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Abstract: This paper describes and verifies a non-invasive blood glucose measurement method using
a fiber Bragg grating (FBG) sensor system. The FBG sensor is installed on the radial artery, and the
strain (pulse wave) that is propagated from the heartbeat is measured. The measured pulse wave
signal was used as a collection of feature vectors for multivariate analysis aiming to determine the
blood glucose level. The time axis of the pulse wave signal was normalized by two signal processing
methods: the shortest-time-cut process and 1-s-normalization process. The measurement accuracy of
the calculated blood glucose level was compared with the accuracy of these signal processing methods.
It was impossible to calculate a blood glucose level exceeding 200 mg/dL in the calibration curve that
was constructed by the shortest-time-cut process. In the 1-s-normalization process, the measurement
accuracy of the blood glucose level was improved, and a blood glucose level exceeding 200 mg/dL
could be calculated. By verifying the loading vector of each calibration curve to calculate the blood
glucose level with a high measurement accuracy, we found the gradient of the peak of the pulse wave
at the acceleration plethysmogram greatly affected.

Keywords: fiber Bragg grating; pulse wave signal; blood glucose level; non-invasive measurement;
partial least squares regression; blood flow

1. Introduction

In recent years, the number of diabetic patients has been steadily increasing worldwide.
This increase has led to strong needs for a rapid, painless, risk-free self-blood-glucose measurement
method [1–3]. Research and development for measurement methods based on spectroscopy began
in the 1970s. It is well known that attenuated total reflectance [4] or near-infrared diffuse reflectance
spectroscopy [5] had been applied to realize non-invasive blood glucose monitoring, mainly for
diabetic patients. Since then, various developments have been made. A microwave measurement
system has been proposed to monitor blood glucose non-invasively. Microwave sensor technologies
were studied based on the frequency dependence of amplitude with the subject’s thumb being placed
at a fixed point on an open-terminated spiral-shaped micro strip line [6,7]. In the analysis method of
calculating the blood glucose level, a method of calculating blood glucose level with high accuracy
by applying artificial neural network (ANN) [8], partial least squares regression (PLSR) [9], and the
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like has been studied. In the measurement method using light, a method of calculating blood glucose
level by Raman spectroscopy has been reported [10,11]. In report of Spegazzini, Raman spectra were
recorded at regular 5 min intervals from the forearms of these volunteers, blood glucose concentrations
were calculated by using the improved concentration independent calibration (iCONIC) approach
with Raman spectra [10]. However, since these are methods of irradiating light on the body, there is a
danger that the measurement accuracy of the blood glucose level will be influenced by the surface
condition and body temperature of the skin of the subject. On the other hand, a measured method for
blood glucose with strain of pulse wave has not yet been reported.

The paper proposes a new non-invasive blood glucose measurement method, which is based
on a pulse wave signal detected using a fiber Bragg grating (FBG) sensor, which is a highly sensitive
strain sensor. A pulse wave is a measurement of a pressure change or a volume change of a peripheral
blood vessel propagated by a heartbeat. When the heart contracts and blood is ejected from the left
ventricle into the aorta, there is a change in the aortic pressure. Furthermore, this pressure fluctuation
is propagated to the peripheral artery, and it propagates as strain to the body surface on the radial
artery. The FBG sensor measures strain change due to pressure fluctuation. The signal of pulse wave
measured by the FBG sensor is defined as a “pulse wave signal”.

In this measurement method, the FBG sensor is installed at the radial artery of the wrist, and a pulse
wave signal is measured. The method is safe for the human body and does not involve the collection of
blood. Since the blood glucose level is the glucose concentration in the blood, the blood flow will change
owing to blood glucose level fluctuation and affect the pulse wave signal. If the FBG sensor can measure
the pulse wave signal fluctuation, then the blood glucose level can be measured. Herein, the result of
calculating the blood glucose level from the pulse wave signal measured using the FBG sensor and the
prospect of non-invasive blood glucose level measurement by this method are described.

2. Experimental Design

2.1. FBG Sensor System

In this experiment, an FBG sensor system (PF25-S01: Nagano Keiki, Inc., Tokyo, Japan) was
used [12]. This sensor system consists of an interrogator and an optical fiber. Figure 1 shows the
photo and schematic diagram of the FBG sensor system. Broadband near-infrared (NIR) light with a
wavelength range of 1525–1575 nm propagates through the optical fiber. Light reaches FBG sensor
1 through the optical circulator. The FBG sensor is a diffraction grating, in which the refractive index of
the core of the optical fiber varies at equal intervals and has an optical filter function. In this diffraction
grating, only a specific wavelength (Bragg wavelength) of NIR light from the light source is reflected,
according to Equation (1), depending on the diffraction-grating spacing:

λBragg = 2neffΛ (1)

where λBragg is the Bragg wavelength, Λ is the diffraction-grating spacing, and neff is the refractive
index inside the core. When distortion is applied to the sensor section, the diffraction-grating interval
changes, because of which the Bragg wavelength also changes. This Bragg wavelength shift is measured
by a Mach-Zehnder interferometer-type detection mechanism. The reflection light interferes in an
interferometer, in which the optical path difference is set to 3.3 mm. A beam splitter splits the light
into three components having phases that differ from each other by 2π/3 radians. The three phases
are detected by wavelength division multiplexing. Three pairs of detectors detect the phase shifts
of sensors 0 and 1, as shown in Figure 1. The signal for temperature correction of the measurement
environment is measured by the FBG sensor 0. The phase resolution depends on the sampling
frequency, which is 10 kHz. The FBG sensor measuring the pulse wave signal is shifted by 1.2 pm,
with a strain of 1 µε, and the measurement sensitivity is ±0.1 pm [13]. Using this system, the pulse
wave signal was measured as a continuous signal showing a wavelength shift with respect to the
time axis.
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Figure 1. Photo and schematic diagram of the fiber Bragg grating (FBG) sensor system. 

2.2. Pulse Wave Signal and Blood Glucose Level Measurement 

Four subjects, who are all healthy males in their 20s, participated in the study. To measure the 
pulse wave signals, the FBG sensor was attached to the subject’s skin at the radial artery of the radial 
artery with a medical adhesive tape. In this measurement method, the strain of the artery that has 
propagated to the body surface is measured, so the calculated accuracy of the vital sign measurement 
is not affected by the color of the skin of the subject. Figure 1 shows the appearance of a typical pulse 
wave measurement in this study. The subject was in the supine position, and the wrist was kept as 
high as the heart. The measurement was performed for 20 s.  

Blood glucose was measured using an invasive blood glucose sensor, AntsenseIII (HORIBA Co., 
Ltd., Kyoto, Japan) or FreeStyle Precision Exceed H (Abbott Japan Co., Ltd., Osaka, Japan). This blood 
glucose level is used as the reference blood glucose when the pulse wave signal is measured. The 
relative uncertainty of the invasive blood glucose values in this reference method is 3.3–6.5%, when 
the glucose concentration is in the range of 90–220 mg/dL. In this experiment, the measurements were 
performed 20 times when the subject was in the fasting state, and they were performed another 40 
times several hours after the subject had a meal. In the blood glucose level measurement experiments, 

Figure 1. Photo and schematic diagram of the fiber Bragg grating (FBG) sensor system.

2.2. Pulse Wave Signal and Blood Glucose Level Measurement

Four subjects, who are all healthy males in their 20s, participated in the study. To measure the
pulse wave signals, the FBG sensor was attached to the subject’s skin at the radial artery of the radial
artery with a medical adhesive tape. In this measurement method, the strain of the artery that has
propagated to the body surface is measured, so the calculated accuracy of the vital sign measurement
is not affected by the color of the skin of the subject. Figure 1 shows the appearance of a typical pulse
wave measurement in this study. The subject was in the supine position, and the wrist was kept as
high as the heart. The measurement was performed for 20 s.

Blood glucose was measured using an invasive blood glucose sensor, AntsenseIII (HORIBA Co.,
Ltd., Kyoto, Japan) or FreeStyle Precision Exceed H (Abbott Japan Co., Ltd., Osaka, Japan). This blood
glucose level is used as the reference blood glucose when the pulse wave signal is measured. The relative
uncertainty of the invasive blood glucose values in this reference method is 3.3–6.5%, when the glucose
concentration is in the range of 90–220 mg/dL. In this experiment, the measurements were performed
20 times when the subject was in the fasting state, and they were performed another 40 times several hours
after the subject had a meal. In the blood glucose level measurement experiments, blood glucose levels
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usually change with the oral glucose tolerance test (OGTT). In order to measure the blood glucose level,
which is close to the usual life, we chose a method to change the blood glucose level by meal. Figure 2
shows the time-series change in the blood glucose level of subject D. All of the subjects gave informed
consent before they participated in the study. The study was conducted in accordance with the Declaration
of Helsinki, and the protocol was approved by the Ethics Committee of Shinshu University (No. 3202,
Verification clinical trial with wearable vital sign measurement system.).
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Figure 2. The time-series change in the blood glucose level (subject D).

2.3. Blood Glucose Level Calculation Method

The pulse wave signal was filtered by a bandpass filter having a pass band of 0.5–5 Hz, and the
signal was processed in the first differential. To calculate the blood glucose level from the pulse wave
signal, the following four signal processing steps are necessary.

1. Division of the measured pulse wave signal at each peak by a 1-pulse pulse wave.
2. Averaging of a plurality of divided 1-pulse pulse wave signals.
3. Normalization of the vertical axis (wavelength shift) of the 1-pulse pulse wave.
4. Normalization of the horizontal axis (measurement time) of the 1-pulse pulse wave.

“1-pulse pulse wave” is a signal that is divided at the peak of a pulse wave and indicates a pulse
wave signal in single beat of the heart. These processes are important for canceling fluctuations in the
1-pulse pulse wave signal measurement caused by pulse rate and respiration, as well as fluctuations
due to the pressure of attachment the FBG sensor to the human body. For the pulse wave division,
the peak due to the beat of the heart was selected.

In the normalization of the wavelength shift in one pulse wave signal, the first peak value is
set to “1” , and the first valley value is set to “0” . The measurement time of the 1-pulse pulse wave
was normalized using two methods. The first is normalization with the shortest measurement time
(shortest-time-cut process). In this method, the measurement time is normalized by the shortest
measurement time (approximately 0.7 s in this experiment) among the divided 1-pulse pulse wave
signals. The signal at the back of the 1-pulse pulse wave is discarded, resulting in a reduction of the
information in the pulse wave signal. For example, when the measurement time of the 1-pulse pulse
wave signal is 0.8 s and the normalized time is 0.7 s, then the signal at 0.7–0.8 s is discarded. The second
normalization method for the measurement time is to normalize all 1-pulse pulse wave signals to
1 s (1-s-normalization process). First, the measurement time is multiplied by an arbitrary constant,
so that it is 1 s for the measured 1-pulse pulse wave. Next, a new point is created (linear interpolation)
on a straight line connecting the nearest two points from 0.1 ms, and a similar calculation procedure
is followed at the points of 0.2 ms, 0.3 ms, and so on to construct the 1-pulse pulse wave signal at
10,000 points within 1 s. By applying this normalization method for all 1-pulse pulse wave signals,
all of the pulse wave signals are normalized to 1 s.
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Using these signal-processed pulse wave signals and the reference blood glucose level,
a calibration curve for calculating the blood glucose level is constructed by PLSR, which is a
multi-variate analysis method. Since the reference blood glucose level (measured by the invasive
blood glucose meter) has a measurement error, PLSR is suitable. Pulse wave signals were used as the
explanatory variables, and the blood glucose levels, as measured by the invasive method, were used as
the objective variables. Principle component analysis was performed for the pulse waves, and a feature
vector called the PLS factor was extracted. In PLSR analysis, the objective variables (blood glucose
levels) are expressed by a linear combination of the latent PLS factor of the explanatory variables
(pulse waves). The residuals were used as the variables of the new model set for the next extraction
step until the predicted residues of the objective values reach their minima [14]. The optimal numbers
of PLS factors were tested statistically at a 5% significance level. The model set with the calculated
optimum number of factors is used as the calibration curve for calculating the blood glucose level.
In the validation of the calibration curve, pulse waves that were not used in the calibration were
substituted to calculate the predicted blood glucose levels. The standard deviation of the error
between this predicted blood glucose level and reference blood glucose level is the standard error of
prediction (SEP).

In addition, error grid analysis (EGA) [15] was used for validating the calculation of blood glucose
using this measurement method. EGA was used by Clark [16] to verify the clinical efficacy of blood
glucose sensors. A scatter diagram with the reference blood glucose level on the horizontal axis and
the blood glucose level calculated with the developed measurement method on the vertical axis is
divided into five zones, labeled A–E [15]. EGA can verify the clinical efficacy in zones A and B, but not
in zones D and E. We examine the proposed measurement method from the results of SEP and EGA.

3. Experimental Results and Discussion

3.1. Reference Blood Glucose Levels and Pulse Wave Signal of Each Subject

The pulse wave signal and reference blood glucose level were measured 60 times for each subject.
The calibration curve for calculating the blood glucose level was constructed with 50 measurements
(calibration data set), and the blood glucose level calculation was verified using the remaining
10 measurements (validation data set). Table 1 presents the calibration and validation data sets of the
reference blood glucose level of each subject. When each subject had meals while being measured,
blood glucose levels fluctuated from over 87 (subject C) to 139 (subject B) mg/dL.

Figure 3 shows a pulse wave signal subjected to a first-derivative process in addition to a 0.5–5 Hz
band pass filter, as well as a general acceleration plethysmogram. The acceleration plethysmo-gram
has five peaks labeled A-E corresponding to the beating of the heart [17,18]. The measured pulse wave
signal is very similar to the acceleration plethysmogram. Therefore, the signal measured by the FBG
sensor system is a pulse wave signal including the information of blood flow from the heart.

Table 1. Reference blood glucose data set.

Subject (Gender) Number of Measurements
Blood Glucose Level (mg/dL)

Maximum Minimum Average

Calibration Data Set

A (male) 50 178 80 119
B (male) 50 232 93 143
C (male) 50 176 89 127
D (male) 50 207 83 138

Validation Data Set

A (male) 10 153 82 113
B (male) 10 188 97 138
C (male) 10 164 89 115
D (male) 10 202 85 129
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Figure 3. Measured pulse wave signal and basic acceleration plethysmogram. (a) Pulse wave signal
measured with the FBG sensor; (b) Acceleration plethysmogram.

Figure 4 shows the processing of the pulse wave signals for subject D with the two signal
processing methods. The pulse wave signals are measured when the subject’s blood glucose
concentration was maximum, minimum, and around the average value. In Figure 4a, the shortest time
was 0.76 s; therefore, the pulse wave signal was cut at that time. Depending on the blood glucose
level, the shape of the pulse wave signal is different at 0.2–0.6 s for each subject. In shortest-time-cut
processing (Figure 4a), the measurement time points selected to be “0” for normalization are almost
the same (around 0.12 s), but this measurement time point is different in the 1-s-normalization process.
Therefore, in the 1-s-normalization process, a large difference appears in the slope of the peak at 0–0.1,
0.1–0.2, and 0.9–1 s. The shape of the acceleration plethysmogram depends on the blood flow and
the hardness of the blood vessel. Therefore, since the glucose concentration in the blood flow varies
depending on the blood glucose level, it is conceivable that the pulse wave shape is affected by the
glucose concentration. The blood glucose level will be calculated by measuring the shape change of
this pulse wave signal.
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Figure 4. Pulse wave signal in each signal processing method. (a) Pulse wave signals in the shortest-time-cut
process. (Blood glucose level, Min: 83 mg/dL, Max: 207 mg/dL, Ave.: 136 mg/dL); (b) Pulse wave signals
in the 1-s-normalization process. (Blood glucose level, Min: 83 mg/dL, Max: 207 mg/dL, Ave.: 136 mg/dL).

3.2. Blood Glucose Level Calculated by Calibration Curve

Since the blood flow changes with the glucose concentration, the blood glucose level is calculated
from the calibration curve. The calibration curve is constructed from pulse wave signals that are
subjected to the two signal processing methods, as described in Section 2.3. Figure 5 and Table 2
show the calibration curves, blood glucose level calculation, and EGA results for each subject in each
signal process. The EGA results of all the subjects are plotted in the clinically effective zones A and B.
However, SEP in the shortest-time-cut process was 26 mg/dL in subject D. Since the average blood
glucose level in the validation data set of subject D is 129 mg/dL, SEP is approximately 21%. This result
is remarkably poor.
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Figure 5. Calibration curve and validation results for calculated blood glucose level (Subject: D, shortest-time-cut
and 1-s-normalization processing). (a) Sub.D-calibration curve in Shortest; (b) Sub.D-validation result in Shortest;
(c) Sub.D-calibration curve in 1-s; (d) Sub.D-validation result in 1-s.

Table 2. Calibration curve and validation results for each subject.

Subject A B C D

Processing Method Shortest 1-s Shortest 1-s Shortest 1-s Shortest 1-s

Calibration result
SEC (mg/dL) 17 15 34 21 15 14 33 19

r 0.67 0.77 0.58 0.86 0.84 0.87 0.44 0.86
factors 4 4 4 4 4 4 4 4

Validation result
SEP (mg/dL) 20 10 23 16 7 12 26 14
A-zone (%) 60 80 80 80 100 100 50 90
B-zone (%) 40 20 20 20 0 10 50 10

On the other hand, in result of the 1-s-normalization process, the correlation coefficient of
the calibration curve of three subjects exceeded 0.8, and in the EGA result, 80% of the data or
more were plotted in zone A. Furthermore, SEP is 10–16 mg/dL, which is of the same level as the
measurement error of commercially available invasive blood glucose measurement systems. The SEP
of the 1-s-normalization process method was better than that of the shortest-time-cut processing,
as indicated in Table 2. This SEP result is 9–12% of the average blood glucose value in the validation
data set of Table 2. These results are very good for calculating blood glucose level.

The reason why the precision of blood glucose level calculation greatly differs by two signal
processes is verified. In Figure 5b, the blood glucose levels calculated from the reference blood glucose
levels 85, 121 mg/dL (“low” in the Figure 5b) and 187, 202 mg/dL (“high” in the Figure 5b) pulse wave
signals were 127, 165 and 145, 143 mg/dL, respectively. These calculated blood glucose levels vary
differ from the reference blood glucose level. In order to verify this cause, the calculated calibration
curve is confirmed. In Figure 5a, the data on the reference blood glucose level of approximately 85 and
125 mg/dL are overestimated, and the data in approximately 180 and 200 mg/dL are underestimated.
Therefore, the calibration curve that is constructed by this signal processing adversely affects the
calculation of the blood glucose level. This phenomenon also appeared for subject B.

On the other hand, in Figure 5d of the validation result in the 1-s-normalization process, the same
four reference blood glucose values are plotted around Y = X, and the blood glucose level is calculated
with high accuracy. Accordingly, SEP values were also better with the 1-s-normalization process.
The SEC value of the 1-s-normalization process for subject D is much better than those of the
shortest-time-cut process. The calibration curve shown in Figure 5c is also plotted around the axis
of Y = X. Therefore, in the 1-s-normalization process, reference blood glucose levels were correctly
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calculated. The data constituting these calibration curves are the same, and only the processing method
of normalization of the horizontal axis (measurement time) of the 1-pulse pulse wave is different.

3.3. Adequacy of Non-Invasive Blood Glucose Measurement

In Section 3.2, it was shown that the calculation of blood glucose level is better with the
1-s-normalization process than with the shortest-time-cut process. In order to clarify the influence on
the calibration curve by these processes, the loading vector of the PLS factor constructing the calibration
curve is verified. A normalized pulse wave signal for a blood glucose level close to the highest, lowest,
and average values for subject D processed by each normalization method is shown in Figure 4.
The normalized wavelength shift of the pulse wave signal in the shortest-time-cut process is 0 at
approximately 0.12 s for all of the blood glucose levels, and the pulse wave signal after approximately
0.75 s has been deleted. On the other hand, in the 1-s-normalization process, the measurement time of
the pulse wave signal at which the wavelength shift is 0 varies among different blood glucose levels.

Figure 6 shows the loading vector of each factor that is used for constructing the calibration curve
in each processing method for subject D. The loading vector indicates the dependence of each factor on
the calibration curve. The greater the absolute value on the vertical axis is, the more significantly the
wavelength shift at that time depends on the blood glucose level calculation. In Figure 6, the loading
vector at Factor 1 in each processing method is similar to the pulse wave signal. In the loading
vector of factor 2 (Figure 6b red line) of the calibration curve in “1-s-normalization process” with high
calculation accuracy, the absolute values are 0.07 s and 0.16 s on the positive and negative side,
respectively. The numerical value on the vertical axis at Factor 1 is 0 at 0.12 s. Therefore, the loading
vector of factor 2 affects the change in inclination around peak B in Figure 4b. These inclinations are
affected by the time-axis direction (horizontal-axis direction), since peak A in Figure 3b is normalized
to “1” and peak B is normalized to “0.” Furthermore, in the loading of the 1s-normalization process
in Figure 6b, Factor 1 has a large peak after 0.92 s, and Factor 2 has a large peak at 0.95 s. These are
the rising parts of peak A in Figure 3b. Therefore, normalized calibration curves that capture the
features of inclinations around peaks A and B is calculated the calculation of blood glucose level in
high accuracy.
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shortest-time-cut process; (b) Loading vector of calibration curve in the 1-s-normalization process.

On the other hand, in the loading vector of factor 2 (Figure 6a red line) of the calibration curve in
“shortest-time-cut process s” with low calculation accuracy, the absolute value is 0.3 s on the positive
side and 0.4 s on the negative side. It shows almost 0 at 0.07 and 0.16 s. At these measurement
times, the absolute value of loading of factor 3 (Figure 6a green line) is large, however this value
is smaller than the absolute value of factor 2 in “1-s-normalization process”. Therefore, the change
in inclination around the peak B in Figure 3b is not shown in each factor of the calibration curve in
“shortest-time-cut process”. In addition, the absolute values of factors 2, 3, and 4 after 0.7 s are large,
and this information has a big influence. However, in Figure 4a, since there are no characteristic peaks
after 0.7 s, information unrelated to the pulse wave signal is indicated in the factor. Since the rising
part of peak A in Figure 3b after 0.92 s has been deleted by “shortest-time-cut process”, the influence
of the pulse wave signal in this part is not included in each factor.

From the above, the calculation of the blood glucose level from the pulse wave signal is
greatly affected by signal processing on the “Measurement time” axis, which is a feature of the
“1-s-normalization process”. In the 1-s-normalization process, this influence of the time-axis direction
is well captured. The calculation of the blood glucose level is significantly influenced by the inclination
of the pulse wave signal around the peak A and B in Figure 3b. In other words, the blood glucose level
is not exactly the magnitude of the pulse; rather, it is significantly dependent on the blood flow in the
time-axis direction.

The causes of changes in the blood flow due to the blood glucose level may be as follows.

• More glucose was contained in blood after a change in the blood glucose level; consequently, the blood
flow changed because of a change in blood viscosity.

• Since glucose is sent into the body, the blood vessels expanded at the time of hyperglycemia, and the
blood flow changed.

Medical verification to confirm these causes is a future task.

4. Conclusions

This paper reported a revolutionary method of non-invasive blood glucose measurement using
an FBG sensor system. Pulse wave signals were measured for four subjects, and blood glucose
levels were calculated using two signal processing methods. Consequently, we found that the blood
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glucose level that was calculated with the shortest-time-cut process had poor measurement accuracy
above 200 mg/dL. The blood glucose level calculated with the 1-s-normalization process had good
measurement accuracy overall. Moreover, the acquisition of the slopes of peaks A and B of the pulse
wave signal from the loading vector of the calibration curve in each signal processing method improved
the accuracy of calculation of the blood glucose level. Lastly, we found that to calculate the blood
glucose level from the pulse wave signal with high accuracy, the blood flow should be considered.

Our results indicate that the blood glucose level can be reliably calculated from the pulse wave
signal measured by the FBG sensor. However, it is necessary to medically verify the relationship
between the blood glucose level and blood flow. When this relationship becomes clear, the calculation
of blood glucose level from the pulse wave signal would be theoretically validated.

To perform this verification, it is necessary to investigate the blood flow while the blood glucose
level is changing. However, it is not possible to measure the blood flow by performing incisions on
the subject. Therefore, we plan to use ultrasonic tomographic imaging equipment [19–21], which
can image the inside of the body from the outside, to measure the blood flow. In this experiment,
this device will be placed at the same location as the FBG sensor: the radial artery of the subject.
The subject's blood glucose level will be intentionally changed, and simultaneous measurements will
be performed using the FBG sensor and the ultrasonic tomographic imaging device. Then, the blood
flow and the diameter of the blood vessel will be measured using the ultrasonic tomographic imaging
device. The relationship between the measurements of the ultrasonic tomographic imaging device
and the shape of the pulse wave signal detected by the FBG sensor will be investigated for each blood
glucose level.

We have already reported that the pulse rate, respiration rate, and blood pressure can be calculated
simultaneously and continuously from the pulse wave signal that is measured using an FBG sensor
system [22–24]. If non-invasive blood glucose measurement is also included the abovementioned
list, an FBG sensor system can be used as a convenient multi-vital-sign sensor. For diabetic patients,
we aim for real-world implementation as soon as possible.

Acknowledgments: This work was supported by JSPS KAKENHI Grant Number JP16H01805 and the Wearable
vital signs measurement system development project at Shinshu University. This work was supported by a
Grant-in-Aid for the Shinshu University Advanced Leading Graduate Program by the Ministry of Education,
Culture, Sports, Science and Technology (MEXT), Japan.

Author Contributions: Hiroaki Ishizawa, Keisaku Fujimoto, and Shouhei Koyama conceived and designed the
experiments; Shintaro Kurasawa and Shun Chino performed the experiments; Shintaro Kurasawa and Shun Chino
analyzed the data; and Shintaro Kurasawa wrote the paper.

Conflicts of Interest: The authors declare no conflict of interest.

Ethical Statement: All subjects gave their informed consent for inclusion before they participated in the study.
The study was conducted in accordance with the Declaration of Helsinki, and the protocol was approved by
the Ethics Committee of Shinshu University (Project identification code: No. 3202, Verification clinical trial with
wearable vital sign measurement system.).

References

1. Ferrante do Amaral, C.E.; Wolf, B. Current development in non-invasive glucose monitoring. Med. Eng. Phys.
2008, 30, 541–549. [CrossRef] [PubMed]

2. Oliver, N.S.; Toumazou, C.; Cass, A.E.; Johnston, D.G. Glucose sensors: A review of current and emerging
technology. Diabet. Med. 2009, 26, 197–210. [CrossRef] [PubMed]

3. Robinson, M.R.; Eaton, R.P.; Haaland, D.M.; Koepp, G.W.; Thomas, E.V.; Stallard, B.R.; Robinson, P.L.
Noninvasive glucose monitoring in diabetic patients: A preliminary evaluation. Clin. Chem. 1992, 38,
1618–1622. [PubMed]

4. Heise, H.M.; Marbach, R.; Janatsch, G.; Kruse-Jarres, J.D. Multivariate determination of glucose in whole
blood by attenuated total reflection infrared spectroscopy. Anal. Chem. 1989, 61, 2009–2015. [CrossRef]
[PubMed]

http://dx.doi.org/10.1016/j.medengphy.2007.06.003
http://www.ncbi.nlm.nih.gov/pubmed/17942360
http://dx.doi.org/10.1111/j.1464-5491.2008.02642.x
http://www.ncbi.nlm.nih.gov/pubmed/19317813
http://www.ncbi.nlm.nih.gov/pubmed/1525990
http://dx.doi.org/10.1021/ac00193a004
http://www.ncbi.nlm.nih.gov/pubmed/2802155


Sensors 2017, 17, 2702 12 of 13

5. Malin, S.F.; Ruchti, T.L.; Blank, T.B.; Thennadil, S.N.; Monfre, S.L. Noninvasive prediction of glucose by
near-infrared diffuse reflectance spectroscopy. Clin. Chem. 1999, 45, 1651–1658. [PubMed]

6. Buford, R.J.; Green, E.C.; McClung, M.J. A microwave frequency sensor for non-invasive blood
glucose measurement. In Proceedings of the 2008 IEEE Sensors Applications Symposium (SAS-2008),
Atlanta, GA, USA, 12–14 February 2008; pp. 14–17. [CrossRef]

7. Guarin, G.; Hofmann, M.; Weigel, R.; Fischer, G.; Kissinger, D. Determination of sugar concentration in
aqueous solutions using ultra-wideband microwave impedance spectroscopy. In Proceedings of the 2013
IEEE MTT-S International Microwave Symposium Digest (MTT), Seattle, WA, USA, 2–7 June 2013; pp. 1–4.
[CrossRef]

8. Savage, M.B.; Kun, S.; Harjunmaa, H.; Peura, R.A. Development of a non-invasive blood glucose monitor:
Application of artificial neural networks for signal processing. In Proceedings of the IEEE 26th Annual
Northeast Bioengineering Conference, Storrs, CT, USA, 9 April 2000; pp. 29–30. [CrossRef]

9. Fujita, K.; Tamura, K.; Kaneko, W.; Morikawa, T.; Nguyen, L.T.; Ishizawa, H.; Toba, E. Noninvasive
measurement of blood glucose based on optical sensing and internal standard method. In Proceedings
of the 2005 IEEE International and Measurement Technology Conference (IMTC), Ottawa, OT, Canada,
16–19 May 2005; pp. 1433–1437. [CrossRef]

10. Spegazzini, N.; Barman, I.; Dingori, N.C.; Pandey, R.; Soares, J.S.; Ozaki, Y.; Dasari, R.R. Spectroscopic
approach for dynamic bioanalyte tracking with minimal concentration information. Sci. Rep. 2014, 4, 7013.
[CrossRef] [PubMed]

11. Pandey, R.; Paidi, S.K.; Valdez, T.A.; Zhang, C.; Spegazzini, N.; Dasari, R.R.; Barman, I. Noninvasive
monitoring of blood glucose with Raman Spectroscopy. Acc. Chem. Res. 2017, 50, 264–272. [CrossRef]
[PubMed]

12. Katsuragawa, Y.; Ishizawa, H. Non-invasive blood pressure measurement by pulse wave analysis using
FBG sensor. In Proceedings of the 2015 IEEE International Instrumentation and Measurement Technology
Conference (I2MTC), Pisa, Italy, 11–14 May 2015; pp. 511–515. [CrossRef]

13. Sano, Y.; Yoshino, T. Fast optical wavelength interrogator employing arrayed waveguide grating for
distributed fiber Bragg grating sensors. J. Lightwave Technol. 2003, 21, 132–139. [CrossRef]

14. Martens, H.; Neas, T. Multivariate Calibration; John Wiley & Sons: Montgomery, NY, USA, 1989; pp. 116–165.
15. Parkes, J.L.; Pardo, S.; Slatin, S.L.; Ginsberg, B.H. A new consensus error grid to evaluate the clinical

significance of inaccuracies in the measurement of blood glucose. Diabetes Care 2000, 23, 1143–1148.
[CrossRef] [PubMed]

16. Clarke, W.L.; Cox, D.; Gonder-Frederick, L.A.; Carter, W.; Pohl, S.L. Evaluating clinical accuracy of systems
for self-monitoring of blood glucose. Diabetes Care 1987, 10, 622–628. [CrossRef] [PubMed]

17. Ahn, J.M. Wave detection in acceleration plethysmogram. Healthc. Inf. Res. 2015, 21, 111–117. [CrossRef]
[PubMed]

18. Elgendi, M.; Norton, I.; Brearley, M.; Abbott, D.; Schuurmans, D. Detection of A and B Waves in the
Acceleration Photoplethysmogram. BioMed. Eng. Online 2014, 13, 139–158. [CrossRef] [PubMed]

19. Funamoto, K.; Hayase, T.; Shirai, A.; Saijo, Y.; Yambe, T. Fundamental study of ultrasonic-measurement-integrated
simulation of real blood flow in the aorta. Ann. Biomed. Eng. 2005, 33, 413–426. [CrossRef]

20. Funamoto, K.; Hayase, T. Reproduction of pressure field in ultrasonic-measurement-integrated simulation of
blood flow. Int. J. Numer. Methods Biomed. Eng. 2013, 29, 726–740. [CrossRef] [PubMed]

21. Kadowaki, H.; Hayase, T.; Funamoto, K.; Sone, S.; Shimazaki, T.; Jibiki, T.; Miyama, K. Blood flow analysis in
carotid artery bifurcation by two-dimensional ultrasonic-measurement-integrated simulation. J. Biomech.
Sci. Eng. 2015, 10. [CrossRef]

22. Kawamura, M.; Ishizawa, H.; Sato, S.; Koyama, S. Application to vital signs by fiber Bragg grating
sensing. In Proceedings of the SICE Annual Conference 2011 Final Program and Papers, Tokyo, Japan,
13–18 September 2011; pp. 2702–2704.

http://www.ncbi.nlm.nih.gov/pubmed/10471679
http://dx.doi.org/10.1109/SAS.2008.4472932
http://dx.doi.org/10.1109/MWSYM.2013.6697563
http://dx.doi.org/10.1109/NEBC.2000.842363
http://dx.doi.org/10.1109/IMTC.2005.1604387
http://dx.doi.org/10.1038/srep07013
http://www.ncbi.nlm.nih.gov/pubmed/25388455
http://dx.doi.org/10.1021/acs.accounts.6b00472
http://www.ncbi.nlm.nih.gov/pubmed/28071894
http://dx.doi.org/10.1109/I2MTC.2015.7151320
http://dx.doi.org/10.1109/JLT.2003.808620
http://dx.doi.org/10.2337/diacare.23.8.1143
http://www.ncbi.nlm.nih.gov/pubmed/10937512
http://dx.doi.org/10.2337/diacare.10.5.622
http://www.ncbi.nlm.nih.gov/pubmed/3677983
http://dx.doi.org/10.4258/hir.2015.21.2.111
http://www.ncbi.nlm.nih.gov/pubmed/25995963
http://dx.doi.org/10.1186/1475-925X-13-139
http://www.ncbi.nlm.nih.gov/pubmed/25252971
http://dx.doi.org/10.1007/s10439-005-2495-2
http://dx.doi.org/10.1002/cnm.2522
http://www.ncbi.nlm.nih.gov/pubmed/23757190
http://dx.doi.org/10.1299/jbse.14-00266


Sensors 2017, 17, 2702 13 of 13

23. Koyama, S.; Ishizawa, H.; Fujimoto, K.; Chino, S.; Kobayashi, Y. Influence of individual differences on the
calculation method for FBG-type blood pressure sensors. Sensors 2017, 17, 48. [CrossRef] [PubMed]

24. Koyama, S.; Ishizawa, H.; Sakaguchi, A.; Hosoya, S.; Kawamura, T. Influence on calculated blood pressure
of measurement posture for the development of wearable vital sign sensors. J. Sens. 2017, 2017, 8916596.
[CrossRef]

© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.3390/s17010048
http://www.ncbi.nlm.nih.gov/pubmed/28036015
http://dx.doi.org/10.1155/2017/8916596
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Experimental Design 
	FBG Sensor System 
	Pulse Wave Signal and Blood Glucose Level Measurement 
	Blood Glucose Level Calculation Method 

	Experimental Results and Discussion 
	Reference Blood Glucose Levels and Pulse Wave Signal of Each Subject 
	Blood Glucose Level Calculated by Calibration Curve 
	Adequacy of Non-Invasive Blood Glucose Measurement 

	Conclusions 

