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Background. M-Heath technologies are revolutionizing
cardiovascular (CV) medicine. However, a low-cost, user-friendly

multi-lead smartphone electrocardiograph is still lacking.

D-Heart® is a portable device that enables the acquisition of the

ECG on multiple leads via 6 electrodes (3 peripheral, 3 augmented

and two precordial leads -V2 and V5) which streams via Bluetooth

to any smartphone. ¢
Both high and low-income settings may benefit from a low-
cost/high-technology device.
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Figure 3. Distribution of R-E score points (D-Heart vs 12-lead ECG)
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