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Abstract
Aims: Holter monitoring (HM) has been established as one of the most effective noninvasive
clinical tools in the diagnosis, assessment and risk stratification of cardiac patients. However,
studies in the pediatric age group are limited. The present work aims at determining the value of
HM in the diagnosis and management of children.
Settings and Design: Retrospective study conducted at a tertiary referral arrhythmolology
service.
Methods and Material: Holter records of 1319 pediatric patients (54.1% males and 45.9%
females) were reviewed. Their average age was 6.7± 4.1 years (5 days-16 years). Indications for
which Holter monitoring was done were analysed as well as all the abnormalities diagnosed and
factors that may increase Holter yield.
Statistical analysis used: Statistical Package of social science (SPSS) version 9,0 was used for
analysis of data.
Results: The most common indications were palpitations (19.8%), syncope (17.8%),
cardiomyopathy (12.6%), chest pain (10%), evaluation of antiarrhythmic therapy (6.8%),
postoperative assessment (2.6%) and complete AV Block (2.4%). A sum of 141 Holter
recordings were found abnormal with a total diagnostic yield of 10.7%. The highest contribution
to diagnosis was in postoperative assessment (32.4%) and in cardiomyopathy (19.9%) where the
most common abnormalities were frequent supraventricular / ventricular premature beats,
supraventricular tachycardia, ventricular tachycardia and AV block. Diagnostic yield was low in
patients with palpitations (5.7%) and syncope (0.4%). An abnormal ECG was significantly
associated with a higher diagnostic yield (p=0.0001). None of the children with chest pain had
abnormal Holter recordings.
Conclusions: HM has an extremely valuable role in the assessment of high risk patients
(postoperative and cardiomyopathy). However in children with palpitations, syncope and chest
pain HM has a low yield. In this group of patients an abnormal ECG is more likely to be
associated with abnormal Holter recordings.
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Introduction
More than 4 decades of clinical experience have shown long-term ECG to be one of the
most effective non invasive clinical tools in the diagnosis and assessment of cardiac symptoms,
prognostic assessment or risk stratification of various cardiac populations and in the evaluation
of many cardiac therapeutic interventions1. It remains an indispensable and highly refined tool
for cardiac rhythm analysis and risk prediction2.
The clinical utility of ambulatory ECG lies in its ability to examine continuously a
patient over an extended period of time, permitting patient ambulatory activity and facilitating
the diurnal electrocardiographic examination of a patient in a changing environmental milieu
(both physical and psychological)3.
However, the value of Holter monitoring in capturing brief symptomatic episodes of
conduction system disorders is limited by the fact that they have to occur often enough to be
captured during the 24 hour period of recording4. Despite its vast application in adult patients,
studies in the paediatric age group are limited. The present work aimed to determine the value of
Holter monitoring in the diagnosis and management of paediatric patients. The indications for
which Holter monitoring is done for were revised.
Subjects and Methods:
Study population:
The present work reviewed the Holter monitorings of 1319 pediatric patients presenting
to the Arrhythmology clinic, department of Paediatrics, Faculty of Medicine, Cairo University; a
tertiary referral center for paediatric patients; in the time period between June 2000 and June
2006.
The patients were referred for the following indications:
1) Screening for arrhythmias in patients with: syncope, palpitations, chest pain,
mitral valve prolapse (MVP), WPW, rheumatic heart disease (RHD) and abnormality
on examination (rapid - slow - irregular heart)
2) Follow up of patients with complete AV block (CAVB), pacemaker, on
antiarrhythmic therapy, frequent ventricular ectopics (VE) and postoperative
assessment.
In children with complete heart block, a decision needs to be made about their
need for pacing. A lot of indications for pacing as stated by the AHA can be deduced
from 24 hour HM. These include the presence of long pauses, the minimum heart
rate and the presence of non benign arrhythmias.
With our limited resources we need to prioritise patients and hence pacing is not a
routine procedure for all children with complete heart block but only when indicated.
24 hour Holter monitoring
helps us make such a decision.
3) Patients with cardiomyopathy (dilated, hypertrophic and restrictive)
Methods:
Ambulatory 24 hour Holter recordings were obtained in a standard fashion with 3channel (V1, V5, aVF ) PC card recorders
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Analysis:
All Holter recorders were subsequently analysed using a visionTM analysis, Spacelab
Burdick. This analysis system uses a feature extraction system to group individual QRS
complexes based on their features and utilizes technician interaction in arrhythmia analysis aided
by visual superimposition to correct for artefact and any erroneous analysis. In each case the
data were revised and verified by both authors.
were

Heart rate: Maximum, minimum and mean heart rates over the length of the analysis
measured.

Respiratory sinus arrhythmia was identified if PP intervals were present that exceeded
the previous PP interval by more than 10% (and not 2:1 SA block).
1st degree AV block was defined as PR interval of:
- More than 0.18 sec in 0 months - 6 years
- More than 0.2 sec in 6 - 12 years
- More than 0.22 sec in older than 12 years
Supraventricular arrhythmias: number of premature beats in 24 hours was measured by
counting them during every hour of recording and computing the total.
SVT ≥ 3 consecutive supraventricular extrasystoles.
VT ≥ 3 consecutive ventricular extrasystoles.
Pauses are identified when an RR interval exceeds preset criteria. This was set at 2 sec
for all patients included in the present work. Although we acknowledge the fact that ECG
changes do happen in sleep, separating waking from sleeping hours in pediatric patients is not an
easy job. Most parents do not fill out diaries in younger patients, and most patients have quite an
irregular sleep pattern with their Holter recorders on. So we chose to define the absolute limits
for pauses and bradycardia in children.
Recordings with less than 21 hours of analysable data due to noise, loss of signal or
artefact were not included in the present study.
Statistical Analysis:
Statistical Package for Social Science was used for analysis of data. Data was
summarized as mean, SD and percentage. Chi Square test was used for analysis of qualitative
data. P-value was considered significant if <0.05.
Results:
1319 Holter records were reviewed. Patients had an average age of 6.7 ± 4.12 years with
a range of 1 month – 16 years. 713 (54.1%) males and 606 (45.9%) females were included. The
patients' Holter recordings were done due to the indications shown in Table 1.
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Table 1: Indications of Holter recordings in patients included in the study

A positive contribution of Holter was identified as:
1) Diagnosis: Establishing a new diagnosis / changing a current diagnosis /
confirming a suspected diagnosis.
2) Management: Introducing new therapy /withdrawal of current therapy / change of
current dosage of therapy.
Holter monitorings were of positive contribution to diagnosis in 144 (10.9%) of patients
and to management in 258 (19.6%) of patients. Contribution in the different patient groups is
shown in Table 2.
Table 2: Positive abnormality, diagnosis and management of patients included in the study
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Abnormalities:
141 patients (10.7%) had abnormal Holter recordings (Table 3). 299 patients (22.6%)
had infrequent isolated supraventricular ectopics and 1185 patients (89.9%) had infrequent
isolated ventricular ectopics. These were not considered abnormal. Arrhythmias in the different
patient groups is shown in Table 4. 12 lead ECG was performed in 1136 (86.1%) of patients
prior to Holter recordings. Of those 298 (26.2%) had abnormal ECGs. 77 (49.4%) of patients
with abnormal ECGs had abnormal Holter recordings as compared to 64 (5.6%) of patients with
normal ECGs (p= 0.0001). The presence of an abnormal ECG was significantly correlated to the
contribution of Holter recording as regards diagnosis (p=0.0001) and management (p=0.0001)
(Table 5).
Table 3: Different type of abnormalities diagnosed by Holter for patients included in the study

Table 4: Pauses, SVE and VE of patients included in the study in different indications
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Table 5: ECG findings in relation to abnormalities, diagnosis and management of patients
included in the study

* P-value is significant if <0.05
9.6% of patients were symptomatic during Holter recordings, however abnormalities
were detected more frequently in asymptomatic patients. Only 168 (12.7%) of our patients took
a patient diary despite the fact that the importance of the diary was explained to all patients. This
may be related to illiteracy, lack of compliance and inability of parents to correlate to their
children"s symptoms especially in the younger age group. 25 of these had an abnormal Holter
recording. Although patient diary didn’t increase the contribution of Holter monitoring to
diagnosis (p=0.3), or management (p=0.2). Yet in those who took a diary a follow-up Holter was
needed in a significantly less number of patients (p=0.02). This is explained by the fact that
when a diary was taken we could more confidently exclude arrhythmias as a cause for the
patient's symptoms and hence no follow up HM would be recommended.
Discussion:
Although widely used in arrhythmic disorders of adult patients, studies in the paediatric
age group are limited5. Holter technology has endured for more than 40 years and proven to be a
valuable adjunctive non-invasive diagnostic technology to record the ambulatory long term
ECG1.
Children are referred for 24 hour ECG monitoring for many indications 6. The present
work, which included 1319 paediatric patients, showed that the commonest indication, for which
children were referred, was for the evaluation of palpitations. 8.8% of the examined recordings
revealed abnormalities, out of which n=15 (5.7%) of diagnoses were established solely on and
n=17 (6.5%) had a change of their management. These patients had a higher percentage of
pauses, SVE, VE and HB than those who presented with other symptoms which is in accordance
with Ayabakan et al, 2000. We thus support the recommendation that one of the primary
indications of AECG monitoring is to exclude arrhythmias as the cause of palpitation 6.
Cardiac arrhythmias should be considered among the malignant causes of syncope in
children 7,8. Hence syncope is a common cause of referral for Holter (17.8% n=234 patients).
Although abnormalities were detected in 14 (5.9%) of patients, only one patient with sick sinus
syndrome had his diagnosis solely established according to Holter monitoring. The low
diagnostic yield of Holter in children with syncope had been previously reported5,9,10. On the
other hand Kilic et al.,7 reported a much higher diagnostic yield of AECG, but the highly
selective nature of the study population most likely contributed to this fact. An earlier study by
Drago et al.,11 also concluded the diagnostic usefulness of Holter in paediatric fainting reporting
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a high diagnostic yield compared to resting ECG.
In the present study, 20 patients reported syncope on the day of the recording despite
maintaining sinus rhythm. In these patients AECG was valuable in excluding arrhythmias as a
cause for syncope. Still a comprehensive work up of paediatric patients with syncope that
includes careful history and ECG is essential prior to Holter monitoring to increase yield8,9,12,13.
AECG provides useful prognostic information in patients with DCM and may identify
several independent predictors of mortality including nonsustained VT and mean HR14. The
present work included 166 cardiomyopathy patients, with a diagnostic yield of 20% of patients
and an even higher percentage of 36.1% had a change of management.
According to our work we believe that AECG remains an indispensable tool in the regular
assessment and risk stratification of children with cardiomyopathy with important implications
on their diagnosis and management.
Chest pain is a common cause of anxiety among patients and parents and it is one of the
most frequent causes of referral to cardiology outpatient clinics 15,16. Despite that, chest pain in
children is very rarely caused by a significant cardiac pathology16-18.
None of our patients who presented with chest pain had abnormal Holter recordings. Hence there
seems to be a general agreement that in chest pain particularly in the absence of organic heart
disease; Holter monitoring has little value6,19. The primary role of HM in this case may be to
exclude rather than diagnose a cause.
HM has been documented to provide insight in patients referred for arrhythmias
suspected on physical examination20. A diagnostic yield of 20.1% in patients who had HM done
based on abnormality detected on examination (rapid heart / slow heart/ irregular heart) and
another 17.6% had a change of management. Hence it should be considered as an indication for
HM. However, the present work didn't differentiate those referred from general practitioners and
those from specialized cardiologists to evaluate difference in yield.
In some studies, HM led to predictions of antiarrhythmic drug efficacy more often than
did electrophysiological testing and there was no significant difference in the success of drug
therapy as selected by the two methods, hence favouring the non-invasive former method21.
Follow up of antiarrhythmic drug efficacy during periods of somatic growth is a class I
indication for HM19. We found that Holter monitoring is an excellent method for assessment of
antiarrhythmic drug efficacy where 72.2% of patients had a change of their management based
on their HM. We agree with the fact that this number would seem optimistic, however we are
merely reporting our experience where we found that HM was sensitive enough to detect the
occurrence of arrhythmias in the studied children kept on antiarrhythmic therapy. The change of
management referred to, was mostly in the form of changing the dosage of a current therapy,
adding a new drug or withholding treatment. This was done in correlation with patient
symptomatology and accurate history taking.
In a study by Jurkovicova et al.,22 HM was found to be an unsuitable method for
estimation of antiarrhythmic therapy of PSVT because of the considerable spontaneous variety.
This was generally not reported by others.
Diagnostic yield was 29.4% in patients with prior surgical treatment of their congenital
heart disease and 26.5% had a change in their management based on their HM. However the
present work didn't specify which cardiac defect surgeries were associated with higher yields.
This is important to consider, as using AECG in periodic evaluation of these patients must be
based on consideration of the type of defect, ventricular function and risk of late postoperative
arrhythmias23. However, surgical treatment of Fallot tetralogy is one of the most common
cardiac procedures at our institution and previous reports have established Holter monitoring as
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a non-invasive and very sensitive method for discovering heart rhythm disturbances in children
after the repair of Fallot's tetralogy24,25.
HM has been found extremely valuable in determining predictive factors for Adams
stokes attacks and heart failure in children and adolescents with complete heart block26. Nonpaced children need regular Holter monitoring assessments to complete their diagnostic work up
and help decision making19. We found Holter monitoring a corner stone in decision making of
children with CHB. We also found HM a useful method in determining the clinical
characteristics and further management in patients (52.2%) with frequent VE on their ECGs with
a diagnostic yield of 39.1%. We agree with Tsuji et al., 27 that HM is valuable method in the long
term follow up of these patients.
There is evidence that the incidence of potentially lethal ventricular arrhythmias in
patients with MVP particularly with significant MV regurgitation is greater (but only
marginally) than the general population28-30. However our study showed a low diagnostic yield
in children with MVP and the value of AECG in routine evaluation of these patients remains
controversial. We however included all patients with MVP regardless of the degree of their
mitral valve regurgitation which may have influenced our yield. Nevertheless guidelines
regarding Holter monitoring in MVP need clarification.
Patients, who are paced due to CHB, whether congenital or acquired, have regular HM at
our arrhythmology service. The present work showed that 82% of paced patients had changes in
their management based on their HM. Change of management was in adjusting pacing settings
and in 2 patients loss of capture was diagnosed and they had to have a new pacemaker inserted.
The high diagnostic yield associated with long term ECG is not simply related to the
prolonged time of examination, but has been facilitated by Holter technology, which permits the
detection, recognition, amplification and recording of the pacing stimulus artefact 3.
Although diagnostic assessment and treatment have been described in detail in patients
with symptomatic WPW the management of asymptomatic subjects remains controversial31.
Holter monitoring was deemed unnecessary in evaluation of asymptomatic patients with
WPW19. Usually these patients are assumed to have a benign process, however very occasionally
they present with VF as the first manifestation of the syndrome31 hence the dilemma of how
extensively they should be investigated and managed. Despite the fact that it has been concluded
that patients with WPW who develop AF and VF are different from those who don't32; noninvasive methods as HM seem to be relatively incomplete for risk stratification31. Our
experience included only 4 patients with asymptomatic WPW of which one patient had
abnormalities. This number is statistically too small to deduce conclusions or recommendations.
Data are limited regarding prevalence of arrhythmia in RHD patients and Holter
monitoring is not part of their routine diagnostic work up. The low diagnostic yield in RHD in
the present work is supportive of this notion.
Although taking a diary was not associated with increase in diagnostic yield or change of
management among the patients included in the present study, follow up was significantly
needed in less patients; saving time and effort. This emphasizes the need to stress on taking a
diary. This will at least exclude arrhythmias as a cause of symptoms if not establish it. When
patients or parents forget to document the timing of the symptoms, the specificity of subsequent
interpretation is reduced33.
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An abnormal ECG is a clue to increase yield of subsequent Holter monitoring. This is
likely due to the fact that patients with structurally abnormal hearts or with cardiac rhythm
abnormalities evident on their resting ECG are more likely to have abnormal Holter
monitoring34.
The heart rates of children included in the present work after excluding those with
structurally abnormal hearts are presented in an age stratified manner. This sample of children is
larger than those previously reported34, and can be used as a basis for heart rates among
ambulatory healthy children. It's not uncommon to hear colleagues opine that HM is outdated
especially with the advent of more sophisticated monitoring techniques. However, HM has
proven to be complementary or even superceding other technologies as event recorders and
TTM35,36.
Conclusion:
HM has an extremely valuable role in the assessment of high risk patients (postoperative
and cardiomyopathy). However in children with palpitations, syncope and chest pain HM has a
low yield. In this group of patients an abnormal ECG is more likely to be associated with
abnormal Holter recordings. Holter monitoring generally satisfies the physician's demands if
expectations do not exceed the limitations of the method.
References
1. Kennedy H: The History, Science, and Innovation of Holter Technology. Ann Noninvasive
Electrocardiol. 2006;11:85–94.
2. Mason J: Electrophysiological diagnostic procedures. In: Goldman and Bennett (eds) Cecil
Textbook of Medicine, 21st ed. 2000 W.B. Saunders pp 230-232.
3. Kennedy H : Use of long-term (Holter) Electrocardiographic recordings. In: Zipes D and
Jalife J (eds). Cardiac Electrophysiology from cell to bedside. 3rd edition. 2000 WB. Saunders
pp 717 – 730.
4. Van Hare G. and Dubin A : Electrocardiogram. In: Allen H., Gutgese II H., Clarck E. and
Dricsoll D (eds). Moss and Adams' Heart disease in infants, children and adolescents 6th ed.
2001. Lippincott Williams and Wilkins pp 425-443.
5. Ayabakan C, Ozer S, Celiker A, Ozme S: Analysis of 2017 Holter records in pediatric
patients. Turk J Pediatr 2000, 42: 286-93.
6. Crawford M, Bernstein S, Deedwania P, DiMarco J, Ferrick K, Garson A, Green L, Greene L,
Silka M, Stone P , Tracy C: ACC/AHA guidelines for ambulatory electrocardiography. J Am
Coll Cardiol 1999. 34: 912-948.
7. Kilic A, Ozer S, Turanli G, Ayabakan C, Celiker A, Ozme S: Dysrhythmia as a cause of
syncope in children without neurological or cardiac morphological abnormalities. Pediatrics
International 2002 44, 358-362.
8. Streiper M: Distinguishing benign syncope from life threatening cardiac causes of syncope.
Semin Pediatr Neurol.2005; 12:32-38.

Indian Pacing and Electrophysiology Journal (ISSN 0972-6292), 7(4): 204-214 (2007)

Ranya A. Hegazy, Wael N. Lotfy, “The Value Of Holter Monitoring In The
Assessment Of Pediatric Patients”

213

9. Steinberg L, Knilans T: Costs and Utility of tests in the evaluation of the pediatric patients
with syncope. Prog Pediatr Cardiol 2001; 13; 139-49.
10. Fitchet A, Stirling M, Burnett G, Goode GK, Garratt CJ, Fitzpatrick AP: Holter monitoring
vs tilt testing in the investigation of suspected vasovagal syncope: Pacing Clin Electrophysiol.
2003;26:1523-7.
11. Drago F, Santilli A, Turchetta A, Pompei E, Calzolari A.: Diagnostic usefulness of Holter
monitoring in pediatric fainting and syncope. Minerva Pediatr. 1989;41:235-9.
12. Massin M: Neurocardiogenic syncope in children: Current concepts in diagnosis and
management. Pediatr Drugs 2003; 5: 327-34.
13. Driscoll D, Jacobsen S, Porter C, Wollan P: Syncope in children and adolescents. J Am Coll
Cardiol 1997; 29:1039-45.
14. Baker RL, Koelling TM : Prognostic value of ambulatory electrocardiography monitoring in
patients with dilated cardiomyopathy. J Electrocardiol 2005. ;38:64-8.
15. Kawalec W, Zuk M, Bialkowski J, Pikulska-Orlowska H, Rudzinski A, Siwinska A, Sysa A,
Szydlowski L, Werner B, Czarnecki J, Erecinski J, Mackowska K, Olszanowski A.: The
significance of cardiac symptoms in patients referred to pediatric cardiology outpatient clinics.
Med Wieku Rozwoj. 2005;9:139-51.
16. Geggel RL.: Conditions leading to pediatric cardiology consultation in a tertiary academic
hospital. Pediatrics. 2004;114:e409-17.
17. Cava JR, Sayger PL.: Chest pain in children and adolescents. Pediatr Clin North Am.
2004;51:1553-68.
18. Lawrence PR, Delaney AE.: Chest pain in children and adolescents: most causes are benign.
Adv Nurse Pract. 2004;12:61-66.
19. Morey S :CC/AHA Guidelines for ambulatory ECG. Am Fam Physician 2000: 61: 884 –
888.
20. Ferreira J, Luis J, Mota P, Anjos R, Meneses I, Bonhorst D, Martins FM.: Holter
electrocardiography en pediatric cardiology: preliminary experience. Rev Port Cardiol.
1996;15:27-33.
21. Miller J, Zipes D: Management of the patient with cardiac arrhythmias. In: Braunwald E,
Zipes D and Libby P (eds). Heart disease. A textbook of cardiovascular medicine 6th ed W.B.
Saunders 2001; 700 – 763.
22. Jurkovicova O, Hluchy J, Cagan S.: Electrocardiographic Holter monitoring in patients with
ventricular pre-excitation: possibilities of its uses and pitfalls. Vnitr Lek. 1995;41:629-36.
23. Wolfe R, Driscoll D, Gersony W: Arrhythmias in patients with valve aortic stenosis, valve
pulmonary stenosis, and ventricular septal defect: results of 24-hour ECG monitoring.
Circulation 1993. 87(2 Suppl): I89-I101.

Indian Pacing and Electrophysiology Journal (ISSN 0972-6292), 7(4): 204-214 (2007)

Ranya A. Hegazy, Wael N. Lotfy, “The Value Of Holter Monitoring In The
Assessment Of Pediatric Patients”

214

24. Kuzevska-Maneva K, Kacarska R, Gurkova B. : Arrhythmias and conduction abnormalities
in children after repair of tetralogy of Fallot. Vojnosanit Pregl. 2005;62:97-102.
25. Guo Y, Zhou AQ, Li F, Huang MR, Yang JP, Li Y, Zhu M, Zhang HY.: Arrhythmia in the
long-term follow-up after intracardiac repair of tetralogy of Fallot. Zhonghua Er Ke Za Zhi.
2003 ;41:728-31.
26. Vukomanovic V, Stajevic M, Kosutic J, Stojanov P, Rakic S, Velinovic M, Sehic I,
Milovanovic V. Age-related role of ambulatory electrocardiographic monitoring in risk
stratification of patients with complete congenital atrioventricular block. Europace.
2007;9:88-93.
27. Tsuji A, Nagashima M, Hasegawa S: Long- term follow-up of idiopathic ventricular
arrhythmias in otherwise normal children. Jpn Circ J 1995; 59: 654-662.
28. Boudoulas H, Wooley C: The floppy mitral valve, mitral valve prolapse and mitral valve
regurgitation In: Allen H, Gutgesell H, Clark E, Driscoll D (eds). Moss and Adams' Heart
disease in infants, children and adolescents. 6th ed. 2001. Lippincott Williams and Wilkins: 947
– 970.
29. Bobkowski W, Siwinska A, Zachwieja J, Mrozinski B, Rzeznik-Bieniaszewska A,
Maciejewski J. A prospective study to determine the significanceof ventricular late potentials in
children with mitral valve prolapse. Cardiol young. 2002;12:333-8.
30. Wroblewska-Kaluzewska M, Piorecka- Makula A, Tomik A.: Arrhythmia and repolarization
in children with mitral valve prolapse. Wiad Lek. 2000; 53:513-7.
31. Sarubbi B: The Wolff- Parkinson - White electrocardiogram pattern in athletes:how and
when to evaluate the risk for dangerous arrhythmias. The opinion of the pediatric cardiologist. J
Cardiovasc Med (Hagerstown). 2006;7:271-8.
32. Lee PC, Hwang B, Tai CT, Chiang CE, Yu WC, Chen SA: The different
electrophysiological characteristics in children with Wolff- Parkinson -White syndrome between
those with and without atrial fibrillation. Pacing Clin Electrophysiol. 2004;27:235-9.
33. Zimetbaum P and Josephson M: The evolving role of ambulatory arrhythmia monitoring in
general practice. Ann Intern Med 1999; 130: 848-56.
34. Massin MM, Bourguignont A, Gerard P.: Study of cardiac rate and rhythm patterns in
ambulatory and hospitalized children. Cardiology. 2005;103:174-9.
35. Kus T, Nadeau R, Costi P, Molin F, Primeau R. : Comparison of the diagnostic yield of
Holter versus transtelephonic monitoring. Can J Cardiol. 1995;11:891-4.
36. Karpawich P, Cavitt D, Sugalski J: Ambulatory arrhythmia screening in symptomatic
children and young adults: Comparative effectiveness of Holter and telephone event recordings.
Pediatr Cardiol 1993. 14: 147-150.

Indian Pacing and Electrophysiology Journal (ISSN 0972-6292), 7(4): 204-214 (2007)

