






single lead ECG analysis, 8 of these cases were reported 
as AF.  The Uni-G program uses only three leads for 
rhythm analysis, including V1 [9].  In the single lead 
ECG, V1 is replaced by an inverted lead I and possibly 
there was less atrial activity in this limb lead than might 
have been found in a true V1.  This can be seen in the 
example 12-lead ECG recording shown in Figure 2, 
where atrial activity is absent from lead I but visible in 
the augmented limb leads and chest leads. The equivalent 
single lead ECG shows no atrial activity in any lead due 
to being based on lead I only. 
 

 
 

Figure 2. A 12-lead ECG showing Atrial Fibrillation but 
wrongly reported as Sinus tachycardia with PAC(s). The 
single lead ECG from the same patient correctly reported 
Atrial Fibrillation. 

 
5. Conclusion 

This study has examined the potential usefulness of a 
new type of device which can record a single lead of an 
ECG for the purpose of detecting cardiac arrhythmias in a 
screening situation.  In this study, there were no cases 
where either the single lead or the 2-lead ECG reported 
pure sinus rhythm (without any other irregularity) so the 
software was 100% specific in detecting an arrhythmia. 
The accuracy of the software which could be incorporated 
in a device for single lead analysis was 89% for AF, 82% 
for sinus rhythm with PVCs and 90% for sinus rhythm 
with PACs.  The study also showed that if all limb leads 
could be recorded, the corresponding accuracies would be 
94%, 91% and 93% respectively, which is clearly better 
than the use of a single lead.   These results suggest that 
even a single lead automated ECG interpretation could be 
of value in a screening situation though the use of all limb 
leads would result in increased accuracy. 
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