proposed autonomous gait event detection scheme detected each gait event / phase

with high detection rate for most of the gait events by comparing with the ground

truth frames, and thus the proposed gait event detection scheme can replace manual
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Fig. 3.10 Intra-subject gait event detection accuracy in stroke patients.

labeling effort that is performed in current medical studies. Given the fact that stroke

patients are more likely to have transverse plane abnormalities, e.g., internal rotation

due to weak hip musculature or external rotation due to compensatory movements,

experimental results indicate the system robustness to gait kinematics abnormalities

for stroke patients and the potential for clinical gait kinematics analysis.

The proposed marker tracking scheme is more reliable than the state-of-the-art

object tracking methods of [42] and [43], as shown in Section 3.3.2; the knee angle

validation against VICON shows good agreement for all stroke patients and healthy

volunteers. Thus the proposed system is robust to stochastic and sudden movements

of stroke patients. The efficient performance of the grayscale marker tracking scheme

indicates that it is sufficient to convert all RGB frames into grayscale, and then perform

tracking and processing on grayscale frames.

There are two types of errors. The first type of error is caused by the deviation

between the knee angle plane and the camera scene plane. The second type of error

originates from the fundamental difference in defining the hip joint centre (HJC)

between the gold standard VICON 3D system and our proposed 2D system. That
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Table 3.5 Performance comparison scheme between RGB and grayscale marker tracking.

metric comparison expression φ
winning scheme
φ > 0 φ < 0

RSV φRSV = RSVG−RSVRGB
RSVG

G RGB
MO φME = |MEG|−|MERGB|

|MEG|

RGB G

RMSE φRMSE = |RMSEG|−|RMSERGB|
|RMSEG|

BA

MD φMD = |MDG|−|MDRGB|
|MDG|

95% CI φUCI = (UCIG−LCIG)−(UCIRGB−LCIRGB)
UCIG−LCIG

LF slope φS = |SG|−|SRGB|
|SG|

I φI = |IG|−|IRGB|
|IG|

AET φET = |ETG|−|ETRGB|
|ETG|

RSV: R-squared value; MO: max error; RMSE: root mean square error; BA:
Bland-Altman plot; MD: mean difference; CI: confidence interval; LF: linear fit; I:
intercept; AET: average execution time; UCI: upper 95% confidence interval; LCI:

lower 95% confidence interval; G: grayscale.

is, the former uses the Harrington et al.’s hip regression equation [97] to calculate

the HJC location for 3D kinematics [98], whereas the latter places the marker on

the head of the greater trochanter for HJC calculation. Note that the Bland-Altman

plot mean difference of stroke patients (Table 3.3) is approximately 2 degrees smaller

in amplitude compared to healthy volunteers (Table 3.4), with a 95% confidence

interval approximately 0.7 degree smaller. This is due to: (1) the knee range of

motion in healthy volunteers being greater than stroke patients given the fact that

stroke patients generally perform synergistic gait pattern during walking [99, 100] while

healthy individuals perform selective joint movements [101]. This difference in knee

range of motion occurs as a result of the deviation between the knee angle plane and

the camera scene plane for healthy volunteers being larger than that for stroke patients;

(2) both groups have small sample size, and the healthy group was half the size of the

patient group. We stress that our proposed 2D system is much more cost-effective and

less time consuming, albeit at the small cost of sacrificing a modest amount of accuracy

compared to traditional optical motion analysis systems. We achieve a 95% confidence



3.4 Discussion 50

Table 3.6 Result of performance comparison between RGB and grayscale marker
tracking.

metric stroke patients healthy volunteers
scheme value winner scheme value winner

RSV -0.0204% RGB 0.0206% G
MO 2.06% RGB -0.302% G

RMSE 0.272% RGB 0.493% RGB

BA

MD -0.214% G 1.07% RGB
95% CI 0.344% RGB -0.248% G

LF slope 0.143% RGB 8.02% RGB
I 1.02% RGB 0.502% RGB

AET -80.1% G -83.9% G
RSV: R-squared value; MO: max error; RMSE: root mean square error; BA:

Bland-Altman plot; MD: mean difference; CI: confidence interval; LF: linear fit; I:
intercept; AET: average execution time; G: grayscale.

interval of about 10 degrees for both groups compared to the clinically acceptable

level of error for 3D kinematics, which is 5 degrees and considers both the intra- and

inter-assessor variability [102].

Overall, the system is simple to assemble, highly adjustable for camera view,

cost effective, and transportable for efficient gait analysis at local clinics and homes.

In addition, the gait analysis result from the proposed system can be immediately

sent to physiatrists for clinical consultation, indicating the potential to facilitate tele-

rehabilitation [26–30]. These are in contrast to laboratory-based optical motion analysis

systems that require large laboratory space, operational expertise, and have lots of

pieces of equipment to assemble. Furthermore, our proposed system is more practical

than recent single-camera approaches that require either substantial manual effort for

joint angles [32, 34, 35], or specific video capturing background, ambient light, and

clothing [31].

Note that, the proposed system is also capable of automatically measuring global

segment orientations in the sagittal plane, e.g., shank-to-vertical and thigh-to-vertical
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angles, with added bulls-eye markers at the femur and tibia, showing potential to

facilitate ankle-foot orthosis fitting and tuning [103–105].

Our proposed system is more suitable for gait analysis in rehabilitation context,

providing users with feedback on kinematic changes. Given the above reported knee

angle errors, however, highly-accurate 3D optical motion analysis systems may still be

needed to inform clinical decision making, e.g., before orthopaedic surgery.

3.5 Summary

Emerging 2D single-camera systems are cost effective and highly portable with adequate

fidelity of gait parameters compared to laboratory-based motion analysis systems. We

propose a portable single-camera gait analysis system with autonomous frames-of-

interest detection and grayscale marker tracking functionality. The proposed system is

robust to the room background and study participant’s clothing colours, autonomously

tracks markers and calculates the knee angle in contrast to current video analysis

software such as Pro-Trainer and Siliconcoach. Experimental results show that the

proposed system can accurately detect the frames-of-interest, measure the knee angle

and detect gait events with high average accuracy, provide objective visual feedback to

patients and physiatrists, and thus offer an alternative, inexpensive and convenient

solution for clinical gait analysis that can be used on the ward or in the community,

and potential tele-rehabilitation.



Chapter 4

Upper Body Motion Analysis in

Colour Videos1

4.1 Introduction

Building on our proposed gait analysis system in DKF-SSIM marker tracking in

Chapter 3, in this chapter, we propose an alternative to state-of-the-art optical motion

analysis systems such as VICON, cost-effective and portable, post-stroke recovery

level assessment system via upper limb motion analysis, using a single camera. The

system relies on detecting the markers attached to subject’s pelvis, cervical spine,

shoulder, elbow, and wrist (see Fig. 4.1(a)), tracking the markers frame by frame and

autonomously computing joint angles (see Fig. 4.1(b)), data analytics for calculating

relevant rehabilitation parameters, visualization, and robust classification leveraging

on recent advances in signal processing on graphs. Experimental results on post-

stroke recovery level classification show that the proposed decision support system

has the potential to offer stroke patients and clinicians an alternative, affordable,
1This chapter is largely based on the work that appeared in 2014 IEEE International Conference

on Image Processing [13] and IEEE Access [14].
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accurate and convenient impairment assessment option suitable for home healthcare

and tele-rehabilitation.

We validate the proposed system with a standardized, multi-infrared-camera VICON

system using a Bland-Altman plot [106], to evaluate the amount of agreement between

the two systems. Experimental results show that the proposed system can capture

upper limb motion patterns accurately, explicitly classify participants into a healthy

group and different stroke groups with levels of impairment [51], provide visual and

written feedback, and thus has potential to offer stroke patients and clinicians an

alternative, affordable, accurate and convenient impairment assessment option.

In summary, the main contributions of this chapter are as follows:

1. Simultaneous body joint tracking in colour videos.

2. Novel multi-class and binary RGS classification methods for rehabilitation diag-

nostics.

3. Effective multimedia-based decision support tools for processing autonomously

large RTG video datasets.

4. Overall plug-and-play cost-effective motion analysis system suitable for home

use, including data capture, processing and visualisation blocks, tested on the

patients and designed with the feedback from practitioners.

The remainder of this chapter is organized as follows. In the next section we

discuss each component of the proposed system. In Section 4.3, we present the

experimental results — tracking performance comparison with [42], [43], and [44, 107],

angle accuracy validation with state-of-the-art motion analysis system VICON, and

subject classification using RGS. We summarize this chapter in Section 4.4.
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(a) Camera scene (b) Angles of interest
Fig. 4.1 Experimental setup for upper limb motion analysis.

4.2 Proposed upper limb motion analysis system

The aim of the proposed system is to autonomously assess the upper limb motor

condition of the subject by accurately and simultaneously tracking the multiple bulls-

eye markers adhered to the joints and provide visual and written feedback to stroke

patients and clinicians.

Impairment of the upper limb following a stroke can be assessed in a number of

ways [51], by measuring physical attributes such as range of motion, strength and

co-ordination or more commonly by quantitatively assessing the ability to carry out

a functional task such as the RTG movement [108], shown in Fig. 4.1(a), where the

subject picks up a cup from the desk, carries it towards the mouth and puts it back on

the desk. Three joint angles can be analysed during this activity, namely, (i) elbow

movement defined by a supplementary angle to the shoulder-elbow-wrist angle denoted

by α shown in Fig. 4.1(b); (ii) trunk-tilt defined by the pelvis-cervical spine-vertical

angle β; and (iii) shoulder movement defined by an angle γ at the intersection of

pelvis-cervical spine and shoulder-elbow lines.
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Video acquisition

Feature extraction
Bullseye marker tracking

Autonomous joint angle calculation

Classification

Fig. 4.2 Unit blocks of the proposed upper limb decision support system.

To calculate the relevant joint angles, we track, through the captured frames, five

bulls-eye markers adhered to the skin overlying anatomical landmarks of the pelvis,

cervical spine, shoulder, elbow, and wrist of the participant, highlighted by yellow

squares in Fig. 4.1(a). The tracked motion patterns are then used to calculate the

three angles in each frame, which are subsequently used for classification.

The main components of the proposed human upper limb motion analysis procedure

to be described next are shown in Fig. 4.2.

4.2.1 Simultaneous multiple marker tracking

In the following, we describe the proposed object tracking method for the RTG dataset.

First, as in Chapter 3, the centre coordinates of all bullseye marker templates are

selected via mouse-click on our developed user interface in Frame 1 (see Fig. 4.3). Unlike

individual marker tracking in Sec. 3.2.4, all markers are now tracked simultaneously

using a discrete Kalman filter (DKF) [8, 9]. First the position and size of a rectangular

Search Area (SA) for each marker is set in each frame based on the output of DKF. Then,

for each marker, block matching is performed within the SA using structural-similarity

(SSIM) [10] to identify a block most similar to the marker template.

The dynamic model in Frame i for tracking five markers (pelvis, cervical spine,

shoulder, elbow, or wrist marker) simultaneously is given by ŝsi = [̂s1
i ŝ2

i ŝ3
i ŝ4

i ŝ5
i ]⊤.

Similarly, the observation model is given by ûsi = [û1
i û2

i û3
i û4

i û5
i ]⊤. Rs =
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Fig. 4.3 GUI for the proposed upper limb motion analysis system.

diag(R1, R2, R3, R4, R5) is the state transition matrix with Rj = R for Marker

j, Qs = diag(Q1, Q2, Q3, Q4, Q5) is the observation matrix which translates ŝsi to ûsi,

with Qj = Q.

We use the same DKF initialization setup and occlusion handling scheme as in Sec.

3.2.4 to obtain the marker trajectories.

We note from the captured videos that only the waist marker can sometimes (rarely)

be occluded, in which case we perform the same occlusion handling procedure as in

Algorithm 2, Section 3.2.4. For the upper limb motion analysis, the centre coordinates

of pelvis, cervical spine, shoulder, elbow, and wrist markers obtained by marker tracking

are next used for visualization and autonomous joint angle calculation.
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4.2.2 Autonomous joint angle calculation and visualization

During the tracking process, three joint angles - elbow movement α, trunk-tilt β, and

shoulder movement γ, are, automatically and in real time, calculated on a frame-by-

frame basis according to the centre coordinates of the detected markers. We record the

marker trajectories by mapping the centre coordinates of all detected markers into a

single frame. By working with practitioners and taking their feedback, we design a user

interface in order to visualize all marker trajectories, and joint angles and check accuracy

w.r.t benchmarks, as shown in Fig. 4.3. Via the interface, one can choose the video

to be processed, and select (reselect if needed) the marker templates by mouse-click

on the video frame shown in the “Current frame” panel. The “Template” panel then

displays the appearance and centre coordinates of the marker templates. The marker

tracking process begins by clicking “Start tracking”, followed by showing appearance

of the detected marker blocks in the “Tracking” panel and marker trajectories and

joint angles, where VICON 3D is the original tracking result from the VICON system

and VICON 2D projects the 3D result to one of the three orthogonal VICON system

planes that is closely parallel to the plane of camera scene [11] in the “Result” panel.

Fig. 4.4 shows the marker trajectories of one trial from a healthy subject and one

from a stroke patient. The corresponding joint angles for these examples shown in

Fig. 4.5 indicate that the joint angle plots of the proposed method closely follow those

of the benchmarks VICON 2D and 3D.

4.2.3 Subject classification

The aim of subject classification is to explicitly classify all participants into a healthy

group and a patient group (binary classification) or a healthy group and several stroke

groups with different levels of impairment [51] using the variations of the three tracked

joint angles. Building on the principles of RGS [55, 58], we attempt to solve these
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Fig. 4.4 Marker trajectories.

binary and multi-class classification problems. Since binary classification is a special

case of the multi-class classification, in the following we describe only the proposed

multi-class classification schemes.

As classification features we use the standard deviation as a heuristic hand-crafted

feature that is able to quantify the variation of a joint angle during one trial.

We propose three RGS multi-class classification methods: “one-against-one” (OAO-

RGS) — classify two classes at a time and next use the voting strategy, suggested

in [109], to designate the final class for each sample, “one-against-all” (OAA-RGS)

— consider one class at a time and group the other classes into a single class, and

“once-for-all” (OFA-RGS) — classify all classes at once.

For OAO-RGS, we first design f(f − 1)/2 binary classifiers, where f > 2 is the

number of classes. Each classifier is trained using data from two of the f classes. In

particular, given a set of data from Classes a and b:

{xab
i , yi}, yi ∈ {+1, 0, −1}, xab

i ∈ RV , i = 1, . . . , D, (4.1)
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Fig. 4.5 Automatically calculated joint angles (in degrees). Top row: elbow movement
α; middle row: trunk-tilt β; bottom row: shoulder movement γ.

where all data elements with known labels construct the set of two-class training data:

{xab
i , yi}, yi ∈ {+1, −1}, xab

i ∈ RV , i = 1, . . . , N, N < D, (4.2)

where D and N are the total number of samples and the number of training samples,

respectively. For the classifier on data from Classes a and b, we define a connected,

undirected, and weighted graph Gab = (X ab,ζab,Jab), where X ab = {X ab
1 , ..., X ab

D } is a

set of vertices corresponding to dataset xab = {xab
i , . . . , xab

D }, ζab denotes a set of edges,

and Jab denotes a weighted adjacency matrix. In particular, the weight Jab
i,j on edge ζab

i,j

indicates the graph similarity of vertices X ab
i and X ab

j , and is modulated by a Gaussian

kernel [52]:

Jab
i,j =


exp

(
− ∥xab

i −xab
j ∥2

2
2θ2

)
if

∥∥∥xab
i − xab

j

∥∥∥2

2
≤ τ,

0 otherwise,
(4.3)

where θ denotes the Gaussian standard deviation, and τ is a threshold on the

squared Euclidean distance of two vertices X ab
i and X ab

j . Furthermore, we define a
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mapping of the graph Gab as follows:

hab : X ab → R, X ab
n 7→ hab

n , (4.4)

or

hab = (hab
1 , . . . , hab

D )⊤ ∈ RD, (4.5)

where hab
i corresponds to vertex X ab

i and data element xab
i , and is given by: hab

i = 1 if

X ab
i belongs to Class a, −1 if X ab

i belongs to Class b, and 0 if class is unknown.

Next, as in [55], we use the total variation on a graph (TVG) to measure the total

variation of Gab:

TVGab(hab) = 1
∥hab∥2

2

∥∥∥∥∥hab − 1
|ηab

max|
Jabhab

∥∥∥∥∥
2

2
(4.6)

where the product h̃ab = Jabhab is the output of the graph shift [55], a nontrivial

graph filter; ηab
max is an eigenvalue of Jab that has the largest amplitude with constraint

|ηab
max| ≥ |ηab

i |, 1 ≤ i ≤ D. The objective of the classification on TVGab is to update all

unknown labels within hab while fixing the labels of all training data samples to get

the lowest total variation on a graph [58], that is, a minimum TVGab(hab):

hab′ = arg min
hab∈RD

TVGab(hab). (4.7)

We apply the above OAO-RGS classification procedure using all f(f − 1)/2 binary

RGS-based classifiers and use the voting strategy of [109] to designate classes. In

particular, if a data sample has the same number of votes for two or more classes, the

class that firstly reached the maximum number of votes is designated as this sample’s

class.
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For OAA-RGS, we design f binary classifiers. Each classifier is for data from one

of the f classes and the group of remaining f − 1 classes. In particular, we follow the

procedure on graph construction as above, and define a graph Gall for data from all f

classes. We then defined f different h’s, i.e., f different mappings of the same graph

Gall, for data from each of the f classes, and minimize each corresponding TVGall(h)

to designate the class labels for each set of testing samples.

For OFA-RGS, we adopt the same graph Gall as used in OAA-RGS. Instead of

using the binary mapping hab, we define a multi-class graph mapping hall for Gall (see

Section 4.3.3). We then minimize the total variation on Gall, that is, to get a minimum

TVGall(hall) and designate the class labels.

We discuss the multi-class classification process on the targeted upper limb motion

analysis, and evaluate the performance of above three RGS methods, in Section 4.3.3.

4.3 Experimental results

In this section, we report the following experimental results:

• Comparison of bullseye marker tracking performance of the proposed DKF-SSIM

tracking with four benchmark tracking methods JCTH [42], TLD [43], STR [44],

and DKF-SSIM without the SA update (DKF-SSIM WSA).

• Separate validation of the proposed system with VICON 2D and VICON 3D

(see Section 4.2.2) for the group of healthy subjects and the group of stroke

patients since the stochastic movements of the stroke patients make tracking

more challenging.

• Evaluation of binary and OAO-, OAA- and OFA-RGS multi-class classification

methods (Section 4.2.3) for classifying all subjects into healthy and stroke groups.
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Each video is captured using the same digital camera as in Chapter 3 with 360×480

resolution. We adapt the camera calibration method from [89], where the coefficients

of the radial distortion are obtained by solving a nonlinear minimization problem with

the Levenberg-Marquardt Algorithm [110], to correct lens distortion of the acquired

video frames before marker tracking. For benchmarking and validation, as in Chapter

3, we simultaneously capture video with VICON (100fps), that is recognised as the

state-of-the-art [111] and commonly used in clinical rehabilitation practice. Fig. 4.1(a)

shows a sample frame, where one out of the 12 VICON infrared cameras is highlighted

by a red square.

The proposed system is validated on 10 participants, including 5 healthy subjects

and 5 stroke patients. Each of the 10 participants performed 5 RTG trials, i.e., a total

of 50 video clips are used, with a frame rate of 100fps for fair comparison with VICON.

As in Section 3.3, the size of each marker template is always q × q = 11 × 11 pixels,

which was heuristically found for optimal appearance representation of each marker

that results in best tracking accuracy without sacrificing much computational cost.

4.3.1 Comparison with state-of-the-art

Similar to Section 3.3.2, in this section, we aim to compare our proposed DKF-SSIM

marker tracking scheme with state-of-the-art, while showing the necessity of using SA

constraint (see Section 4.2.1) in our DKF-SSIM scheme. We first randomly choose

1 of 5 trials for each participant, and select bullseye marker templates from the first

frame of the corresponding video clip. Next, for each marker, we manually label the

marker blocks in all frames of the video clip, with the same size as the marker template,

as the ground truth (GT) to assess the bullseye marker tracking performance of all

five methods: JCTH [42], TLD [43], STR [44], DKF-SSIM without the SA update

(DKF-SSIM WSA), and DKF-SSIM. In the DKF-SSIM WSA approach, for each marker,
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Table 4.1 Bullseye marker tracking on healthy subjects.

Method Precision Recall PMR
JCTH [42] 0.581 0.581 27.5%
TLD [43] 0.958 0.922 64.6%
STR [44] 0.974 0.974 80.3%

DKF-SSIM WSA 0.852 0.852 82.8%
DKF-SSIM 0.998 0.998 97.3%

Table 4.2 Bullseye marker tracking on stroke patients.

Method Precision Recall PMR
JCTH [42] 0.507 0.507 16.9%
TLD [43] 0.913 0.894 52.4%
STR [44] 0.955 0.955 81.7%

DKF-SSIM WSA 0.781 0.781 75.2%
DKF-SSIM 0.980 0.980 94.6%

we fix the size of SA at ⌊1.4q⌋ × ⌊1.4q⌋ and let the centre coordinate of the SA in the

current frame be equal to the coordinate of the centre of the same marker detected in

the previous frame.

We assess the performance by using the same metrics as in Section 3.3.2. Tables

4.1 and 4.2 show the performance of the five tracking algorithms for bullseye marker

tracking on healthy subjects and stroke patients, respectively. Similar to Chapter 3,

JCTH [42] cannot recover from tracking failure caused by the object-on-object problem.

TLD [43] updates the marker model to help recover from the tracking failure, resulting

in much higher scores than JCTH [42]. STR [44] outperforms TLD [43], but still

cannot get the marker centre accurately during out-of-plane rotation which commonly

occurs when performing the RTG movement (see Fig. 4.6 for an illustration of the

hand-labelled groundtruth shoulder and wrist markers over one trial).

The results also show that the SA update in each frame brings a 15-20% improvement

in PMR, at the cost of a higher tracking complexity. Indeed, the average tracking

and processing time per frame was 35msec and 43msec, for DKF-SSIM WSA and the
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(a) shoulder marker (b) wrist marker

Fig. 4.6 Hand-labelled groundtruth shoulder and wrist markers.

proposed DKF-SSIM, respectively, measured in MATLAB R2014b on a laptop running

Windows 8.1, with Core i7 2820QM 2.3GHz processor and 16GB RAM.

The proposed DKF-SSIM tracking-by-detection scheme is best suited for bullseye

marker tracking due to its ability to incorporate dynamic and measurement models

during tracking and combining the luminance, contrast, and structure features of the

marker for detection. Since the position of the centre coordinate of the detected marker

block has significant influence on the accuracy of the joint angle calculation, none of the

four benchmark tracking methods are suited for autonomous joint angle calculation due

to their resulting low PMR. To further demonstrate this, we show the tracking perfor-

mance of the proposed DKF-SSIM and STR [44], the best benchmarking scheme among

JCTH [42], TLD [43] and STR [44] according to Tables 4.1 and 4.2, on one trial of a

healthy subject in Fig. 4.7, where Fig. 4.7(a) shows the column-coordinate of the wrist

marker given the benchmarking hand-labelled column-coordinate groundtruth, and

Fig. 4.7(b) shows the corresponding elbow movement angle (degree) given the bench-

marking angle groundtruth calculated from the hand-labelled groundtruth shoulder,

elbow, and wrist markers. The corresponding error is shown in Table 4.3.

Table 4.3 Tracking error in Fig. 4.7. CC=column-coordinate.

wrist marker CC (pixel) elbow movement (degree)
mean error max error mean error max error

STR [44] 2.60 5.00 2.13 5.43
DKF-SSIM 0.567 2.42 0.735 3.33
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Fig. 4.7 Illustration of the tracking performance of the proposed DKF-SSIM and
STR. CC=column-coordinate. CCG=column-coordinate groundtruth. AG=angle
groundtruth.

4.3.2 Angle accuracy validation

We validate the proposed DKF-SSIM tracking with VICON 2D and 3D using Bland-

Altman plot [106] (see Section 3.3.3) for evaluation of the limits of agreement. The

dataset used contains 25 trials from healthy subjects and another 25 trials from

stroke patients. We group all 25-trial results of healthy subjects (stroke patients)

together forming three vectors Fα
X, Fβ

X, and Fγ
X, where X = {P, V2, V3}, denotes

(P)roposed, VICON 2D (V2) or 3D (V3). We calculate the mean difference (MD) and

the standard deviation of FP and FV2, and FP and FV3, followed by lower and upper

95% confidence interval (LCI, UCI) and a linear fit, all of which are based on the

constructed Bland-Altman plot, for complete limits of agreement evaluation.

Figs 4.8 and 4.9 show the Bland-Altman plots based on above construction process

for the healthy subjects and stroke patients, respectively. Table 4.4 shows the corre-

sponding limits of agreement (LOA). Note that good LOA is indicated by small MD,

narrow 95% CI, and a linear fit that is close to zero [106]. Since the deviation between

the elbow movement α plane and camera scene plane (CSP) is more notable than that

between the trunk-tilt β plane and CSP and that between the shoulder movement γ
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plane and CSP, validation of P and V3 on α shows a relatively large MD and wide

95% CI. Otherwise, P and V3 show good LOA on β and γ; P and V2 show good LOA

for all motion patterns. In general, 3D information is needed in diagnostic systems.

However, the above validation incorporates loss of 3D information, indicating that 2D

suffices for the targeted RTG sagittal movement analysis. This is in accordance to the

prior literature [32].
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Fig. 4.8 Bland-Altman plots (in degrees) of all healthy subjects. Left column: P vs.
V2. Right column: P vs V3. Top row: elbow movement α; middle row: trunk-tilt β;
bottom row: shoulder movement γ.

Table 4.4 Limits of agreement (in degrees) between P and V2, and between P and V3
for all participants.

Healthy subjects Stroke patients
MD LCI UCI MD LCI UCI

α 2.38 -5.86 10.6 7.72 -3.51 19.0
P vs V2 β -3.08 -11.3 5.16 -1.68 -10.8 7.39

γ -4.02 -15.8 7.72 -7.26 -20.9 6.37
α -11.5 -28.3 5.24 -18.8 -49.8 12.3

P vs V3 β 3.93 -3.24 11.1 7.01 0.22 13.8
γ 4.13 -8.07 16.4 4.22 -11.6 20.1
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Fig. 4.9 Bland-Altman plots (in degrees) of all stroke patients.

4.3.3 Subject classification

As classification features we use the standard deviation of all three joint angles over

one trial. That is, each data sample (σαi
, σβi

, σγi
) is a 3-dimensional feature vector

that contains standard deviations of the joint angles α, β, and γ, where σαi
, σβi

, and

σγi
are the standard deviations during one trial of angles α, β, and γ, respectively. We

evaluate the performance of the classification algorithms under different sizes of the

training and testing data by using following metric:

Classification Accuracy = Number of correctly classified samples
Number of testing samples . (4.8)

We clarify that the evaluation is intra-patient, due to the fact that: 1) only 5 health

subjects and 5 stroke patients were recruited for the experimentation, 2) there are five

classes for this classification task, namely, healthy, stroke recovery level 1, 2, 4, and 5,

and at least one patient is at one of the four stroke recovery levels.

First, we perform binary classification, whose task is to group all subjects into two

groups: healthy and stroke patients. We compare the proposed RGS binary classifier
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Fig. 4.10 Binary classification accuracy of testing data.
to that of linear and non-linear (we use a Gaussian Radial Basis Function (rbf) kernel

with scaling factor ρ = 1) SVM binary classifiers, denoted as l-SVM and rbf-SVM,

respectively. The results are given in Fig. 4.10 expressed as Classification Accuracy.

In particular, we assume that between 4% and 80% of randomly selected labels are

known for training, perform 10,000 tests, and then get the averaged result. It can be

seen that RGS shows competitive performance with l-SVM when the percentage of

known labels is above 40% at lower complexity.

Next, we turn to the multi-class classification, whose task is to classify further pa-

tients into different recovery levels. Table 4.5 shows the levels of upper limb impairment

for 5 stroke participants, reported from a recruited rater, a biomechanics researcher with

over ten years of experience in biomechanics data analysis, by observational assessment

[51, 112]. Thus, we define f = 5 classes for all experimental data: Healthy, Stroke

with ordinal scale 1 (OS 1), OS 2, OS 4, and OS 5, denoted as Class q, q = 1, ..., 5,

respectively.

Table 4.5 Levels of impairment of stroke patients.

Stroke patient SP 1 SP 2 SP 3 SP 4 SP 5
Ordinal scale 2 5 1 4 2

For OAO-RGS, we design f(f − 1)/2 binary classifiers. For each classifier, we

first define a graph for data from two of the f classes: a connected, undirected,

and weighted graph G = (X , ζ, J), with vertices X = {X1, . . . , XD} correspond to
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the dataset x = {x1, . . . , xD}, edges ζ, and a weighted adjacency matrix J defined

using (4.3), with θ = 1 and τ = 100 which balances the number of non-zero entries

in J and computation time, where xi = (σαi
, σβi

, σγi
). Next, we define h, i.e., the

mapping of the graph G, and minimized TVG of G as defined in (4.6). Finally, we use

the voting strategy [109] to designate groups for all testing data.

For OAA-RGS, we design f binary classifiers. For each classifier, we first define

a graph Gall for data from all f classes with the same parameter setting θ = 1 and

τ = 100, for J, then defined h for Gall, followed by minimization of each corresponding

TVGall(h) and the voting strategy [109] to designate the class labels for each set of

testing samples.

To the best of the author’s knowledge, most of the state-of-the-art multi-class

classification methods are still based on an OAA approach [113]. There is no vigorous

formulation on class labelling for an OFA approach. Thus, for OFA-RGS, we apply the

same graph Gall as used in OAA-RGS, and heuristically defined a multi-class graph

mapping hall of Gall as follows: hall
i = −7 + 2q if Xi belongs to Class q, q = 1, ..., 5, and

0 if class is unknown.

We then perform hall′ = arg min
hall∈RD

TVGall(hall) for class labels of all testing samples.

For benchmarking, we adopt “one-against-one” multi-class SVM classification [109,

114, 115], a competitive approach among five multi-class SVM classification methods

compared in [116]. We first train f(f −1)/2 binary linear / non-linear (we use rbf kernels

with scaling factor ρ = 1 which gives best classification results without overfitting)

SVM classifiers, and then classify all testing data by using voting strategy in [109],

denoted as OAO-l-SVM and OAO-rbf-SVM, respectively.

We evaluate the above 5 multi-class classification methods using k-fold cross-

validation [117]. In particular, we set k = 5, i.e., 4 folds are used for training and the

last fold is used for evaluation. We repeat this process k times, leaving one different
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Fig. 4.11 Multi-class classification accuracy of testing data.

fold for evaluation each time. The ith process outputs a confusion matrix of data

counts, denoted as

Ci
c =


ci

11 . . . ci
1l

... . . . ...

ci
l1 . . . ci

ll

 , (4.9)

whose columns represent the classifier prediction, and rows represent the true classes,

e.g., the value of index ci
ij in Ci

c increases by 1 if a data sample that belongs to

Class i is classified as Class j. k-fold cross-validation finally combines all Ci
c’s into a

single confusion matrix of data counts Cc with indices cij = ∑k
i=1 ci

ij, and outputs the

corresponding accuracy (acc) given by:

acc =
∑k

i=1 cii∑k
i=1

∑k
j=1 cij

. (4.10)

Note that Cc can be alternatively represented as a confusion matrix of recognition

rates, denoted as

Cr =


Cc(1, :)/ ∑ Cc(1, :)

...

Cc(k, :)/ ∑ Cc(k, :)

 . (4.11)

Next, we show the evaluation result of the above 5 multi-class classification methods

using Accuracy in Fig. 4.11 (averaged over 10,000 runs based on the assumption that
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Table 4.6 k-fold cross-validation result.

Method Cr acc tr (ms) te (ms)
OAO-l-SVM I5 1 58.3 3.9

OAO-rbf-SVM I5 1 53.1 4.6
OAO-RGS I5 1 22.5 3.3

OAA-RGS


1 0 0 0 0
0 1 0 0 0

0.1 0 0.9 0 0
0.2 0 0 0.8 0
0.2 0 0 0 0.8

 0.94 6.5 3.7

OFA-RGS


0.68 0.08 0.24 0 0

0 0.4 0.6 0 0
0 0 0.9 0.1 0
0 0 0.2 0.8 0
0 0 0.2 0.8 0

 0.64 7 1.5

between 20% and 80% of randomly selected labels are known for training) and k-fold

cross-validation in Table 4.6, where tr and te denote the average execution time for

training and testing during the ith process of k-fold cross-validation, respectively. OFA-

RGS is not competitive with any of above 4 methods. The performance of OAO-RGS

is between SVM methods and OAA-RGS when the percentage of known labels is

above 40%. SVM methods and OAO-RGS achieve the highest acc, where OAO-RGS

performs faster than both SVM methods. Indeed, OAO-RGS performs over 100% and

15% faster, for training and testing, respectively, than the SVM methods. The overall

performance of OAO-RGS indicate that our decision support system has the potential

to accurately classify participants into a healthy group and different stroke groups with

the aid of levels of impairment [51].

We note that the above multi-class analysis is provided to demonstrate the poten-

tial of the proposed methods, since the amount of data is insufficient to make firm

conclusions.
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4.4 Summary

Currently available optical motion analysis systems are expensive and require multiple

infrared cameras, large laboratory space, and operational expertise to assess motor

impairment of a stroke patient. In this chapter, we propose and evaluate an alterna-

tive, portable, and cheap, single-camera decision support system with the following

components: simultaneous multiple bullseye marker tracking, autonomous joint angle

calculation, visualization, and subject classification. Validation of the proposed tracking

method with the current state-of-the-art VICON optical motion analysis system shows

overall good limits of agreement on the upper limb motion analysis. In addition, we

designed three RGS binary and multi-class classification methods, of which OAO-RGS

has strong potential to explicitly classify participants into a healthy group and different

stroke groups with the aid of levels of impairment. In practice, for a 10-second trial, a

patient can get his/her upper limb kinematics assessed in under 2 minutes, given the

average processing time (see Section 4.3.1) per video frame. Experimental results show

that the proposed decision support system can track the markers with high accuracy,

capture the upper limb motion explicitly, and give stroke patients and clinicians visual

and written feedback based on classification with the aid of impairment levels.



Chapter 5

Abnormal Respiratory Event

Detection during Sleep1

5.1 Introduction

Obstructive sleep apnea, characterized by repetitive obstruction in the upper airway

during sleep, is a common sleep disorder that could significantly compromise sleep

quality and quality of life in general. The obstructive respiratory events can be detected

by attended in-laboratory or unattended ambulatory sleep studies. Such studies require

many attachments to a patient’s body to track respiratory and physiological changes,

which can be uncomfortable and compromise the patient’s sleep quality. In this chapter,

we propose to record depth video and audio of a patient using a Microsoft Kinect

camera during his/her sleep, and extract relevant features to correlate with obstructive

respiratory events scored manually by a scientific officer based on data collected by

Philips system Alice6 LDxS that is commonly used in sleep clinics. Specifically, we

first propose a video recording scheme for H.264 video encoding. At the decoder,
1This chapter is largely based on the work that appeared in 2014 IEEE International Workshop on

Hot Topics in 3D [15], 2014 IEEE International Workshop on Multimedia Signal Processing [16], and
the work to appear in IEEE Transactions on Multimedia [17].
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the uncoded 3 bits in each frame can be recovered via block-based search. Next, we

perform temporal denoising on the decoded depth video, so that undesirable flickering

can be removed without blurring sharp edges. Given the denoised depth video, we

track a patient’s chest and abdominal movements, extract ellipse model features and

audio features, and insert them as input to a classifier to detect abnormal respiratory

events. Experimental results show first that our depth video compression scheme

outperforms a competitor that records only the 8 most significant bits. Second, we

show that our graph-based temporal denoising scheme reduces the flickering effect

without over-smoothing. Third, we show that using our extracted depth video and

audio features, our trained classifiers can deduce respiratory events scored manually

based on data collected by system Alice6 LDxS with high accuracy.

5.2 System overview

We first overview our proposed sleep monitoring system that employs an MS Kinect

sensor to capture depth video and audio of a sleep patient. A potential usage of our

system is as follows. When a patient stays overnight in a sleep clinic for initial testing,

in addition to in-hospital system’s sensors, we deploy also a Kinect sensor to capture

depth video and audio for respiratory event classifier training. In subsequent nights

at the patient’s home, our proposed system that replicates the same Kinect sensor

setup is activated to collect depth video and audio data non-intrusively for respiratory

event classification. Without the body-attached sensors, this would mean a significant

improvement in sleep comfort for the patient when at home.

Specifically, we employ a first-generation MS Kinect depth camera for depth video

and audio processing and respiratory event classification. As shown in Fig. 5.1, the

camera is set up at a higher elevation above and away from the head of the patient

lying down. This camera location gives an unobstructed view of the patient’s torso
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for depth video capture and analysis. The Kinect camera captures depth images of

resolution 640 × 480 pixels with 11-bit pixel precision at 30 frames per second. The

camera can also simultaneously capture audio at 16kHz, 16-bit sample precision with a

PCM S16 LE audio codec [118]. Note that though Kinect camera has a 4-microphone

array resulting in a 4-channel audio, we use only the first channel for recording.

torso
headarms

capture 
camera

virtual 
camera

legs

bed

chestabdomen

Fig. 5.1 Side view of sleep patient. Torso is divided into two cross sections, each
modeled by an ellipse.

The first component of our system is the real-time capturing and compression

of depth video (for transmission of captured video to a remote powerful server for

storage and analysis) and recording of single-channel audio. We propose an efficient

H.264 implementation of Kinect-captured video, where different 8 bits per pixel are

extracted from 11 available bits of different temporal frames for encoding. At decoder,

the uncoded 3 bits are recovered from neighboring frames via block motion search.

Second, we employ a graph-based temporal denoising algorithm to remove unwanted

acquisition noise and flickers in recorded depth video. We show that the temporal

flickers can be noticeably removed without over-smoothing and blurring of sharp edges

typical in depth images.

Third, using the denoised depth video we track the chest and abdominal movements

of the patient over time, as shown in Fig. 5.1. In a nutshell, we model the cross-sections

of the patient’s chest and abdomen as ellipses, and we derive ellipse parameters that
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best fit the observed depth pixels per frame. The changes of the ellipse parameters

over time will reveal breathing cycles and patterns.

Finally, we perform wavelet packet transform (WPT) [119, 120] on the ellipse

parameters to extract video features, and non-negative matrix factorization (NMF) [121–

124] on the recorded audio to extract audio features. In particular, WPT decomposition

adopts recursive splitting of vector spaces that is represented in a binary tree (see

Fig. 8.1 in [120] for an example), which produces a redundant representation by using

analysis filters for both high and low frequencies [125, 126]. NMF is commonly used

for audio feature extraction. Indeed, NMF is frequently used in spectral data analysis

[124], such as audio signals. By the virtue of nonnegativity [123], NMF is able to

unsupervisedly learn parts representation of the signal, in contrast to other methods,

such as Principal Component Analysis (PCA) and vector quantization, that learn

holistic, distributed representations [122]. The extracted features are used to train

an SVM classifier and a feed-forward neural network (NN) with four event classes:

i) central apnea, ii) obstructive or mixed apnea, iii) hypopnea, and iv) all the other

events that are available from the ground truth labels. Fig. 5.2 illustrates the overall

proposed system.

Audio recording Vital signs recordingDepth video recording

Denoising

Ellipse modeling

Feature extraction

Event classification

Classifier training

Fig. 5.2 System overview. ‘Vital Signs Recording’ is for ground truth; Orange: initial
training components; Blue: regular usage components.
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5.3 Depth video recording

We now describe our proposed coding algorithm to compress captured depth videos of

sleeping patients. Each depth image captured by a first-generation MS Kinect sensor

contains 11-bit precision pixels at spatial resolution 640 × 480. Baseline profile for

video coding standard H.264 [127]—the most prevalent and optimized profile—supports

only 8-bit precision, however2. Thus, we propose an alternating frame coding scheme

to extract different 8 of 11 available bits in each captured pixel of different frames for

encoding. At the decoder, we recover the uncoded 3 bits using our proposed recovery

scheme. The reasons we can recover the uncoded 3 bits with high accuracy are: i) depth

maps are known to be piecewise smooth (PWS), and ii) in a typical sleep video, only

slow motion exists across frames. We discuss the encoding and decoding procedures

next.

5.3.1 Encoder Selection of 8 Coding Bits

(a) MSB frame (b) LSB frame
Fig. 5.3 Examples of MSB and LSB frames. In the MSB frame, the representation
correctly shows the observations in different distances to the camera where brighter
observations indicate further distances. However, due to the overflow fact, in the LSB
frame, the representation incorrectly shows the observations in different distances,
where brighter observations do not indicate further distances.

2Only High 4:4:4 Profile, that leads to high encoding complexity, supports 11 to 14 bits precision.
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The encoder selects different 8 bits for each depth frame Zt of time instant t for

encoding as follows. Denote by M the reference picture selection (RPS) parameter

used during H.264 video encoding [127]; i.e., a P-frame Zt can choose any one of the

previous M frames Zt−1, . . . , Zt−M as predictor for differential coding. If t mod M = 0,

then we select the 8 most significant bits (MSB) of 11 captured bits in each captured

depth pixel in target frame Zt for encoding. Otherwise, we select the 8 least significant

bits (LSB) of 11 available bits in each pixel for encoding. MSB frames and LSB frames

are very different; MSB frames are very smooth with missing details (contained in lost

LSBs), while LSB frames suffer from overflow due to missing MSBs. See Fig. 5.3 for an

illustration. In the MSB frame, the representation correctly shows the observations in

different distances to the camera where brighter observations indicate further distances.

However, due to the overflow fact, in the LSB frame, the representation incorrectly

shows the observations in different distances, where brighter observations do not

indicate further distances. However, our proposed encoding scheme ensures that each

MSB or LSB frame Zt can find a similar previous frame Zt−i in predictor frame set

{Zt−1, . . . , Zt−M} for differential coding thanks to RPS in H.264, thus achieving good

coding efficiency (demonstrated in Sec. 5.7.2.1).

5.3.2 Decoder recovery of full 11 bits

At the decoder, we recover the uncoded 3 MSBs in an LSB frame as follows. We first

segment an LSB frame into smooth regions, i.e., spatial regions where adjacent pixels

do not differ by more than a pre-defined threshold δ. Pixels in the same smooth region

will share the same to-be-recovered 3 MSBs.

Next, we identify potential overflow pixels in an LSB frame due to encoding of LSBs

only—pixels that were similar to adjacent pixels before removal of 3 MSBs. Specifically,

given smooth region boundary pixel location p in LSB frame Zt where its pixel value
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is close to zero, i.e., Zt(p) ≤ δ, we check if adding one significant bit 28 would bring it

closer to within δ of one of its neighbors, i.e.,:

min
q∈Np

∣∣∣Zt(p) + 28 − Zt(q)
∣∣∣ , ≤ δ (5.1)

where N p is the set of adjacent pixels to p. If this is the case, then p is a potential

overflow pixel. To check if p is an overflow pixel (or simply an object boundary),

we perform motion estimation (ME) [128] using the most recent MSB frame Zτ .

Specifically, given an R ×R block Bp with center at p of the current frame Zt as target,

we compute:

min
v

∣∣∣∣∣Zτ (Bp+v) mod 25 −
⌊

Zt(Bp)
23

⌋∣∣∣∣∣ + µ|v|, (5.2)

where the 5 LSBs in block Bp+v of Zτ and the 5 MSBs in block Bp of Zt are compared—

only 5 bits are common between MSB and LSB frames. Note that we add the magnitude

of the motion vector (MV) v as a regularization term, because for PWS images, there

can be multiple vectors v with very small block differences. |v| means we favor the

smallest motion block in frame Zτ , which is reasonable due to low level of motion in

sleep videos. µ is a parameter that trades off the block differential and the regularization

terms.

Given the best MV vp computed in (5.2), we then check if Bp+vp is smooth in Zτ .

If so, then pixel p in Zt is deemed an overflow bit, and we merge the smooth region of

p with the corresponding neighboring smooth region; i.e., the merged smooth region

will share the same MSBs. If not, then this is actually an object boundary, and we copy

the 3 MSBs in Bp+vp of Zτ to all pixels in the smooth region containing p. Fig. 5.4

illustrates the above procedure of decoder recovery of full 11 bits.
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Fig. 5.4 Decoder bits recovery given p is a potential overflow pixel.

5.4 Depth video denoising

Depth images captured by a Kinect camera are susceptible to acquisition noise and have

missing pixel values especially around object boundaries, which can adversely affect

the performance of subsequent sleep event classification. In this section, we propose

a temporal denoising algorithm based on a graph-signal formulation. We show how

a graph-signal smoothness prior can be used for temporal denoising in depth videos,

which is more complex than spatial denoising [129] and involves the joint optimization

of motion vectors (MV) and noise-corrupted pixels in the target frame.

We first formulate an optimization problem for the motion field in a frame t given

previous frame t − 1 and a motion smoothness prior. Then we discuss how the problem

can be modified if frame t is corrupted by noise, and present an efficient algorithm to

solve it.

5.4.1 Finding motion field

For simplicity, we assume first that neither target frame t nor previous frame t − 1 is

corrupted by noise. The goal is to find an accurate motion field for all K × K pixel

blocks in frame t. Let Bpi
(t) be the i-th K × K block in frame t, with upper-left pixel

at pi. Let vi = (xi, yi) be the MV of the i-th block. The MV field of all N blocks in

the frame is expressed in vector form as v = [v1, . . . , vN ].
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We first assume a spatial motion smoothness prior : a block’s MV will be similar

to MVs of neighboring blocks if they belong to the same object; i.e., the MV field is

PWS. One way of expressing piecewise smoothness is through a graph [130–133]. We

first construct a four-connected graph, where each node i represents a block Bpi
(t) and

is connected to nodes corresponding to neighboring blocks of Bpi
(t). We compute the

weight wi,j of an edge connecting two nodes (blocks) i and j as follows:

wi,j = exp
{

−∥vi − vj∥2
2

σ2
v

}
, (5.3)

where σv is a scaling factor. Given the constructed graph, we can define the degree and

adjacency matrices, P and A, correspondingly [52]. The graph Laplacian is defined as:

L = P − A. (5.4)

If the MV field is PWS, the graph variation term, ∥v⊤Lv∥2
2, is small:

v⊤ L v =
∑
i,j

wi,j (vi − vj)2 . (5.5)

Note that because vi contains x- and y-coordinates of the MV, ∥v⊤Lv∥2
2 means

computing v⊤Lv for the x- and y-coordinates, v(x) and v(y) of v, separately, then

computing the resulting vector magnitude square.

We can now define an optimal MV field as one that results in good block matches

in the previous frame t − 1 and is smooth with respect to the graph:

min
v

∑
i

∥Bpi+vi
(t − 1) − Bpi

(t)∥2
2 + λ ∥v⊤Lv∥2

2, (5.6)

where λ is a chosen weighting parameter that trades off the ME term (first term) and

the MV smoothness term (second term).



5.4 Depth video denoising 82

Predictor blocks

Frame t

Target blocks

Frame t-1

Fig. 5.5 Example graph construction given four blocks in target frame t and four
corresponding predictor blocks in previous frame t − 1.

5.4.2 Temporal denoising

We now remove the earlier assumption that target frame t is noiseless, meaning we

have to find MV field v and denoise blocks Bpi
(t) simultaneously. Beyond spatial MV

smoothness prior, we now assume further a temporal MV smoothness prior ; i.e., if the

i-th block at position pi of frame t has MV vi, then the predictor block at position

pi + vi of frame t − 1 will have a MV upi+vi
that is similar to vi. We can again

express this notion of smoothness via a graph. In particular, in addition to the graph

constructed for MV vi in frame t, we create additional nodes to represent predictor

blocks in frame t − 1. We draw an edge between node representing block Bpi
(t) in

frame t and node representing corresponding predictor block Bpi+vi
(t − 1) with weight

computed by (5.3).

Furthermore, we draw an edge between two predictor blocks at locations p and q

in frame t − 1 if ∥p − q∥2
2 ≤ ∆, with edge weight computed as:

wi,j = exp
{

−∥up − vq∥2
2

σ2
v

}
exp

{
−∥p − q∥2

2
σ2

g

}
, (5.7)

where σg is a scaling factor. This weight assignment is similar to the one done in

bilateral filtering [134]. See Fig. 5.5 for an example of a graph constructed from four
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blocks in the target frame t and four corresponding predictor blocks in the previous

frame t − 1.

Without loss of generality, we define the combined motion vector ϖ to be a

concatenation of MV u of predictor blocks of frame t − 1 and MV v of target blocks

of frame t, i.e., ϖ⊤ = [u⊤ v⊤]. We can also define degree and adjacency matrices P

and A as done previously for the larger graph. The resulting Laplacian L is again

L = P − A.

With these definitions, we can define the new objective to find MV v and denoised

blocks Bpi
(t) as a sum of three terms: i) ME error term, ii) MV smoothness term, and

iii) fidelity term with respect to observed noisy blocks Bo
pi

(t), i.e.,

min
v,B(t)


∑

i∥Bpi+vi
(t − 1) − Bpi

(t)∥2
2 + λ ∥ϖ⊤Lϖ∥2

2

+ µ
∑

i∥Bpi
(t) − Bo

pi
(t)∥2

2

 , (5.8)

where µ is a weighting parameter for the fidelity term. Note that, an ME error term

(the first term in (5.8)) is introduced so that similar blocks can be identified between

the previous and current frames. A regularization term (the second term in (5.8))

is employed to constrain the search space in an under-determined inverse problem.

Finally, a fidelity term (the third term in (5.8)) is used to ensure that the denoised

block is closed to the observation. We discuss how we solve (5.8) next.

5.4.3 Optimization algorithm

(5.8) is difficult to solve as it involves many variables. Our strategy is to alternately

solve one set of variables at a time while keeping the other set fixed, until convergence.

Suppose first we initialize MV v using conventional ME [128], then fix v and solve for

optimal blocks Bpi
(t). The MV smoothness term is not affected by the selection of
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Bpi
(t), and so (5.8) reduces to:

min
B(t)

∑
i

∥Bpi+vi
(t − 1) − Bpi

(t)∥2
2 + µ

∑
i

∥Bpi
(t) − Bo

pi
(t)∥2

2. (5.9)

Let Bpi
(t) be a convex combination of Bpi−vi

(t − 1) and Bo
pi

(t), i.e.,

Bpi
(t) = ι Bpi−vi

(t − 1) + (1 − ι) Bo
pi

(t). (5.10)

By substituting (5.10) into (5.9), taking the derivative with respect to ι and setting

the equation to zero, we see that the optimal ι∗ is:

ι∗ = 1
1 + µ

. (5.11)

This agrees with intuition; if µ = 0, then ι∗ = 1 and Bpi
(t) is set to predictor block

Bpi−vi
(t − 1), and if µ = 1, then ι∗ = 1/2, and Bpi

(t) is the average of predictor block

Bpi−vi
(t − 1) and observed noisy block Bo

pi
(t).

Now we fix blocks Bpi
(t) and solve for the optimal MV v. The fidelity term is not

affected by MV v, so (5.8) reduces to:

min
v

∑
i

∥Bpi+vi
(t − 1) − Bpi

(t)∥2
2 + λ ∥ϖ⊤Lϖ∥2

2. (5.12)

(5.12) is still difficult to solve, since each change in MV vi induces a change in

corresponding predictor block Bpi+vi
(t−1), resulting in a different predictor MV upi+vi

and a modified Laplacian L. Our strategy then is to find first the optimal MV v∗ that

minimizes the smoothness term, then insert v∗
i into (5.12) to see if the objective is

reduced.
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Given ϖ is a concatenation of predictor MV u and target MV v, we can rewrite

the smoothness term as:

[
u⊤ v⊤

]
︸ ︷︷ ︸

ϖ⊤

 Luu Luv

Lvu Lvv


︸ ︷︷ ︸

L

 u

v


︸ ︷︷ ︸

ϖ

= u⊤Luuu + u⊤Luvv + v⊤Lvuu + v⊤Lvvv. (5.13)

The first term is a constant and not influenced by v. Additionally,

u⊤Luvv = v⊤Lvuu. (5.14)

Thus to find v∗ that minimizes the smoothness term, we write:

min
v

v⊤Lvvv + 2u⊤Luvv. (5.15)

This is an unconstrained quadratic programming problem, with closed form solu-

tion [135]:

v∗ = L#
vv

(
−u⊤Luv

)⊤
, (5.16)

where L#
vv is the pseudo-inverse of Lvv.

Because v∗ only minimizes the second term in objective (5.12), we perform the

following greedy procedure using v∗ to reduce the overall objective function value:

we iteratively insert a maximally “beneficial” component of v∗ (one that decreases

the objective (5.12)) into the current vector v. We stop when no more beneficial

components in v∗ exist.

Pixels in frame t, B(t), and MV v are alternately optimized using the two procedures

described above, until the solution converges. Experimentation shows this only requires

a few iterations in practice.
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The proposed graph-based depth video temporal denoising scheme is summarized

in Algorithm 3.
Algorithm 3: Graph-based depth video temporal denoising.

Input: Frames t − 1, t;

Output: Denoised Frame t;

1: Initialise u, v;

2: while not converged do

3: Optimise Bpi
(t) in Frame t by minimizing (5.9) given Bo

pi
(t) and fixed v;

4: Optimise v by minimizing ε ∥ϖ⊤Lϖ∥2
2 in (5.12) given u and Bpi

(t);

5: Further optimise v by iteratively inserting maximally “beneficial” component of

v∗ (to minimize (5.12)) into current v until no more beneficial components in v∗

exist;

6: end while

5.5 Ellipse modelling of human torso

In this section we discuss how we build our ellipse model in two steps using the

denoised depth video. In the first step, each depth pixel from the captured camera

view is mapped to a virtual camera view (head-on view) as illustrated in Fig. 5.1. To

reduce the computation time, the region of interest is identified as a bounding box

that contains only depth pixels of the patient, which is based on the difference of the

depth images taken before and after the patient gets in bed. Each depth pixel with

coordinate (u, v, d) in the virtual view is then classified into two different cross sections

of the patient’s torso—chest and abdomen—based on depth value d. See Appendix

B.2 for details of the above view transformation.

In the second step, we model each cross section (chest or abdomen) as an ellipse;

i.e., we estimate a best-fitting ellipse based on the set of observations (u, v)’s classified

to this cross section. During regular breathing, the patient’s chest and abdomen will
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expand and contract, resulting in ellipse size changes over time. We estimate the major

and minor radii of ellipses per frame given observed depth video to track the patient’s

breathing cycle over time. Our ellipse model can in addition detect the patient’s body

tilt during sleep (e.g., sleeping on the side), resulting in rotated model ellipses about

the origin. We describe how we formulate and solve the ellipse-fitting problem in detail

next.

5.5.1 Problem formulation

Let o= {o1, . . . , oN} be the set of N observations for construction of one ellipse,

where on is (un, vn)—the observation’s location in the u-v image coordinate system as

observed from the virtual view. The parametrization of an ellipse in a Cartesian u-v

coordinate system is:

u

v

 =

cu

cv

 +

cosδ −sinδ

sinδ cosδ


a cosφ

b sinφ

 , φ ∈ [0, 2π], (5.17)

where (cu, cv) denotes the center of the ellipse, a and b denote the major and minor

radii, respectively, and δ denotes the ellipse tilt that models the patient’s body tilt.

For simplicity, we assume that the center of the ellipse is at the origin, i.e., cu = cv = 0.

An ellipse can thus be characterized by θ= (a, b, δ). In practice, the middle point of

the bed within the view-transformed depth image is designated as the centre of the

ellipse.

Denote by sθ(on) the minimum Euclidean distance between observation on’s location

(un, vn) and the ellipse with parameter θ. We formulate the following objective to find

the best-fit ellipse parameters θ∗ given observations o:

θ∗ = arg min
θ

N∑
n=1

s2
θ(on). (5.18)
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Fig. 5.6 Best-fitting ellipse from multiple depth observations of the cross section. The
closest ellipse point to each observation is perpendicular to the tangent of ellipse at
that point.

For example, for an ellipse with θ = (a, b, δ), sθ(on) = ∥(un, vn) − (umin, vmin)∥2,

where (umin, vmin) is the closest point on the ellipse to (un, vn); i.e., the vector (un, vn) to

point (umin, vmin) on the ellipse is orthogonal to the tangent of the ellipse at (umin, vmin)

[136, 137]. See Fig. 5.6 for an illustration of an ellipse with θ = (a, b).

5.5.2 Optimization algorithm

Conventionally, (5.18) can be computed via either geometric ellipse fitting in parametric

form by solving an equivalent nonlinear least squares problem, or fast algebraic ellipse

fitting with geometric distance weighting [138]. Neither of these two approaches require

initial ellipse parameters θ. However, the former can be very inefficient when building

Jacobian due to large number of on’s, and the latter does not generally minimize the

geometric distance.
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Note that, computing each sθ(on) given initial ellipse parameters θ is a well-known

root-findingproblem, which can be solved by solving a quartic equation with four roots

[136, 139]. The root that is closest to (un, vn) is then chosen to determine φn. However,

this is clearly inefficient given a large number of on’s. Instead, we adopt the Bisection

(BS) method [137, 140–142]. (See Appendix B.3.) We choose the BS method instead

of Newton’s Method as done in [15, 16], because the latter has numerical problems

when vn is nearly zero.

Since ∑N
n=1 s2

θ(on) is non-convex, we resort to a local numerical method—the Nelder-

Mead (NM) simplex method [141, 143, 144]—to find the best ellipse parameters θ∗ in

(5.18), using sθ(on) found by the BS method explained above. See Appendix B.4 for

details.

5.6 Feature extraction and classification

In this section, we describe how to extract relevant features from the depth video

signal (i.e., the four computed 1D signals—major and minor radii of the two fitted

ellipses (chest and abdomen) as functions of time) and audio signal. We note that the

time duration for each experimental data segment for feature extraction—both the

computed 1D ellipse signal segments x and the audio signal segment y—is set at 10

sec, which is the medically defined duration of a respiratory event [145]. The segment

window is then shifted by 5 sec, so neighboring segments have a 5-sec overlap.

5.6.1 Depth video features

Unlike [15, 16] where we directly used the variances of the ellipses’ major and minor

radii in a time window to perform classification, in this chapter, we adopt wavelet

analysis, namely, WPT [119, 120, 146] (see Sec. 5.2).
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In particular, each sub-segment a ∈ R (with the size defined in Sec. 5.7.2.3) of the

10-sec 1-D ellipse signal segment x (i.e., the amplitude of the ellipse major/minor radius

over time), is approximated at the scale 2J , i.e., at J levels (where J ∈ [0, log2 N ], with

N being the number of samples in a). Each level j contains N approximation and

detail coefficients that are divided into 2j tree-nodes, and each tree-node thus contains

N/2j coefficients.

After this WPT signal decomposition, we concatenate the normalized logarithmic

energy [146] of each coefficient in the increasing order of the tree-nodes resulting in the

feature vector Ẽi for the i-th sub-segment ai of the original 1D ellipse signal segment

x. Finally, we concatenate all Ẽi forming a feature vector

Ẽ =
[
Ẽ1, . . . , ẼP

]
(5.19)

for x, where P is the number of sub-segments ai of x.

5.6.2 Audio features

For audio feature extraction we resort to NMF[121, 123] (see Sec. 5.2). We perform

NMF decomposition in the following way. We first apply short-time Fourier transform

(STFT) on each sub-segment b (with the size defined in Sec. 5.7.2.3) of the 10-sec 1-D

audio signal segment y, resulting in a spectrogram matrix Y∈ Rm×n as the magnitude of

STFT. Then, we solve the NMF problem, i.e., find a spectral-feature matrix W∈ Rm×k
≥0

and a temporal-activity matrix H∈ Rk×n
≥0 by minimizing the following cost function:

D(Y| WH) = ||Y − WH||2, (5.20)
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where D indicates the distance between Y and WH, the product WH is an approximate

factorization of Y at rank k. We discuss how to choose an appropriate rank k in our

experiments in Sec. 5.7.2.3.

An alternating least-square (ALS) update rule [124] is used to find the optimal

matrices W and H. Specifically, W is initialized as an m × k random dense matrix,

then iteratively solve for H based on

W⊤WH = W⊤Y, (5.21)

followed by a projection step, i.e., setting all negative elements within H to 0. Next,

we solve for W based on

HH⊤W⊤ = HY⊤, (5.22)

followed by the same projection step on W. The above ALS rule with projection

steps aids sparsity, converges faster and performs more consistently comparing with

multiplicative update rules [124]. To alleviate the uniqueness problem which can be

easily seen by considering WXX−1H for any non-negative nonsingular matrix X [124],

given W and H after each iteration, we first normalize them as

Ŵ = WX, Ĥ = X−1H, (5.23)

where

X = diag(
√√√√ n∑

u=1
H(1, u)2, ...,

√√√√ n∑
u=1

H(k, u)2). (5.24)

Then, for obtaining a consistent permutation, we reorder the columns of Ŵ as W̃ by

the index of the decreasing magnitude of the elements in:

Ẇ =
[∑m

u=1 Ŵ(u, 1)2, ...,
∑m

u=1 Ŵ(u, k)2
]

, (5.25)
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followed by reordering the rows of Ĥ as H̃ accordingly.

We perform NMF decomposition on bi using the designated rank k, reshape W̃ as

W̆ =
[
W̃(:, 1)⊤, . . . , W̃(:, k)⊤

]
, (5.26)

reshape H̃ as

H̆ =
[
H̃(1, :), . . . , H̃(k, :)

]
, (5.27)

concatenate W̆ and H̆ as the feature vector Ũi = [W̆, H̆] for the i-th sub-segment bi

of the original 1-D audio signal segment y. Finally, we concatenate all Ũi forming a

feature vector

Ũ =
[
Ũ1, . . . , ŨQ

]
(5.28)

for y, where Q is the number of sub-segments bi in y.

5.6.3 Classification

Next, we train classifiers using Ẽ and Ũ, our extracted relevant depth video and audio

features, respectively, for respiratory event classification. We train an SVM with a

linear kernel, since given Ẽ, Ũ ∈ Rz×1, z > 2000, i.e., the number of features is large,

it is preferable to use linear kernel, i.e., mapping data to a higher dimensional space

does not improve the performance (see Appendix C in [147]). Since SVM does not

include a feature selection process, we also train a feed-forward NN with sigmoid

hidden neurons and softmax output neurons, to investigate if training a classifier that

involves nested subset feature selection methods can improve classification performance

and cost-effectiveness [148, 149] for our high-dimensional datasets. We present our

classification results in Sec. 5.7.2.3.
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5.7 Experimentation

5.7.1 Experimental configurations

We captured a 480-minute depth video and audio for each patient with suspected sleep

apnea at Concord Private Hospital in Sydney, Australia during January and February

2015. The data were collected from four consenting patients over a two-day period. The

data used for training and testing SVM and NN classifiers is limited to sleep periods

(including wake periods that occurred during sleep periods)—382 ± 37 minutes for each

subject. Besides our depth video and audio capturing, each patient was connected to

the Alice6 LDxS as used in the corresponding attended diagnostic sleep studies. The

sleep studies were attended polysomnography, and the scientific officer who scored the

sleep studies was blinded to our multimedia feature learning study. The data obtained

from the system was manually scored according to the AASM 2007 manual [62] and

the respiratory events were identified. These event labels are the ground truth data

for our experiments. For a respiratory event that is of over 10-second length, we used

the same segment window (10-second in length with a 5-sec overlap) as we used in the

video and audio data to get data segments that have the same class as that event.

We present experimental results in the following order: depth video compression,

depth video denoising, and respiratory event detection.

5.7.2 Experimental results

5.7.2.1 Depth video recording

We first validate our proposed block-based search procedure to recover the 3 uncoded

MSBs in an LSB frame. We set block size to 8 × 8 (see Sec. 5.3). Fig. 5.7 shows

an example of the decoded LSB frame and the recovered LSB frame. First, we see

in Fig. 5.7(a) that due to overflows, there are discontinuities even within the same
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physical object. We see in the recovered LSB frame in Fig. 5.7(b) that the overflow

problem is corrected, resulting in a much smoother and natural looking depth image.

(a) original LSB frame (b) recovered LSB frame
Fig. 5.7 Examples of decoded LSB frame and recovered LSB frame.

Next, we compare compression performance of our LSB-MSB coding scheme with

RPS parameter M = 5 to the scheme that compresses only the 8 MSBs of each

depth frame using the same H.264 implementation—AVC part 10 codec [127]. As a

performance metric we used PSNR, calculated as:

PSNR = 10 log10
(211 − 1)2 · X · Y∑X

i=1
∑Y

j=1[X (i, j) − Y(i, j)]2
, (5.29)

where X and Y are two X × Y (640×480 in experiment) pixel 11-bit depth images.

Uncompressed 11-bit depth images were used as ground truth, and for the 8-MSB

coding scheme, three zero bits were appended to the decompressed 8-bit values.

Fig. 5.8 shows the coding performance as PSNR averaged over all frames of the two

coding schemes for two sleep video sequences. The results indicate that our LSB-MSB

coding scheme outperforms 8-MSB coding scheme for up to 8dB.
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(b) Video sequence 2.
Fig. 5.8 Compression performance for two sleep video sequences.

5.7.2.2 Depth video denoising

We next evaluate the performance of our proposed graph-based temporal denoising

scheme in terms of flickering reduction. Table 5.1 lists the parameter settings for our

denoising scheme (see Sec. 5.4). For comparison, we used the following as competing

schemes. The first scheme is bilateral filtering (BF) [134] that performs spatial filtering

using local neighboring pixels. We also implemented an algorithm that performs motion

estimation and temporal median denoising (TMF) separately, similar to existing works

such as [150]. Additionally, we performed weighted mode filtering (WMF) [151] and

tested an augmented Lagrangian-based (AL) video denoising algorithm [152].

Table 5.1 Parameter settings of the proposed graph-based temporal video denoising
scheme.

sign parameter setting
S block size in pixels 8
∆ thresholding for predictor-block edge 5
σv target-block edge weight scaling 1
σg predictor-block edge weight scaling 1
µ weight for the fidelity term 0.1
λ weight for the MV smoothness term 1

Fig. 5.9 shows the energy of the difference between two consecutive frames for our

scheme and the competing schemes for the first 10 frames of an acquired sleep video
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Fig. 5.9 Energy of the difference between two consecutive frames, where +i/-i denotes
the number of future and previous depth images used for TMF. Our scheme is lowest
in frame-difference energy for each of the tested consecutive frames.

sequence. We observe that our scheme is lowest in frame-difference energy for each of

the tested consecutive frames.

Fig. 5.10 shows an example of a zoomed segment of a denoised depth frame using

AL [152] and our proposed denoising scheme. We observe that our scheme preserves

sharp edges without over-smoothing.

5.7.2.3 Respiratory event detection

Since only 4 subjects were recruited for the experimentation, we performed intra-

patient evaluation. We first performed four-class classification—i) central apnea, ii)
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(a) AL

(b) proposed

Fig. 5.10 Sample segments of denoised frames by using AL and proposed scheme. Our
scheme preserves sharp edges without over-smoothing.

obstructive / mixed apnea, iii) hypopnea, and iv) all the other events—using depth

video features extracted from the 1-D signals based on our dual-ellipse model. For

each 10-sec segment x, we used a sub-segment size of 5-sec with 0.5-sec increments

and performed WPT at J = 5 levels on each sub-segment. To train a four-class SVM

classifier, we adopted one-against-one strategy by training six binary SVM classifiers,

a competitive approach among five multi-class SVM classification methods compared

in [153]. We trained a two-layer feed-forward NN with 10 sigmoid hidden neurons and

4 softmax output neurons as a competing classifier. The two-layer feed-forward neural

network was trained using scaled conjugate gradient backpropagation with a Neural

Pattern Recognition tool in MATLAB R2015b. We also used the variance (VAR) of

the ellipse major/minor radius as hand-crafted depth video features [15, 16] for training

the same classifiers.

Fig. 5.11 shows the classification error rates of inverse 5-fold cross-validation (CV)

(each time using 1-fold for training and the remaining 4-folds for testing), inverse

3-fold CV, 3-fold CV, and 5-fold CV based on video features only. We see that the
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classifiers with WPT features significantly outperform the heuristically hand-crafted

VAR features in [15, 16]. Fig. 5.12 demonstrates a 300-minute sample of a sleep

patient showing the major/minor radius and the tilt of the chest/abdomen ellipse,

with groundtruth-sleeping-poses marked side-by-side. One can see that our system can

robustly track the patient’s respiratory patterns regardless of the sleeping pose, and

δabdomen shows strong correlation with the actual sleeping pose. Fig. 5.13 shows the

successfully detected respiratory events using WPT depth video features during the

sideway sleep period that is highlighted in Fig. 5.12. In particular, the colourised bars

at the top of the figures denote the manually scored events by a scientific officer based

on data collected by system Alice6 LDxS3; the plotted lines denote the major and

minor radii of the fitted ellipses for the patient’s chest and abdominal cross sections,

and the colours on the plotted lines are the detected respiratory events by our learned

classifier.

inverse 5-fold CV inverse 3-fold CV 3-fold CV 5-fold CV
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Fig. 5.11 Error rates of classification based on depth video features.

3In our experiments, an apneic event containing periods which fulfill hypopnea rules and do not
fulfill apnea rules are treated as multiple individual events, e.g., we treat an apneic event that begins
with a period that fulfills hypopnea rules followed by an immediate following period that fulfill apnea
rules as two individual events - a hypopnea event with an immediate following apnea event. After the
individual respiratory events are correctly classified, it is straightforward to automatically combine a
hypopnea event with an immediate following apnea into a single apnea event, as specified in AASM
recommendations [62].
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Fig. 5.12 300-minute sample of a sleep patient showing six ellipse parameters over time.
achest and bchest are the major and minor radii of the chest-ellipse, respectively; aabdomen

and babdomen are the major and minor radii of the abdomen-ellipse, respectively; δabdomen

and δchest are the tilts of the abdomen-ellipse and the chest-ellipse, respectively.

For four-class respiratory event classification with audio features, we heuristically

set the rank k = 3 for NMF feature extraction (see our discussion in Section 5.7.3.2).

As competing feature sets we use the following two sets: i) We apply WPT at J = 7

levels (each 10-sec 1-D audio signal segment y has much more elements than x)

on each segment of y’s and training classifiers since such biomedical audio signals

also contain different types of time-frequency structures [120]. ii) We concatenate

the following conventional audio features as a MIX audio feature vector and train



5.7 Experimentation 100

03:31:30 03:32:00 03:32:30 03:33:00 03:33:30 03:34:00
356

356.5

357

357.5

358

358.5

359
a ch

es
t (

m
m

)

03:31:30 03:32:00 03:32:30 03:33:00 03:33:30 03:34:00
local time during recording

241

242

243

244

245

b ch
es

t (
m

m
)

03:31:30 03:32:00 03:32:30 03:33:00 03:33:30 03:34:00
346

347

348

349

350

351

352

a ab
do

m
en

 (
m

m
)

03:31:30 03:32:00 03:32:30 03:33:00 03:33:30 03:34:00
local time during recording

246

248

250

252

254

b ab
do

m
en

 (
m

m
)

detected eventsground truth events

Fig. 5.13 Successfully detected events based on WPT depth video features showing
achest, bchest, aabdomen and babdomen during the sideway sleep period that is highlighted
in Fig. 5.12. Red: central apnea; Magenta: obstructive and mixed apnea; Yellow:
hypopnea; Green: other events.

classifiers, namely, energy, energy entropy, harmonic ratio, fundamental frequency,

spectral centroid, spectral entropy, spectral rolloff, spectral flux, zero crossing rate,

Mel-frequency cepstral coefficients and chroma vectors [154]. Fig. 5.14 shows the

classification error rates based on audio features only. Both SVM and NN classifiers

trained by using NMF features show their best performance.

Finally, we train SVM and NN classifiers by combining both depth video and audio

features used above. One can see in Fig. 5.15 that both classifiers perform better

than using the features extracted from either of the two media, where the combination

WPT+NMF shows the best performance with inverse 5-fold CV error rates of only

0.4% and 1.67%, for SVM and NN classifiers, respectively. Table 5.2 shows the inverse

5-fold CV error rates of SVM classification based on the above three sets of features:

WPT depth video feature, NMF audio feature, and WPT video+NMF audio feature.

Additionally, for each class we compute sensitivity and specificity of SVM classifica-

tion based on WPT video+NMF audio feature with cross-validation, which are defined
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Fig. 5.14 Error rates of classification based on audio features.

as follows:

sensitivity = TP
TP + FN , specificity = TN

FP + TN , (5.30)

where true positive (TP) denotes that a central apnea (resp. obstructive or mixed

apnea, hypopnea and all the other events) testing sample is correctly classified, false

positive (FP) denotes that a non-central apnea testing sample is incorrectly classified

as central apnea, true negative (TN) denotes that a non-central apnea testing sample

is correctly classified as non-central apnea, and false negative (FN) denotes that a

central apnea testing sample is incorrectly classified as non-central apnea. The results

are shown in Figs. 5.16 and 5.17 based on inverse 5-fold CV, inverse 3-fold CV, 3-fold

CV, and 5-fold CV, respectively. The minimum sensitivity of the trained classifier is

98.2% for central apnea in inverse 5-fold CV and minimum specificity 99.76% for all

the other events in 3-fold CV.

Table 5.2 Inverse 5-fold CV error rates of SVM classification based on WPT video
features, NMF audio features, and the combination of them.

features video audio video + audio
error rates 1.52% 0.83% 0.4%
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Fig. 5.15 Error rates of classification based on depth video+audio features.

5.7.3 Discussions

5.7.3.1 Depth video recording and denoising

First, our LSB-MSB depth video compression scheme outperforms 8-MSB coding

scheme at the PSNR range of sufficient quality for respiratory event detection. Second,

our graph-based temporal denoising scheme can more effectively reduce frame-difference

energy, and thus flickering effects, over the competing schemes, even if fewer number

of frames were used in the processing window than competing schemes; while our

denoising scheme reduces the flickering effect, it does not over-smooth and preserves

sharp edges well.

5.7.3.2 Respiratory event detection

For respiratory event detection with video features, we compared the performance

of Newton’s Method-based ellipse-fitting scheme [15, 16] and the proposed Bisection
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Fig. 5.16 The sensitivity of classifying different respiratory events using a trained SVM
classifier based on WPT video+NMF audio feature with CV.
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Fig. 5.17 The specificity of cross-validation classifying different respiratory events using
a trained SVM classifier based on WPT video+NMF audio feature with CV.

method and Nelder-Mead simplex method-based (BSNM) scheme (Section 5.5.2) in

terms of the computation speed. We ran both algorithms on 100 consecutive depth

video frames in MATLAB R2014b on a Windows 10 laptop with Intel Core i7-4600U

and 8GB RAM, and report that the average computation time per ellipse is 36.53s

using [15, 16] and 8.68s using BSNM, i.e., there is a 76% speed-up and also one can get

ellipse-tilts in addition to major/minor radius, by using the new BSNM ellipse-fitting

method.

Next, we built a competing dual-rectangle model and compared it to our dual-ellipse

model in terms of the classification performance. Specifically, given observations o,

we found the best-fit rectangle ϱ∗, ϱ = (ϑ, ν, ϕ), with ϑ, ν and ϕ denoting the length,
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width and the tilt that represents the body pose, using the objective that is similar to

(5.18):

ϱbest = arg min
ϱ

N∑
n=1

h−1
n (sϱ(on))2 . (5.31)

We trained SVM classifiers using similar hand-crafted features on the same video clips

as in [15, 16], i.e., the variances of four ellipse major/minor radius for dual-ellipse model

and those of four rectangle length/width for dual-rectangle model, for fair comparison.

We performed binary classification (i.e., Class 1: central / obstructive / mixed apnea /

hypopnea; and Class 2: all the other events) with 50% data used for training and the

remaining 50% for testing. The resulting confusion matrices (in the following format:

[true positive, false positive; false negative, true negative]), [50%, 0%; 0%, 50%] and

[10%, 6%; 40%, 44%], for the dual-ellipse and dual-rectangle model, respectively, show

significant performance advantage of using our dual-ellipse model.

For respiratory event detection with audio features, we justify how we set the rank k

for NMF feature extraction. For each 10-sec segment y, we used the same sub-segment

size (5-sec with 0.5-sec increments). For the i-th 5-sec sub-segment bi, we computed

its spectrogram Y by STFT with 25ms STFT-window and 12.5ms increments. We

first applied singular value decomposition (SVD) on all Y’s. Fig. 5.18 shows the mean

singular values of all Y’s. One can see that the majority of the singular values are

small.

the order of the singular values
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Fig. 5.18 The first 20 of the mean singular values of all Y’s.
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Table 5.3 5-fold CV error rates of SVM classification based on NMF audio features
with k = 2, 3, 4.

sample handling features k = 2 k = 3 k = 4
with sub-segments 5610 0.46% 0.34% 0.4%
no sub-segments 630 0.77% 0.65% 1.01%

Since there is no clear dropoff between these singular values, in Table 5.3, we

present the 5-fold CV error rates of SVM classification based on NMF audio features

using k = 2, 3 and 4. Specifically, we extracted NMF features from Y’s, trained SVM

classifiers, and show the classification error rates in the row “with sub-segments” in

Table 5.3; we also extracted NMF features from the spectrograms that were generated

by performing STFT on each complete 10-sec y’s and trained SVM classifiers, with

the classification error rates shown in the row “no sub-segments”. Given the fact that

classifier always performs best at k = 3, we set k = 3 for our subsequent classification

experiments. This is consistent with our initial hypothesis that the audio contains: i)

background noise, ii) machine sound (e.g., the cooling module of the system), and iii)

human sound.

The trained classifiers with WPT video features outperforms the hand-crafted VAR

features in our prior work. The classification with NMF audio features indicates that

when the captured depth video is obstructed, one can still use the audio signal to

detect respiratory events. Finally, the result of sensitivity and specificity for SVM

classification with video-audio features reported in Figs. 5.16 and 5.17 indicates that

our trained classifier has good ability to both correctly identify a central apnea (resp.

obstructive or mixed apnea, hypopnea and all the other events) and correctly identify

a non-central apnea, with 20% or more training data.
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5.8 Summary

Existing sleep monitoring systems are expensive and intrusive enough that they nega-

tively affect the quality of a patient’s sleep. In this chapter, we propose to record audio

and depth video of a patient using a Microsoft Kinect camera during his/her sleep,

so that relevant features can be extracted non-intrusively for detection of different

respiratory events. Our proposal contains three parts. First, we propose an efficient

H.264 video coding scheme, where the captured 11-bit video can be reliably recovered

at the decoder even though the compressed video is first converted to 8-bit. Second,

we propose a graph-based depth video denoising algorithm, so that undesirable flicker

can be removed without over-smoothing. Third, we propose a dual ellipse model to

track the patient’s chest and abdominal movements given captured depth pixels. When

ellipse features are combined with audio features, different respiratory events, as scored

manually based in data collected by a medical sleep monitoring device, can reliably be

detected.
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Conclusions

Emerging home-use healthcare techniques greatly help patients self-manage their

health through easy-to-use condition assessment applications in-home. However, most

of current home-use healthcare systems still require significant amount of manual

effort or lack benchmarks to demonstrate their clinical effectiveness. In this thesis, we

advance home-use healthcare applications in three aspects via: 1) autonomous gait

analysis with gait event detection, 2) autonomous post-stroke recovery level assessment

via upper limb motion analysis, and 3) non-intrusive sleep monitoring.

Specifically, the following new application-driven algorithms are proposed to achieve

this. The first targeted application on gait analysis in Chapter 2 consists of: 1)

histogram-based algorithm for autonomous frame-of-interest detection, DKF-SSIM

lower-limb-joint individual-marker tracking (i.e., separately tracking the required hip,

knee and ankle joints) and gait event detection, and 2) performance comparison of the

proposed tracking scheme in colour and grayscale video sequences.

Next, the second targeted application on post-stroke recovery level classification

in Chapter 3 includes: 1) simultaneous DKF-SSIM upper-limb-joint tracking, and

2) classification of the stroke recovery level by minimization of graph total variation
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with graph-based signal processing, where the ground truth labels were marked by a

biomechanics expert.

Then, the third targeted application on abnormal respiratory event detection during

sleep in Chapter 4 consists of 1) an alternating-frame video coding scheme for H.264

video coding. 2) temporal denoising on the decoded depth video using a motion vector

graph smoothness prior in order to remove undesirable flickering while retaining sharp

edges, 3) tracking patient’s chest and abdominal movements based on a dual-ellipse

model, and 4) extracting ellipse model features via a WPT and audio features via

NMF for abnormal respiratory event classification.

However, there still remains several technical challenges in portable home-use health

monitoring applications:

• comprehensive limb motion analysis via body joint tracking without parallax error.

To tackle this problem, the future work will be focused on further improvement of

data accuracy and measurement capability of more limb motion parameters using a

stereo 2D-camera system or a single depth sensing device [20, 59, 155–158], without

sacrificing portability, to remove the parallax error, and leverage the 3D information

for quantifying a larger number of limb motion parameters such as hip, knee, and ankle

angles in both the sagittal and frontal planes, and pelvis tilt, calculating temporal-

spatial parameters, and measuring sagittal/frontal plane knee motion, step length and

width, gait speed and step length symmetry, as well as spinal elongation/shrinkage,

but at an increased processing complexity.

• completely non-intrusive and computationally efficient body joint tracking for

maximal-comfort limb motion analysis, i.e., marker-less body joint tracking.

Most of state of the art body joint tracking algorithms still lack tracking stability or

require large dataset for body joint classifier training [7]. Future work will investigate

signal processing-based body joint estimation methods, e.g., articulated Gaussian Kernel
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correlation [159], as candidate schemes, with a focus on improvement of accuracy of

body joint estimation and tracking stability. The outcome can be used not only in gait

and upper limb motion analysis, but also remote full body motion analysis during quiet

stance [160] that has been used for an individual’s functional independence measure

[161].

• computationally efficient respiratory movement tracking for sleep monitoring.

We note that, our sleep monitoring system requires large storage for data recording,

it is relatively slow in fitting of the dual-ellipse respiratory model and person-specific

classifier training for each human subject. Using large amount of collected data, future

work would focus on developing more efficient and less complex model fitting methods

and feature extraction for training classifiers that are generally applicable to different

subjects.

• comprehensive, contact-less sleep quality assessment.

Despite the proposed, clinically validated sleep monitoring system is able to detect

abnormal respiratory events during a person’s sleep, this system does not reveal

anything about sleep stages or dream types [162] which are important for sleep quality

assessment and sleep disorder diagnostics. It has been shown that the patterns in

Electroencephalography (EEG) signal1 during a person’s sleep are correlated with

sleep stages [163]. In order to retain the ’non-intrusive’ feature for an EEG-aided sleep

analysis system, the EEG signals would be collected by installing EEG sensors onto

the pillow, which brings the following challenges: 1) potential significant acquisition

noise, and 2) incomplete observations of brain activities due to head movement of

a sleep subject throughout the night. Future work would first investigate graph

signal processing (applied in Section 4.2.3, Chapters 3 and Section 5.4, Chapter 4

for classification and image denoising, respectively) as an emerging tool for signal

processing, as well as a robust alternative to established machine learning-based
1EEG indicates brain electrical activity.
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classification approaches. The developed generic methods will then be tailored and

applied to address these challenges.

In summary, this thesis aims to attract more research interest in cost-effective home-

use healthcare, with the objective of not only monitoring people’s health condition,

but also providing feedback and helping to improve people’s physical and psychological

well-being.
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Appendix A

A.1 Pilot study protocol for limb motion analysis

Research Group

Philip Rowe, Biomechanics Unit, Biomedical Engineering, University of Strathclyde;

Andrew Kerr, Biomechanics Unit, Biomedical Engineering, University of Strathclyde;

Vladimir Stankovic, Electronic and Electrical Engineering, University of Strathclyde;

Lina Stankovic, Electronic and Electrical Engineering, University of Strathclyde;

Shikha Sarkar, Electronic and Electrical Engineering, University of Strathclyde;

Cheng Yang, Electronic and Electrical Engineering, University of Strathclyde.

Protocol Title

Validation of a 2D single camera video system and a 3D single camera video system to

measure limb motor control: A pilot study

Design

Pilot validation of a two and three dimensional video system to measure metrics of

limb motor control. Concurrent comparison will be made with a state of the art motion

analysis (VICON, Oxford, UK).
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Sample

A pilot sample of 5-10 healthy subjects.

The small sample size (5-10) is considered sufficient to provide the mean and

variance data for a power calculation of sample size for a future larger study as well a

testing the feasibility of procedures.

Recruitment

Individuals will be recruited from the staff and student community of the University of

Strathclyde. Interested individuals being given information sheets.

Data Collection Protocol

Interested individuals will be offered a two hour appointment in the large biomechanics

laboratory (Wolfson Building, Biomedical Engineering, University of Strathclyde) with

dates and times arranged at the convenience of the interested individual.

Taking Consent

On arrival at the biomechanics laboratory one of the research team will provide a

short introduction to the biomechanics unit as well as the motion analysis and video

camera systems. The objectives of the study will be explained again to the participants

and they will be given an opportunity to ask any questions. If the individual is still

happy to proceed they will be asked to sign a consent form. At this point they will be

assigned a study number, e.g. PVT001, and referred to thereafter as study participant

number PVT00[No.].

Participant Preparation
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Each participant will then be helped to put on lycra clothing, if the clothes they are

wearing are considered too loose fitting. To help construct the three dimensional model

each participant will then have the following dimensions measured and recorded in

their individual case report file in addition to their age and gender:

Height – cm;

Weight – Kg;

Arm length - cm;

Shoulder width – cm;

Elbow width – cm;

Wrist width – cm;

Leg length – cm;

Pelvis width – cm;

Knee width – cm;

Ankle width - cm;

Retroreflective markers will then be attached to the skin (or clothes) overlying the

following anatomical points:

• Upper limb:

posterior superior iliac spine;

anterior superior iliac spine;

mid iliac crest;

spinous process of 7th cervical vertebra;

tragus of ear;

most lateral border of the acromion process;

mid humerus;

lateral and medial epicondyles of humerus;
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radial styloid process;

head of ulna.

• Lower limb:

anterior superior iliac spine;

front waist;

back waist;

tip of the big toe;

outside of the thigh below hand swing;

outside of the knee joint;

outside of the lower leg;

bony prominence on the outside of the ankle;

back of the foot;

outside of the foot at the base of the little toe;

tip of the big toe.

For the 2D and 3D video analysis, circular sticky paper labels marked with a

concentric black and white pattern will be attached to the wrist [radial styloid process],

elbow [lateral epicondyles of humerus], shoulder [most lateral border of the acromion

process], pelvis [mid iliac crest), and head (tragus of ear), for upper limb; pelvis, knee,

and ankle, for lower limb. Where these landmarks already have the retroreflective

markers attached the paper labels will be placed directly under the reflective marker

which will be attached to the centre of the paper label. This has worked well in a

previous validation study for the lower limb (Ugbolue et al 2012).

For upper limb movement analysis, participants will sit in a standard sized armless

chair in front of an adjustable table in the middle of the laboratory with their affected

arm resting on the table. For lower limb movement analysis, participants will walk
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on a scaled mat (6 meters long, 0.7 meter wide) in one direction, and the other way

around.

For the 2D video analysis, a high speed camera (Camera A) will be mounted on a

tripod and position approximately 4m from the participant in line with their elbow. For

the 3D video analysis, a conventional camera with a distance sensor will be mounted

above Camera A.

Movement Tasks

For upper limb movement analysis, when the starting position has been achieved

and the participant is happy to continue they will be asked to perform the following

movements three times each giving a total of 15 movements.

1. Reach forward to touch a plastic cup positioned on the table directly in front of

them at a distance equivalent to 80;

2. Reach forward to lift the same plastic cup towards their mouth. Instruction: bring

the cup to your mouth;

3. Reach forward to lift the same plastic cup and turn it. Instruction: reach and turn

cup over;

4. Reach forward to touch a plastic cup positioned on the table toward their unaffected

at a distance equivalent to 20;

5. Lift their hand to touch the back of their head.

For lower limb movement analysis, again, when the starting position has been

achieved and the participant is happy to continue they will be asked to perform the

following movements three times each giving a total of 6 movements.

1. Walk from one end (Point A) of the scaled mat to the other (Point B);

2. Walk from Point B to Point A.

Participants will be asked to perform each movement as naturally as they can.
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Once the movements have all been attempted the participant will be thanked for

their participation and markers removed from their body. This will conclude their

participation in the study.

Data Storage

The case report file (using participants study number) will be stored in a locked cabinet

for the duration of the study i.e. until September 2014. Video files will be stored on

an encrypted external hard drive and locked in the same cabinet. After the study

has ended the video files will be permanently deleted and the paper records of the

data kept in storage (locked cabinet in the Biomedical Engineering, Department) for

a period of 5 years. Processed results will be made available for publication and to

inform a grant application for a larger study.

Statistical Analysis

Data from the three systems (3D motion analysis and 2D and 3D video analysis) will

be compared for each movement using analysis of variance and intra class correlation

coefficients. The variables for comparison will be:

1. Movement duration;

2. Maximum forward tilt of trunk;

3. Magnitude of angular displacement at shoulder and elbow;

4. Relative timing of trunk, shoulder and elbow movements;

5. Magnitude of angular displacement at knee;

6. Relative timing of hip, knee, and ankle movements.

This data will be used to inform a power calculation of sample size for a second larger

study planned for next year which will investigate validity, reliability and responsiveness

of the video system with a larger sample including stroke survivors as participants.
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B.1 Structural-Similarity

SSIM [10] is an image quality measurement from an image formation point of view.

This algorithm is a combination of luminance, contrast, and structure comparison

between the test image and the reference image, i.e., between the candidate block

within the searching area and the template block, in our experiment.

Initially, the template block b and a searching area S for frame Fn are acquired.

The detection process is to compare the SSIM value of each candidate block an in S

with b. SSIM consists of three components:

Luminance comparison: l(b, an) = 2µbµan + Cl

µ2
b + µ2

an
+ Cl

(B.1)

Contrast comparison: c(b, an) = 2σbσan + Can

σ2
b + σ2

an
+ Can

(B.2)

Structure comparison: s(b, an) = 2σban + CS

σbσan + CS

(B.3)

where µb is the mean intensity of b, µan is the mean intensity of an, σb is the

standard deviation of b, σb is the standard deviation of an, σban is the standard

deviation of b ⊙ an , and Cl, Can , and Cs are pre-defined constants.
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The SSIM measurement is given by:

SSIM(b, an) = [l(b, an)]α[c(b, an)]β[s(b, an)]γ (B.4)

To simplify the problem, we set α = β = γ = 1, and CS = 0.5Can , thus this

measurement is derived as:

SSIM(b, an) = 2µbµan + Cl

µ2
b + µ2

an
+ Cl

· 2σban + Can

σ2
b + σ2

an
+ Can

(B.5)

Note that the block which has the maximum SSIM value is selected as the marker.

B.2 View transformation
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Fig. B.1 View transformation setup.

As shown in Fig. B.1, we follow [89], set the origin of the world coordinate system

to the upper-left feature point of a checkerboard, fix the actual camera - Kinect,

and capture n infrared images and n corresponding depth images with different

checkerboard orientations, including a pair of infrared and depth images showing

that the checkerboard is closely perpendicular (pp) to the centerline of the virtual

view, l mm away from the virtual camera, denoted as Ipp and Dpp, respectively. Each
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infrared image, denoted as Ii, is formed by projecting pixels in the world coordinate

system into the captured image coordinate system using a perspective transformation

[164]:

λi[u v 1]⊤ = K[Ri|ti][X Y Z 1]⊤, (B.6)

where K, Ri and ti are the intrinsic camera matrix, rotation matrix and translation

vector respectively, (u, v) are the coordinates of a pixel in image Ii, (X, Y, Z) are the

pixel coordinates of the point that is the backprojection of Ii(u, v) into the world

coordinate system, λi is a scaling factor of Ii.

We estimate K, Ri and ti with a closed-form solution [89], and minimize

n∑
i=1

L∑
j=1

∥mi,j − m̂(K, Ri, ti, Mj)∥2 (B.7)

to refine them, where mi,j is the intensity of a detected feature point in image Ii and

m̂ is the projection of the world point Mj = [Xj Yj Zj]⊤ in image Ii.

Given a checkerboard of size (g × w)mm×(g × h)mm, and l mm away from the

virtual camera in both Ipp and Dpp, the rotation matrix and translation vector of the

virtual camera when ’capturing’ the virtual depth pattern plane image Dppv, denoted

as Rppv and tppv (as shown in Fig. B.1) respectively, are given by:

Rppv = I3, tppv = [g × w

2
g × h

2 l]⊤. (B.8)

The virtual image coordinates function based on perspective transformation is given

by:

λppv[u2 v2 1]⊤ = KR−1
pp K−1λpp[u1 v1 1]⊤ − KR−1

pp tpp + Ktppv, (B.9)

where Rpp and tpp are the rotation matrix and translation vector of the actual camera

when capturing Ipp, λpp = S1/c1, c1 is from [a1 b1 c1]⊤ = K−1[u1 v1 1]⊤, and the
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relationship between the actual depth value (in mm) S1 and the observed disparity

Dpp(u1, v1) in Dpp is given by (see [165]):

S1 = 1
−2.85 × 10−6Dpp(u1, v1) + 0.003 . (B.10)

Similarly we have

S2 = 1
−2.85 × 10−6Dppv(u2, v2) + 0.003 . (B.11)

Finally, the observed disparity of the point in the virtual image is given by:

Dppv(u2, v2) = d = 0.003S2 − 1
2.85 × 10−6S2

. (B.12)

B.3 Bisection method

Following [137], we use the implicit form of the ellipse

E(xn, yn) = (xn

a
)2 + (yn

b
)2 − 1 = 0, (B.13)

and calculate half of the gradient of E(xn, yn), i.e., the normal vector to (xn, yn), i.e.,

(u′

n, v
′

n) − (xn, yn) = q∇E(xn, yn)
2 = q(xn

a2 ,
yn

b2 ), (B.14)

or
u

′

n = xn(1 + q

a2 ), v
′

n = yn(1 + q

b2 ), (B.15)

where q is a scalar. Without loss of generality a ≥ b. With exception of the following

four special cases for sθ(on):
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sθ(on) =



|
√

a2u′
n

2 + b2v′
n

2 − a|, if a = b

a, if |u′
n − a| < ς, |v′

n − b| < ς

|u′
n − a|, if |u′

n − a| ≥ ς, |v′
n − b| < ς

|v′
n − b|, if |u′

n − a| < ς, |v′
n − b| ≥ ς

(B.16)

where ς > 0 is a small tolerance, (B.15) can be solved for xn and yn as:

xn = a2u
′
n

q + a2 , yn = b2v
′
n

q + b2 . (B.17)

Thus, we have

E(q) = ( au
′
n

q + a2 )2 + ( bv
′
n

q + b2 )2 − 1 = 0, (B.18)

where q ∈ [qmin, qmax], qmin = −b2 + bv
′
n, qmax = −b2 +

√
a2u′

n
2 + b2v′

n
2, E(qmin) >

0, E(qmax) < 0 [137]. BS first examines the sign of E( qmin+qmax
2 ), then replaces qmin

(qmax) with qmin+qmax
2 if E(qmin) (E(qmax)) has the same sign as E( qmin+qmax

2 ). Let all the

subsequent intervals of q’s be [q∗
min, q∗

max]. BS stops at |q∗
max − q∗

min| < τ , where τ > 0 is

a small tolerance. We use the above BS procedure to determine sθ(on).

B.4 Nelder-Mead simplex method

NM starts from V = {V1, . . . , VK}, the (K + 1) points in K-dimensional space defining

the initial simplex, for minimization of a function with k variables. Let Vk = fk(θ).

NM continuously updates V with three operations, naming, reflection, contraction,

and expansion [143], until

∀Vk,

√√√√(
Vk − (1/K) ∑K

k=1 Vk

)2

K
< χ, (B.19)

where χ is a small tolerance, i.e., the minimum has been reached.
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alternating least-square update rule, 91

anatomical landmark, 12

approximation coefficient, 90

augmented Lagrangian, 95

AVC part 10, 94

bilateral filtering, 95

binary classification, 58

Bisection method, 89

Bland-Altman plot, 25, 43

body tilt, 87

bounding box, 86

bulls-eye marker, 25, 54

camera calibration, 24

Cartesian coordinate system, 87

central apnea, 20

cervical spine, 52

closed form, 85

concatenation, 85

convex combination, 84

cross-validation, 97

decision support, 52

decomposition, 90

degree matrix, 83

detail coefficient, 90

disability, 11

discrete Kalman filter, 5

elbow movement, 57

ellipse-fitting, 87

Euclidean distance, 59

Euler / Cardan angle, 27

exhaustive search, 34

feed-forward neural network, 76

fidelity, 83

foot flat, 37

gait analysis, 6, 24

gait event, 25

gold standard, 25, 48

gradient descent, 14

graph Laplacian, 83
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graph smoothness prior, 5

graph total variation, 5, 17

graph-based signal processing, 5, 52

graphical user interface, 16, 24

H.264, 73, 75

handicap, 11

healthcare, 1, 53

heel raise, 37

hypopnea, 19, 76

initial contact, 37

inter, 50

interpolation, 34

intra, 50

intrusive, 12

joint centre, 48

Kalman filter, 24

kernel, 15

kinematics, 24

kinetics, 36

knee angle, 25

least significant bits, 78

Levenberg-Marquardt algorithm, 62

mean shift, 15

mid-stance, 37

mid-swing, 37

mixed apnea, 20

most significant bit, 78

motion estimation, 79

motion smoothness prior, 80

motion vector, 80

motor impairment, 11

multi-class classification, 58

multiplicative update rule, 91

neural networks, 17

Newton’s Method, 89

non-negative matrix factorization, 5, 76

normalized logarithmic energy, 90

object tracking, 18

observational gait analysis, 11

obstructive apnea, 20

obstructive sleep apnea, 73

occlusion, 34

optical motion analysis system, 25

outcome measures, 24

P-frame, 78

particle filter, 15

particle swarm, 15

PCM S16 LE, 75

peak detection, 30
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peak signal-to-noise ratio, 94

pelvis, 55

physiatrist, 13

piecewise smooth, 77

polysomnography, 93

predictor block, 85

principle component analysis, 76

proximity, 14

R-squared value, 25

random dense matrix, 91

reach-to-grasp, 17

reference picture selection, 78

regularization, 18

retroreflective marker, 12

root-finding, 89

sagittal plane, 17, 25

short-time Fourier transform, 90

shoulder movement, 57

sigmoid hidden neuron, 92

silhouette, 14

sleep disorder, 73

softmax output neuron, 92

spectral-feature matrix, 90

standard deviation, 58

state transition matrix, 56

stroke, 11

structural similarity, 5, 24

support vector machine, 17

target block, 85

tele-rehabilitation, 13, 53

temporal median denoising, 95

temporal-activity matrix, 90

terminal contact, 37

transverse plane, 48

trunk-tilt, 57

unconstrained quadratic programming, 85

vector quantization, 76

vertex, 17

video compression, 93

visualization, 24

wavelet packet transform, 5, 76

weighted edge, 17

weighted mode filtering, 95
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