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Preface

I have always been fascinated with learning more about the ECG, and
over the last eight years, | have felt a growing desire to learn more about
ECG interpretation. | feel that it is an essential tool that should be used
on a regular basis by medical personnel who care for patients. After
countless hours of study and the awareness that most people do not
have this much time to spend on this subject, | realized the need for a
“quick reference ECG recognition guide.” ECG changes can happen
quickly and decisions will need to be made “on the spot”. This book is
intended for this purpose because it can help the interpreter recognize
key elements on the ECG that are pertinent to different arrhythmias or
conditions. The book covers multiple ECGs with short descriptions of the
arrhythmias or conditions, the ECG changes that can occur, and the
clinical importance of each ECG change. The medical staff and physicians
that work in any monitored unit, especially the emergency rooms and
ICUs, should become more familiar with arrhythmias or changes that
could represent ischemia, infarction, or dangerous cardiac arrhythmias.
Hopefully, this handy pocket ECG guide will help make ECG identifica-
tion more commonplace.

I ' would like to thank the nurses in the stress testing department and
the ECG technicians at the Mayo Clinic. My two daughters, Alisa and
Haley, and other family members have been with me through the long
hours of being isolated in my office and they have supported and
encouraged me during this busy time. Without the loving support of my
husband, Mike, | would never have been able to start or complete this
project. | would also like to thank my stepfather and mother, Dr. and Mrs.
Edward H. Wyman, for encouraging me when they realized that | had a
passion for ECG interpretation in my early years of nursing.

Pam Bernath, RN, RN-C



x Preface

Pam Bernath is the major force behind this project that is designed to
provide an introduction to ECG interpretation. She identified an unmet
need for a simple text that would provide the basics of ECG interpreta-
tion for the many different healthcare providers that use the ECG on a
frequent basis. In thinking about the format of this book we were drawn
to the idea of providing an illustration oriented “field guide” for rapid
evaluation of ECGs. As a child | still remember pouring over Zim's Guide
to Butterflies and Moths (Golden Books, New York). | still have my
well-worn friend that accompanied me on afternoon and weekend day
trips to the country fields behind my house. After a short introduction,
the book covered each of the major butterfly families using drawings,
maps, and short paragraphs. This book is designed in a similar manner
with a short introduction followed by ECG examples and important
“keys” that help identify the critical diagnostic points. | hope that this
small pocket book will help you identify ECGs as you are “out in the
field,” just as Herbert Zim taught me the basics about butterflies
and moths.
| too would like to thank my family for putting up with lost weekends
and a somewhat distracted husband and dad. Finally, thank you to
Sumiko and Howard Kusumoto who encouraged a naturally inquisitive
son to look even more closely at the world around him.
Fred Kusumoto, MD



CHAPTER 1

Technical Issues

It is always a bit worrisome when the first chapter has such a dry and
uninspiring title, but it is extremely important to understand the
fundamentals of the electrocardiogram (ECG) before using the ECG as a
clinical tool. The ECG was originally developed over a century ago by
Willem Einthoven and has become one of the most important diagnostic
tools used for evaluating the heart. Very simply, the heart can be
compared to a pump with a primary function of transporting blood to
different parts of the body. “Control” of the pump requires an electrical
system and, in the heart, contraction of the chambers begins and is
controlled by electrical currents generated by cells with spontaneous
electrical activity (also called pacemaker activity). The electrical activity
produced by the heart causes small electrical changes on the skin that
can be measured using skin electrodes. Don't worry; with an average
voltage of 1 mV or less, your body won't power a flashlight. The
electrodes are connected to a recording machine with special electronics
that amplify and enhance the signal. In one subspecialty field of cardiology
called electrophysiology, instead of measuring electrical activity from the
body surface, electrical activity is measured directly from the inside of the
heart chambers using specialized catheters, that are essentially wires
coated with insulation and a metal electrode at the tip, inserted into one
of the vessels of the body and threaded to the heart itself.

Before we can talk about the ECG and the heart, we have to discuss
some extremely dry concepts that describe some of the technical issues on
how the ECG is obtained. Although this portion of the book can be
extremely mundane, details about electrodes, leads, and the ECG display
are important and form the basis for understanding the ECG. Perhaps
suffer through this first chapter with only a cursory read and come back to
this chapter after you have read some of the other portions of the book.

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Electrode placement

The ECG uses electrodes placed on the skin to measure the cardiac
electrical activity. Obtaining good quality images is essential for proper
interpretation and requires good and stable contact between the
electrode and the skin. As an interesting aside, one of the seminal figures
of cardiology, Augustus Waller (who provided the first comprehensive
discussion of electrical activity of the heart), used a mouth electrode
as a standard position, probably because this surface allowed
better conductivity of electrical signals. In the past, to improve electrical
conductivity, specialized gel was used between the skin and the
metal electrodes. Now almost universally in industrialized nations, the
electrodes are small specially designed disposable patches that have a
light adhesive that also acts as a conductor to optimize transmission of
the electrical signal from the skin to the ECG machine. Generally, the
ECG is recorded while the patient is lying on his or her back (supine
position) to avoid artifact introduced from body movement. Sometimes
patient conditions such as tremors (Parkinson’s disease) or interference
from other electrical equipment may make recording an ECG difficult.
Within the ECG machine itself are special electronics that amplify the
electrical signal and filter the electrical signal to “clean-up” the recording.
As will be described later, sometimes the ECG is recorded while the
patient is exercising on a treadmill. In order to reduce the artifact, these
specialized machines use additional electronic circuitry to remove the
excess noise introduced by body motion.

To obtain a 12 lead ECG, 10 electrodes are placed on the extremities
and the chest (Figure 1.1). One electrode is placed on each of the four
extremities: left and right arms and left and right legs. The extremities
can be compared to “extension cords” and the ECG signal will not be
affected by the exact position of the electrode on the extremity. In
contrast, placing a limb electrode on the trunk will lead to some changes
in the signals recorded by the ECG. The remaining six electrodes are
placed on the anterior chest in specific positions. Collectively the chest
electrodes are often called the precordial (the word comes from Latin —
prae, “front of,” and cor, "heart”) leads and usually referred to as V,
through V, moving from right to left on the chest. The V, electrode is
placed in the fourth intercostal space just to the right of the sternum and
the V, electrode is placed in the fourth intercostal space just to the left of
the sternum. The V, electrode is placed in the fifth intercostal space in
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(b)
Left arm
electrode -/J R

Right arm Chest Vi v
electrode electrodes 6
\Z Vs
Vs Vs
Right leg Left leg
electrode electrode
Figure 1.1:
(a): The location for the standard See the text for specific description.
10 electrodes used to record a 12 (Reproduced  with  permission
lead ECG. from FM  Kusumoto, Cardio-
vascular Pathophysiology, Hayes
(b): A close-up for the exact posi- Barton Press, Raleigh, NC, 2004.)

tions of the six chest electrodes.

line with the middle of the clavicle (collar bone). The V, electrode is
placed half way between V, and V,. The V, electrode is also placed in the
fifth intercostal space at the same level as the V, electrode but is located
on the left anterior axillary line. The left anterior axillary line is an
imaginary vertical line that extends from the front crease of the armpit
(axilla is the Latin word for “armpit” or “side”). The V, electrode is placed
at the same level as the V, and V, electrodes, but in the mid axillary line
which is an imaginary vertical line drawn from the middle of the armpit.
Electrodes should be placed in regions with no or minimal hair as hair
might prevent good contact between the skin and the electrode.
Electrodes are not placed on bones because bony tissue does not conduct
electrical activity as well as muscular issue. In women, the electrodes
should generally be placed below the breast (closer to the heart) but if
necessary can be placed on top of the breast if this position is closest to
the standard electrode position. Misplacement of the chest electrodes
will lead to significant changes in the ECG recordings.



4 ECG Interpretation for Everyone: An On-The-Spot Guide

Some experts have advocated additional chest leads that extend
around the back of the torso (V,-V,) or to the right chest (V,R, V.R, and
V,R) to provide a more complete measurement of cardiac electrical
activity. Although these additional lead positions may be extremely useful
in certain specific situations, for the purposes of this discussion the reader
should simply be aware that these additional electrode positions have
been described and might be encountered in the hospital.

Often continuous ECG recordings are obtained while the patient is in
the hospital to allow for rapid identification of cardiac problems. In this
case, the 10 electrodes required for the standard ECG (4 on the limbs and
6 on the anterior chest) can be cumbersome for a patient to have on at
all times so that depending on the system, 3 to 6 electrodes are placed
on the torso. Specialized algorithms are then used to “derive” a full 12
lead ECG in some systems. Although these recording systems are useful
for rapid evaluation of abnormal rhythms or marked changes on the
ECG, the full 12 lead ECG using 10 separate electrodes is generally
required for final interpretation of many abnormalities. For example, if a
person in the hospital develops chest pain or a sustained abnormal heart
rhythm, if possible, a standard 12 lead ECG should be obtained even if
their cardiac rhythm is being monitored.

Electrodes and leads

In order to measure any kind of electrical activity, two electrodes are
required so that the measuring device can measure the voltage difference
between the two locations. The ECG has traditionally used 12 electrode
pairs or leads to measure the cardiac activity of the heart.

The ECG leads are generally divided into the frontal leads that use the
extremity electrodes and measure electrical activity in a vertical plane,
and the precordial leads that use the six chest electrodes and measure
electrical activity in a roughly horizontal plane. Historically, the first leads
that were used are referred to by Roman numerals |, I, and Ill (Figure 1.2):
Lead | measures the voltage difference between the left arm and the
right arm electrodes (with the right arm the “negative” electrode), lead Il
measures the difference between the right arm and the left leg electrodes
(with the right arm as the "negative” electrode), and lead Ill measures
the difference between the left leg and the left arm (with the left arm
as the “negative” electrode). The right leg electrode is used as a ground.
The ground is important for defining the zero voltage since ECG leads
measure voltage differences rather than absolute values. From a practical
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Bipolar limb leads

) (+) )

Unipolar limb leads

o)

(+)

Figure 1.2:

The electrodes used for obtaining
the frontal leads of the ECG: |, II, Ill,
aVR, aVL, and aVF. Leads aVR, aVL,
and aVF are often called the unipo-
lar limb leads because they record
the voltage change in one of the

extremities relative to an averaged
value of the other electrodes.
(Reproduced with permission from
FM  Kusumoto, Cardiovascular
Pathophysiology, Hayes Barton
Press, Raleigh, NC, 2004.)

standpoint, the ECG machine uses the signal from the ground to help
filter extraneous electrical noise. The other three frontal leads are referred
to by the shorthand aVR, aVL, and aVF and one electrode (the positive
electrode) at the right arm, left arm, and left leg respectively compared
to a composite electrode that is the averaged voltage from the remaining
two electrodes. The small letter “a” is for “augmented” since the signal
obtained is augmented or larger because the second electrode used is an
averaged voltage from the other two limb leads.

Since leads |, II, lll, aVR, aVL, and aVF measure activity in the same plane
they are always considered together and traditionally represented by a
large circle with the negative electrodes for each of the leads aligned in the
middle of the chest (Figure 1.3). The positive electrodes extend outward in
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(a) Frontal plane leads

Frontal plane formed by
leads |, Il, and Ill and the
three unipolar leads

(b) Horizontal plane leads

Horizontal plane formed
by chest leads ﬂ

7

Figure 1.3:

(a): the limb leads with the nega-
tive terminals aligned in the center
of the torso fan out in a single
plane called the frontal plane.

(b): The precordial leads with the
negative terminal aligned in the

center fan out in a horizontal
plane that is perpendicular to the
frontal plane. (Reproduced with
permission from FM Kusumoto,
Cardiovascular ~ Pathophysiology,
Hayes Barton Press, Raleigh, NC,
2004).
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a circle in a single plane called the frontal plane. Specific orientations in the
frontal plane are defined by the degrees of a circle with the horizontal axis
toward the left is defined as 0° with positive values in the clockwise
direction and negative values in the counterclockwise direction. In this way
each of the extremity leads can be defined by a specific orientation: I, II, and
Il are 0°, 60°, and 120° respectively and aVR, aVL, and aVF are —150°, —30°,
and 90° respectively. One way that can help you visualize this is a compass
with North, East, South, and West equal to —90°, 0°, 90°, and 180°.

For the precordial leads electrical activity is measured between one of
the six chest electrodes and the sum of the left arm, right arm, and left
leg signals which is generally close to zero since the signals tend to cancel
out (Figure 1.2). The composite electrode is considered the negative
electrode and the electrode on the anterior chest as the positive electrode.
With the negative electrode placed in the middle of the torso, the positive
electrodes of the precordial leads fan out in a horizontal plane that is
roughly perpendicular to the frontal plane (Figure 1.3).

Although truthfully voltage differences are measured between two
electrodes, by convention the positive electrode of any electrode pair is
used to indicate the general orientation of a specific lead. Don't get too
wrapped up into positive and negative electrodes (as it does not help the
clinician very much), it is easier to think of the positive electrode as
the location of the “sensor” for a particular lead receiving input from the
heart. Thinking in this fashion the 12 leads of the ECG in the frontal and
horizontal planes provide a relatively comprehensive 3 dimensional
“sensor net” for evaluating the electrical activity of the heart. One useful
analogy is to compare the positive electrodes of an ECG to windows
located on different walls of a building. By looking through all of the
windows at the same time, the viewer (“peeping Tom?!”) can get a fairly
good idea of what is going on inside.

Clinically, the 12 leads can be grouped or divided based on the general
orientation of the positive electrode relative to the heart (Figure 1.4).
Leads Il, Ill, and aVF are collectively called the “inferior leads” since they
are oriented with the positive electrode “pointing upwards” and are in
the best position measure electrical changes occurring on the bottom of
the heart. Leads |, aVL, V,, and V, are called the “lateral leads” since they
best measure electrical activity on the left side of the heart, and leads V,,
V,. V,, andV, are called the “anterior leads.” Sometimes leads V, and V,
are further subclassified as “anteroseptal.” Lead aVR is the only lead that
is oriented on the right and best measures activity from the right side
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Frontal plane formed by
leads |, Il, and Il and the
three unipolar leads

..... Lateral leads:

Horizontal plane avL, I, Vs Ve
formed by

chest leads

Anterior leads: V1:V4 Inferior leads: II, Ill, aVF

Figure 1.4:

Combining Figure 1.3A and 1.3B anterior, inferior, and lateral.
and showing the positive elec- (Adapted with permission from
trodes as “sensors.” Notice that FM  Kusumoto, Cardiovascular

certain leads can be grouped Pathophysiology, Hayes Barton
together based on their general Press, Raleigh, NC, 2004.)
orientation relative to the heart:

(perhaps with a little contribution from leads Ill and V,). Grouping the
leads in this way is very helpful for identifying myocardial (heart muscle)
injury and localizing the region of damage.

Since the positive electrodes of the leads are oriented in different
positions around the heart, the shape of the deflections recorded on a lead
will give the clinician some clue of the direction of depolarization. The
electrical activity of cardiac cells is generally divided into two periods. When
the cell is excited it is depolarized and this leads to contraction in heart
cells. After a short period of time (about 0.4 seconds) the cell repolarizes
and the heart cell relaxes. The terms depolarization and repolarization can
sometimes be confusing but they come from the fact that at rest cells have
a negative charge and when the cell is excited the charge is approximately
zero (the cell has lost charge or has been depolarized).
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“Large”box:  “Small” box:
5mmx5mm 1Tmmx1mm

B :
FHAED IE IR AR i Rt

2"“Large”boxes=1mV

5“Large”boxes=1 second

Figure 1.5:

ECG paper is divided into 1mm x 5 large boxes (25mm) is equal to
Tmm “small” boxes that are one second and, in the vertical
grouped together in 5x5mm direction 2 large boxes (10mm) is
“large” boxes. At standard set- equal to 1 mV.

tings, in the horizontal direction,

Progressive activation of the heart cells leads to a wave of depolarization
that is measured by the ECG. By convention, when depolarization travels
toward the positive electrode a positive deflection is recorded and if the
wave of depolarization is travelling away from the positive electrode a
negative deflection will be recorded. Conversely if the direction of
repolarization is oriented toward the positive electrode of an ECG lead a
negative deflection will be recorded. To continue our earlier “window
and building” analogy, we can think of the electrical activity of the heart
as a person walking inside the building. As the person walks toward a
window in the front of the building, he appears larger (and the electrical
signal is positive), but from a window in the back, he is walking away so
he looks smaller (and the electrical signal is negative). In the next chapter
we will discuss the specific shapes of waves due to atrial and ventricular
depolarization and ventricular repolarization (we will also explain why we
cannot evaluate atrial repolarization).

Displaying the ECG

ECG recording paper is divided into “small boxes” that are Imm by 1 mm
and “large boxes” that are 5mm by 5mm (Figure 1.5). Usually the ECG
machine is set so that a 1 mV signal will lead to a 10 mm deflection in the
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Frontal leads Precordial leads

r_.,.'._.-\_.-.’\_n-\_.—.—v—v—‘,—u.— -ﬂ,—_—.-u—,—d.utm_;.lrzu_&_/-\__lr
I aVvR Vi va
1

r_.k./\_Ja_A__a SIS A Sl — J'/;_|J._/L_,|,_/
1 avL V2 V5
*

r_,__ S T A i S R BB R s -_._Js_/\_._q,ln_f»_._-.ln
Ve | % V6

i aVvF

Figure 1.6:

Top: The most common standard display of the ECG shows the 12 leads
as four columns and three rows. The first column displays leads |, II, and IIl.
The second column displays aVR, aVL, and aVF. The third column displays
V.. V,, and V,. The fourth column displays V,, V., and V,. In this way the
frontal leads are grouped as the first two columns and the precordial
leads are grouped as the second two columns. A standardization mark
(*) is always shown on the far left.

Bottom: A second standard display shows all of the leads one on top of
another usually in the following order: I, II, lll, aVR, aVL, aVF, V., V,, V,,
V,. V., and V,. Both the top and the bottom ECGs are from the same
person. Notice that the bottom ECG has smaller signals because it was
recorded at “half standard.” (Look at the standardization mark (*), a
1 mV signal made only a 5mm signal.)
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Anterior leads

(V1-V4)

L g | i |
| aVR Vi va! i '
i e { -} ,i = L| _._.."

] aVvL V2 | | V5
: ; . _ | b |

i avF WETHR | I
——

Inferior leads
(11, 111, aVF)

Figure 1.7:

Using the standard format combining Figure 1.4 and 1.6 that emphasizes
and groups the ECG leads that look at similar areas of the heart: The
inferior leads, the anterior leads, and the lateral leads.

ECG in the vertical direction. In the horizontal direction, the usual paper
speed is 25mm per second so that each large box (5mm) represents
0.20 seconds and each little box (1 mm) represents 0.04 seconds. The
settings of an ECG machine can generally be determined by looking for
a standard mark usually at the far left of an ECG, where a 1 mV signal for
0.2 seconds is delivered. If the ECG machine is set to its usual settings this
leads to a standardization mark signal that is 10 mm tall and 5mm wide
(Figure 1.6). If the paper speed is decreased to 12.5mm per second, the
signals become more compressed on the horizontal axis because each
large box represents 0.40 seconds and if the paper speed is increased to
50mm per second (10 large boxes equals one second), each large box is
0.10 seconds. In the same way if the voltage standard is halved then a
1 mV deflection leads to a 0.5mm deflection and the size of the signal
will be “squished” (Figure 1.6). In general these other settings are not
used for the 12 lead ECG.

Although monitors still use specially designed paper that produces
long “strips” of signals, for the sake of convenience and easier evaluation



12 ECG Interpretation for Everyone: An On-The-Spot Guide

of all 12 leads, 12 lead ECGs are generally printed on standard letter size
paper. Most commonly, the 12 lead ECG is displayed in four columns and
three rows (Figure 1.6). The first column shows |, I, and lll, the second
column shows aVR, aVL, and aVF, the third column shows V., V,, and V,
and the fourth column shows V,, V,, and V,. Just remember that the
first two columns are frontal leads and the second two columns show
the precordial leads. If the ECG is set at the standard paper speed, on
standard letter paper, the full ECG records 10 seconds of electrical activity
and each lead has 2.5 seconds of recording. A standard piece of paper is
279mm long or about 55 “large” boxes. Another format usually called a
rhythm strip shows a single lead for 10 seconds. Three to twelve leads are
shown one on top of another (Figure 1.6).

Using the standard format, the inferior leads (II, lll, and aVF) take up
the “bottom left corner” of the ECG, the anterior leads (V1-V4) are in
the “upper right corner”, and the lateral leads (V5,V6, |, and aVL) are
scattered all over (Figure 1.7).



CHAPTER 2

The Normal ECG

Before we can discuss the normal ECG, a quick review of the anatomy
and the function of the heart is essential to provide a framework for our
discussion. Unoxygenated blood from the body returns to the heart via
the large superior and inferior vena cavae. Blood from these large veins
enters into the right atrium and if the tricuspid valve is open the right
atrium is a large passive “passage way."” Atrial contraction causes a final
surge of blood to fill the right ventricle and as the ventricles contract the
tricuspid valve closes and the pulmonic valve opens and blood is expelled
from the heart and is pumped to the lungs (Figure 2.1). Once oxygenated
by the lungs the blood returns to the heart via the left atrium, and in a
process similar to the right, blood flows fills the left ventricle both
passively and actively when the left atrium contracts. When the left
ventricle contracts, the mitral valve closes and the aortic valve opens and
blood is expelled from the heart to the body. This process seems
extremely complex but is actually fairly simple if we think about cardiac
activity from two different vantage points. From the perspective of a
single blood cell, blood travels sequentially through the vena cavae, right
atrium, right ventricle, and pulmonary arteries to the lungs. Once
oxygenated the blood cell travels through the pulmonary veins back to
the left atrium, left ventricle, and finally is propelled into the aorta. From
the perspective of heart cells, there is near simultaneous activation of the
right and left atria and after a slight delay almost simultaneous activation
of the right and left ventricles. This sequential pumping process is
controlled by electrical signals generated by the heart that can be
measured by the ECG.

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Normal electrical activity of the heart

Atrial depolarization

Certain specialized cells exhibit spontaneous depolarization and are
called “pacemaker” cells. Although cells in the AV node, His Purkinje
system, and sometimes atrial and ventricular tissue exhibit spontaneous
activity, since the rate of spontaneous depolarization is highest in a
region called the sinus node, the sinus node generally serves as the prin-
cipal pacemaker of the heart.

The sinus node is a small spindle shaped structure located at the
junction of the superior vena cava and the right atrium. The sinus node
has spontaneous pacemaker activity between 60-100 beats per minute.
The sinus node receives nerve input from both the sympathetic and
parasympathetic autonomic system and this is why the heart rate varies.
With exercise, increased sympathetic input leads to an increase in the
rate of spontaneous pacemaker activity that in turn will lead to faster
depolarization of the atria and ventricles (and faster heart rates when you
measure the peripheral pulse). At night, increased parasympathetic input
leads to a slowing of the pacemaker rate. Sometimes this dynamic
interplay can be observed during breathing. As a general rule, with slow
inspiration the heart rate slows (check your own pulse) and with
expiration the heart rate increases (particularly if you do not immediately
take another breath). Although it initiates electrical activation, the sinus
node is so small that the current it generates cannot be seen on the
surface ECG (Figure 2.2).

Figure 2.1:
Basic diagram of blood circulation
in the body. Deoxygenated blood

oxygenated in the lung and
returns to the left atrium via the

returns to the heart from the
body via the inferior and superior
vena cavae. Blood enters the right
atrium and sequential right atrial
and right ventricular contraction
pumps blood to the lungs via
the pulmonary arteries. Blood is

pulmonary veins. Sequential con-
traction of the left atrium and left
ventricle pumps the oxygenated
blood into the aorta. Blood is
then distributed to the body and
the cycle repeats. (lllustration by
David Factor.)
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The pacemaker activity produced by the sinus node is propagated
through the atria, and since the sinus node is located “high and to the
right,” the right atrium is activated before the left atrium and the general
direction of atrial depolarization is “high to low” and “right to left.”
Depolarization of the atrial tissue leads to release of Ca?* ions from the
sarcoplasmic recticulum in the cells of the atrium that in turn causes the
heart cells to contract. On a larger scale, contraction of all of the atrial
cells leads to contraction of the atrial chamber and provides the final
filling of the right ventricle. It should be apparent that this is a fairly
complex process and that there is a small but measurable delay between
atrial depolarization and actual movement of blood (1. atrial cell is
excited; 2. Ca** ions are released; 3. atrial cells (chambers) contract; and
4. blood moves). Electrical activity generated by atrial depolarization
produces the P wave on the ECG.

Although depolarization of the sinus node cannot be seen on the ECG,
evidence that the sinus node is generating the electrical impulse can be
obtained by inspecting the shape of the P wave. If the sinus node is
“driving” the heart, the P wave is negative in aVR and positive in lead Il
("high to low” and “right to left”). Generally right atrial and left atrial
depolarization proceed in the same direction so that in a given lead the P
wave is positive or negative. Relook at Figure 1.6 from Chapter 1, and
notice that the small P wave is generally either all negative (lead aVR) or
predominantly positive (the rest of the leads). The common exception is
lead V. (Figure 2.3). In this case, right atrial depolarization travels “toward”
V, leading to an initial positive deflection, but sometimes a later negative
deflection can be observed because of left atrial depolarization. In fact if
you refer to Chapter 8, Figure 8.14 on left ventricular hypertrophy, you
will see that a large negative deflection in lead V, is an important indicator
of left atrial enlargement.

Right and left atrial depolarization is usually complete within 0.10
seconds so the normal P wave is 2-3 little boxes wide. The atria have a

Figure 2.2:

(a). The ECG deflections of (b). The specific points where
the different portions of the different portions of the heart are
heart and commonly measured depolarized in relation to the

intervals. surface ECG.
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Right Left
atrium atrium

Sinus
node Left oW

ventricle

Right
ventricle

Figure 2.3:

Atrial depolarization relative to leads V, and V,. Notice that since the
sinus node is located in the right atrium, the right atrium is depolarized
before the left atrium.

very small mass compared to the ventricles so the normal P wave is usually
less than 2.5mm (two and a half little boxes) tall. Atrial repolarization
generates voltages so small it is not seen on the ECG.

Atrioventricular conduction
(AV node, His bundle, bundle branches, and Purkinje system)
Once the atria are depolarized and the atria contract, blood is pumped
into the right and left ventricles. As has been mentioned, the speed of
electrical activity is much faster than the speed of blood, so to better
improve the timing of atrial and ventricular contraction, the electrical
impulse of atrial depolarization encounters the AV node where the con-
duction velocity is slowed. At this point, the atria are completely depolar-
ized and the ventricles are about to be depolarized. Since there is no
electrical activity that can be measured by the ECG (the electrical impulse
traveling through the very small AV node cannot be measured from the
body surface), an isoelectric period can be observed on the ECG (Figure
2.2). The duration of the isoelectric period will depend at least in part on
the speed of the electrical impulse through the AV node. For example, if
the electrical impulse is abnormally slow through the AV node, a long
isoelectric period will be observed.

After slow depolarization of the AV node, the velocity of activation
speeds up as the impulse travels through the His Purkinje system. The
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His Purkinje has several components (His bundle, right and left bundles,
Purkinje tissue) but all have similar electrical properties and are able to
rapidly conduct electrical impulses. The electrical impulse first travels
through the common bundle or bundle of His (named for its discoverer
Wilhelm His) and divides into a large left bundle that activates the left
ventricle and a thinner right bundle that activates the right ventricle.
The left bundle further divides into two major components: the left
anterior fascicle and the left posterior fascicle. The terminal portions of
these branching bundles and fascicles are a network of Purkinje tissues
that spread out as a net in the interior surface of both the right
and left ventricles. Although the His Purkinje system allows rapid
conduction and is extensive, its overall mass is relatively small so
activation of these tissues cannot be observed on the surface ECG. In
fact, abnormalities of components of these systems are deduced
because different portions of the ventricle are activated abnormally. In
general, the normal His Purkinje system allows the electrical impulse to
be "delivered” to large portions of the ventricle at nearly the same
time so that right and left ventricular depolarization can start simulta-
neously and blood can be efficiently and forcefully expelled from the
heart. If the His Purkinje system were not present or functioned
abnormally some regions would contract before others and blood
would not be pumped as efficiently.

Ventricular depolarization

Ventricular depolarization leads to a large deflection called the QRS
complex. Ventricular depolarization has historically been called the QRS
because it is made up of multiple components that are called Q waves, R
waves, and S waves. Since describing the shape and the components of
ventricular depolarization is very important, a common “language” for
describing the QRS complex has been developed and is important to
learn. Although the nomenclature can seem daunting, arbitrary, and
confusing at first, it is actually easily learned and applied. The first negative
deflection is called a Q wave, the first positive deflection an R wave, and
any negative deflection after the R wave is called an S wave. Capital let-
ters are used for large deflections and lower case letters for smaller deflec-
tions. In general larger deflections are produced because of larger mass or
a more uniform direction of depolarization. If the ventricles are depolar-
ized in several directions, the sum of their voltage as measured by the
ECG will be smaller due to canceling out of activity. The decision on



20 ECG Interpretation for Everyone: An On-The-Spot Guide

R-first positive deflection

Q-Negative deflection S-Negative deflection
before a positive deflection after a postive deflection

T/\‘ gR —/\/7 RS
Figure 2.4:

Nomenclature  for  ventricular ECG Interpretation: From Patho-
depolarization (QRS complex) and physiology to Clinical Application,
some examples. (Reproduced with Springer, New York, NY, 2009.)
permission from FM Kusumoto,

whether to use a capital letter or a lower case letter is often made by the
clinician. A completely positive deflection is called an R wave and a com-
pletely negative complex is called a QS complex. Additional positive and
negative deflections are described using a prime symbol: r’ or s" depend-
ing on whether an additional positive or negative deflection is observed.
Figure 2.4 shows some common complexes and their descriptors.

Normally the left ventricle has a larger mass than the right ventricle,
so that even though the right and left ventricles are activated
simultaneously the shape of the QRS complex is dominated by the left
ventricle. For this reason, the general direction of ventricular
depolarization in the frontal plane recorded by the limb leads is right to
left and “high to low"” (Figure 2.5).
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Figure 2.5:

The general direction of cardiac depolarization (in this case, lead II).
activation in the frontal plane is (Adapted with permission from
called the cardiac axis. The largest FM  Kusumoto, Cardiovascular

positive deflection will be recorded Pathophysiology, Hayes Barton
in the lead that is oriented most Press, Raleigh, NC, 2004.)
directly in the path of ventricular

The cardiac axis is used to more precisely calculate the direction of
ventricular depolarization. The value of the axis is given in degrees using
the lead alignment shown in Figures 1.3 and 1.4 in Chapter 1. A normal
cardiac axis can have a wide range between —35° and 110° but is usually
about 60°. The easiest way to calculate the cardiac axis is to remember
that the ECG lead that is “looking” most directly at the wave of
depolarization will have the largest positive deflection with smaller
positive deflections recorded as the recording lead “looks” at the wave
of depolarization from larger and larger angles. When the lead is
perpendicular to the wave of depolarization a biphasic signal that is first
positive and then negative is recorded (Figure 2.6). For most people, the
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Figure 2.6:

The shape of the QRS complex
will depend on the relationship
between the wave of cardiac
depolarization and the orientation
of the lead. If the lead is directly in
front of the depolarization wave
a large positive signal will be
recorded. As leads are oriented
away from the wave of depolariza-
tion, the size of the positive wave

will decrease and a terminal nega-
tive wave will be recorded as the
wave of depolarization is traveling
away from the lead. When a lead
is perpendicular to the depolariza-
tion wave an equally biphasic
wave will be recorded. When the
wave of depolarization is directed
away from the lead a negative
deflection will be recorded.
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largest QRS complex is observed in lead Il and a completely negative QRS
complex is often recorded in aVR (Figure 1.6 in Chapter 1).

If the axis is abnormally shifted to the right > 110° the largest positive
wave will be recorded in lead Il and if the axis is shifted to the left the
largest R wave will be in aVL. Traditionally large sections of texts have
been devoted to calculating the exact value of the QRS axis. Although
useful for making sure someone knows the basis of ECGs, from a clinical
standpoint estimating the general direction of ventricular depolarization
is all that is required. The general direction of ventricular depolarization
can be calculated by at least three different methods:

Find the lead with the largest QRS, and the mean electrical activation
travels in the direction of the lead. If 2 leads are about the same height,
the axis will be between these 2 leads.

Find the most isoelectric lead (most biphasic) and the largest QRS should
be perpendicular to this lead. The lead with the largest QRS represents
the general direction of the axis. Each limb lead has a corresponding
perpendicular limb lead to form a pair: lead | and lead aVF; lead Il and
lead aVL; lead Il and lead aVR.

The mean QRS axis can be calculated by the limb leads | and aVF. Keep in
mind the four quadrants that are divided by 90 degrees.

e If lead | is positive and lead aVF is positive, the axis is normal because
it falls between —30 to +110, which is the normal axis (normal
quadrant).

e If lead | is positive, lead aVF is negative, and lead Il is also negative, it
falls between —30 and —90 which is left axis deviation (left quadrant).

e If lead | is negative and lead aVF is positive, this is a right axis deviation
(right quadrant).

e If lead | is negative and lead aVF is negative, then this is extreme right
axis deviation (northwest quadrant (using our compass analogy in the
last chapter) or “no man’s land”).

Of these three methods, simply looking for the limb lead with the largest
R wave is generally sufficient and the easiest method to remember.
Although the QRS axis can be abnormal due to abnormalities of the
heart, it is also important to remember that the cardiac axis reflects the
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Figure 2.7:

In the horizontal plane, the more mass than the right ventri-

precordial leads generally record
two components of ventricular
depolarization. First septal activa-
tion proceeds from left to tight
and then a larger right to left
wave of depolarization is observed
since the left ventricle has much

cle. This second component of
ventricular activation is usually
much larger than septal activa-
tion simply on the basis of mass
(mass of the septum is small
relative to the rest of the left
ventricle).

position of the heart relative to the body so will also be affected by
conditions that change the position of the heart within the thorax. For
example, in chronic obstructive lung disease the heart may hang more
vertically in the chest and this leads to a more rightward axis even in the
absence of any abnormalities of the heart itself.

The shape of the QRS complex in the precordial leads can also vary
with the relative orientation of the ventricles in the chest cavity. Generally
the QRS complex in lead V, has an rS morphology. Initial septal activation
occurs from left to right (because the left bundle branches off “first”
compared to the right bundle) and since the left ventricle is usually
positioned behind the right ventricle a large negative deflection is
observed (Figure 2.7). In lead V,, the QRS complex will often have a small
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q wave due to “left-to-right” septal activation followed by a large
R wave due to left ventricular activation. Often the term R wave
progression is used to describe the relative sizes of the R waves in the
precordial leads. In lead V, and lead V, small r waves are present because
they represent septal activation, but the R wave becomes larger laterally
as it now represents left ventricular depolarization. The precordial leads
where the R wave and S wave are approximately equal is called the
transitional zone and usually occurs between leads V, and V,, with lead
V, being the most common site.

As has been mentioned, the His Purkinje system is important for allow-
ing simultaneous left ventricular and right ventricular activation. This phe-
nomenon can be seen in the ECG, despite the ventricle being significantly
larger than the atria and thus the QRS has a larger amplitude than the P
wave, the duration of the P wave and the QRS complex are normally fairly
similar — generally a little less than three little boxes or < 0.12 seconds.

ST segment

Once depolarized, the ventricles continue to contract for about 0.4 to
0.45 seconds to allow blood to be expelled from the heart to the lungs
or body. During this period, the ventricular cells are in their plateau phase
(they remain depolarized) so there are usually no electrical gradients that
can be measured by the ECG so that after the QRS complex there is an
isoelectric period often called the ST segment. As we will see later,
changes in the ST segment are important for identifying myocardial injury
and ischemia.

Ventricular repolarization

As ventricular contraction is completed, the ventricles begin to
repolarize and return to their baseline state to prepare for another
depolarization/contraction sequence. Ventricular repolarization pro-
duces the T wave. Ventricular repolarization is much more hetero-
geneous when compared to ventricular depolarization (which is
mediated by the His Purkinje system) and this leads to a T wave that
is more broad based and generally of lower amplitude (think
“squashed”) when compared to the QRS complex. It is an interesting
paradox that the normal T wave generally is in “the same direction”
as the direction of the QRS complex because depolarization proceeds
from endocardium to epicardium (“inside—out”) and repolarization
proceeds in the opposite direction from epicardium to endocardium
("outside—in") (Figure 2.8). Part of the basis for this apparent
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Figure 2.8:

Depolarization (Top) and repolari-
zation (Bottom) of the ventricles
as observed in the frontal plane.
Depolarization  occurs  almost
simultaneously because of the His
Purkinje system. Depolarization
occurs from endocardium to
epicardium and since the left
ventricle has a larger mass than
the right ventricle the overall
direction of depolarization is from
right to left and from the superior

portion of the ventricles to the
lower portion of the ventricles. In
general this leads to an axis of
approximately 60° so that a large
R wave is noted in lead I, an
RS complex is observed in aVL
(depolarization travels toward
and then away from this lead),
and a QS complex is noted in lead
aVR. Depolarization occurs from
epicardium to endocardium in a
more gradual fashion. This leads
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paradox is that the epicardial cells have a shorter action potential
duration than endocardial cells.

Timing of normal cardiac activity

In the first section of this chapter we focused on the shape of the various
waveforms but one of the important uses for the ECG is measuring the
timing relationship of different cardiac events.

Heart rate (R-R interval)

The most basic timing measurement of the ECG is the heart rate. Since
the pulse is generated by ventricular contraction, the distance between
two QRS complexes (the R-R interval) will provide an estimate of the
heart rate. Remember that each large box represents 0.20 seconds so
slower heart rates will be associated with larger distances between QRS
complexes. For example if the heart rate is 60 beats per minute, QRS
complexes will occur once every second and the QRS complexes will be
separated by 5 large boxes at the standard paper speed. If the heart rate
is 100 beats per minute only 3 large boxes or 0.60 seconds will separate
each QRS complex. One can do the math and calculate the exact heart
rate by using the formula:

Heart rate (beats per minute) = 60 / (the R-R interval in seconds)

This formula is accurate but can be rather cumbersome (and hard to
remember) in clinical medicine. Since the importance of determining the
exact heart rate is rarely clinically important, it is much easier to estimate
the rate by the following formula (Figure 2.9):

Heart rate (beats per minute) = 300 / (the number of large boxes
between two QRS complexes)

Figure 2.8: (Contd)

to an upright T wave in I, a flat QRS and T wave orientation is usu-
(slightly inverted in this example) in ally the same. (Reproduced with
lead aVL, and an inverted T wave permission from FM Kusumoto,
in aVR. Notice that since repolari- ECG Interpretation: From Patho-

zation is generally in the opposite physiology to Clinical Application,
direction than depolarization, the Springer, New York, NY, 2009.)
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e 5

RR interval

Figure 2.9:

Calculation of rate and common
intervals. In this case the QRS com-
plexes are separated by 4 large
boxes (R-R interval) so the rate is
approximately 75 bpm (300/4).
The PR interval is measured from
the beginning of the P wave to the
beginning of the QRS complex.
The QRS interval is measured from
the beginning of the QRS complex
to the end of the QRS complex.

PRinterval i=i—=:

QT interval

-~

“Two QT intervals are less
than the RR interval”

QRS ir{terval

The QT interval is measured from
the beginning of the QRS complex
to the end of the T wave. In gen-
eral the QT is normal if it less
than half the R-R interval (“You
can fit two QTs into one R-R").
(Reproduced with permission from
FM Kusumoto, ECG Interpretation:
From Pathophysiology to Clinical
Application, Springer, New York,
NY, 2009.)

So that if the QRS complexes are separated by two large boxes the heart
rate is 150 bpm, three large boxes yields a heart rate of 100 bpm, four
large boxes 75 bpm, and five large boxes 60 bpm. Finally, another very
simple way to estimate the rate is to remember that at a standard paper
speed of 25mm/s most 12 lead ECGs record 10 seconds of cardiac activ-
ity. Simply count the number of beats and multiply by 6.

In most cases the rate of atrial activity will be the same as the rate
calculated from ventricular depolarization (R-R interval) since the sinus
node is normally the “driver” of the heart and the AV node/bundles
conduct every atrial impulse to the ventricles. In some cases the atrial
rate will be slower than the ventricular rate either due to more rapid
ventricular depolarization or slower atrial activity due to abnormalities in
sinus node function. In both of these conditions there will be more QRS
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QT Qr U
Figure 2.10:
Measurement of the QT interval. the T wave. In this case a
The end of the T wave is best prominent U wave is observed
calculated by drawing a tangent that should not be included in the
line along the steepest portion of measurement of the QT interval.

complexes than P waves. Conversely, sometimes the atrial rate will be
more rapid than the ventricular rate because atrioventricular conduction
does not maintain a 1:1 relationship between atrial depolarization and
ventricular depolarization (more P waves than QRS complexes).

PR interval

The PR interval is measured from the beginning of the P wave to the
beginning of the QRS complex (Figure 2.2). The PR interval provides an
estimate of atrioventricular conduction and represents right atrial depo-
larization (remember AV node conduction usually begins near the end of
right atrial depolarization and at the same time left atrial depolarization
begins since the AV node is located in the interatrial septum between the
right and left atria), AV node depolarization, and His Purkinje depolariza-
tion. The normal PR interval gets longer with age, but for adults is < 0.20
seconds and is most commonly about 0.16 s (4 little boxes).
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QRS interval

The QRS interval is measured from the beginning of the QRS complex to
the end of the QRS complex and provides a rough estimate of the time
required for depolarization between the first portions of the ventricle to
be activated to the last portion of the ventricle to be depolarized. The
normal QRS interval is < 0.12 seconds (3 little boxes). Generally, the pos-
terior portion of the left ventricle closest to the spine is the last ventricular
site to depolarize although this can change if there is blocked conduction
in either the left or right bundle. In fact, the hallmark for identifying
block in one of the bundles is a widened QRS interval > 0.12 seconds
(Chapter 7, Figures 7.1 and 7.2; Chapter 8, Figures 8.1 and 8.2).

QT interval

The last commonly measured interval is the QT interval. The QT interval
is measured from the beginning of the QRS complex to the end of the T
wave. The end of the T wave can sometimes be difficult to measure
because the T wave has a much more gradual upslope and downslope
but drawing a tangent line along the steepest part of the descending
portion of the T wave has been advocated and accepted as the best way
to measure the QT interval (Figure 2.10). Most commonly the QT inter-
val is measured in lead Il although recent guidelines recommend using
the lead with the longest QT interval (usually lead V, or V,). Measurement
of the QT interval in leads V, and V, can be sometimes be more difficult
to measure because of a U wave. A U wave is a very low amplitude
signal that is probably due to rapid filling of the ventricles rather than
another wave of repolarization. It is usually seen as a positive wave in
leads V, and V, and is more commonly seen with slower heart rates.
Although there has been some disagreement in the past, since the U
wave does not appear to be due to ventricular repolarization most now
agree that it should not be included in the measurement of the QT
interval. The QT interval measures the time between the first ventricular
cell to depolarize and the last ventricular cell to repolarize, and provides
a rough estimate of the duration of the plateau phase of ventricular tis-
sue. As described in Chapter 6, Figures 6.7-6.14, the QT interval is pro-
longed in patients with electrolyte disorders, certain medications, and
may be congenitally long due to abnormalities of K* channels. The QT
interval is longer in women and decreases with rate. For this reason the
QT interval is usually corrected to rate by an algorithm and called the
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QTc where “c” stands for “corrected.” The most common method for
correcting the QT interval for rate is the Bazett's formula:

QTc = QT (seconds) / (R—R)"2

Where “R—-R" is the R-R interval in seconds. Several other techniques for
rate correction have been suggested but the Bazett's correction is the
most commonly used and the one provided by most automated ECG
algorithms. A QTc > 450 s in men or > 460 s in women have been used
as cut—off values for dividing normal and abnormal values but it should
be remembered that in reality the QTc can vary from many causes and
there is significant overlap in QTc intervals between patients with known
genetic disorders that cause QTc prolongation and the normal popula-
tion. An easy way to “get a feel” on whether the QT interval is prolonged
is to remember that in general the QT interval should be less than half the
R-R interval. Given the obvious difficulty in measuring the QT interval it
is not surprising that even cardiologists, who are physicians that special-
ize in heart diseases, often incorrectly measure the QT interval.



CHAPTER 3

ECG Interpretation Basics

Now we come to the art of evaluating the ECG and using it in clinical
context. Although computer analysis of the ECG has become far more
accurate over the past two decades, the ability to carefully interpret an
ECG remains an important skill in clinical medicine. However, although
the ECG may be extremely useful, it is important to remember that, at
best, the ECG provides supplementary information to a careful history
and physical examination.

Traditionally ECG interpretation is taught by sequentially calculating
the heart rate, measuring the cardiac axis, measuring cardiac intervals,
evaluating the P wave, the QRS complex, the ST segment, and then the
T wave. However, in clinical practice we appropriately focus on identify-
ing potential life-threatening problems first. In fact, we believe that, in
general, most of clinical training focuses on being able to distinguish
“very, very” sick from “not-so” sick. In these emergent and urgent situ-
ations the ECG is really useful for 1) evaluating abnormally fast and slow
heart rates and 2) identifying myocardial injury.

With this in mind, use the algorithm in Figure 3.1 for your initial
analysis of the ECG. First, make an initial assessment of the heart
rhythm. Make sure that P waves are present and that every P wave
results in a QRS complex, and, most important, that the overall heart
rate is between 50 and 110 beats per minute. If these statements are
true, then the heart rhythm is not life-threatening (although not
necessarily normal). The point here is that any heart rhythm with these
characteristics (P waves and QRS complexes with a 1:1 relationship at a
normal rate) should be able to provide sufficient blood flow to the lungs,
brain, and the rest of the peripheral circulation. Second, the ST segment
after the QRS complex should be evaluated. The ST segment should be
isoelectric — in other words, the segment separating the T wave and

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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T-P/PR/ST line ST segment elevation
T-P/PR/ST line ST segment depression
T-P/PR/ST line Isoelectric ST segment

Figure 3.2:
Evaluation of the ST segment. Use the T-P and PR segment (dotted line)
to estimate the level of an isoelectric ST segment. ST segment elevation
is an ST segment above this imaginary line, ST segment depression is an
ST segment below this line, and an isoelectric ST interval will be level and
near this line.

the P wave of the next beat (sometimes called the T-P interval and the
period when the ventricle is filling “passively” without atrial contraction),
the PR interval, and the ST segment should all be at the same level
(Figure 3.2). If the ST segment is elevated or depressed, particularly if
the patient is also complaining of chest pain or shortness of breath,
myocardial injury may be present. No mystery, no voodoo, and no
hocus pocus: probably 90-95% of emergent conditions in which the
ECG provides rapid information that requires immediate clinical
treatment is addressed by evaluating these two issues. If the rhythm is
normal and the ST segments are isoelectric (“Yes and Yes"),
interpretation of the ECG can take a more leisurely pace once the
patient has been attended to.

It is important to remember that a comprehensive analysis of
the ECG can have many components (Figure 3.3). In general, although
all of these components fall into three major groups: Evaluation of
the rhythm (Chapters 9-11), evaluation of ventricular depolarization
(Chapters 7 and 8), and evaluation of ventricular repolarization
(Chapters 4-6). The characteristics of a normal ECG are illustrated in
Figure 3.4.
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Yes and Yes

Components of ECG interpretation

Normal findings

Rhythm identification
(Chapter 9)

Evaluate ventricular
depolarization
(Chapter 7)

Evaluate ventricular
repolarization
(Chapter 4)

Upright P wave in Il
PRinterval <0.20 s

QRS narrow and negative in V1
Normal cardiac axis (-30° to 110°)
No abnormal Q waves
Normal QRS voltage

“Normal”T waves
Normal QT interval
(QTc < 0.45s M, < 0.47s W)

Figure 3.3:

Once a life-threatening arrhythmia
is ruled out and the presence of
isoelectric ST segments is con-
firmed, the ECG can be evaluated
in a systematic fashion. Although
there are many components to
a comprehensive interpretation of
the ECG that are beyond the
scope of this introductory text, in
general there are three essential
parts to ECG analysis. First, the
rhythm should be specifically iden-
tified. We have already done some
“triage” by identifying abnormally
slow or fast heart rhythms.
Second, ventricular depolarization

should be assessed. ECG findings
suggestive of abnormal ventricular
depolarization include a wide QRS
complex (>0.12 s), a QRS complex
that is positive in lead V,, abnor-
mal cardiac axis, and the presence
of Q waves. Third, ventricular
repolarization should be evalu-
ated. Again, the reader has already
done some triage by evaluating
the ST segment but other abnor-
malities of ventricular repolariza-
tion include abnormal T waves
(both inverted and peaked) and
delayed ventricular repolarization
(prolonged QT interval).
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The normal ECG

1. Rate should be between 50 and 110 bpm

2. A P before every QRS (Positive P in lead Il)

3. The QRS in V1 (MCL 1) should be narrow and negative (rS)

4. The ST segment should be isoelectric

5. The T wave should be the same direction as the QRS

Figure 3.4:

The characteristics of a normal
ECG. First, the P wave is upright in
lead Il and negative in aVR suggest-
ing that the atria are being depo-
larized by the sinus node. Every P
wave is followed by a QRS complex
with a PR interval of <.20 s, these
two findings confirm that the
AV node is functioning normally.
Second, ventricular depolarization
is characterized by a narrow QRS
complex (<0.12 seconds), which
suggests that the His Purkinje
system is functioning normally
with simultaneous activation of the
right and left ventricles. The cardiac
axis is approximately 60° with the

largest positive deflection in the
limb leads identified in lead II. The
precordial QRS complexes are nor-
mal with a predominantly negative
QRS complex in lead V,. A Q wave
in lead aVR (and sometimes in Ill) is
expected since ventricular depolari-
zation is traveling away from this
lead and small Q waves (< 0.04ms)
due to septal activation can be
seen in the lateral leads, particu-
larly V.. Repolarization is normal
with an isoelectric ST segment and
T waves that are in the same gen-
eral direction as the QRS in that
lead. The QT interval is normal and
less than half the R—R interval.



CHAPTER 4

Abnormal Repolarization:
ST Segment Elevation

You have come to this chapter in two ways. Either you identified ST
segments that are not isoelectric or you have identified abnormal T waves
(Figure 4.1). The ST segment and the T wave correlate with the plateau
phase and repolarization of ventricular myocytes respectively and are
particularly important for evaluation of the patient with chest pain or
other symptoms suggestive of myocardial injury/ischemia (ischemia
means that an organ is not receiving adequate amounts of blood and
comes from the Greek word iskhaimos: iskhein: “To hold back” and
haima: "blood”). It is important to remember that all three of these
repolarization changes (ST segment elevation, ST segment depression,
and T wave changes) can sometimes be observed on a single ECG and are
often related. Clinically ST segment elevation requires the most urgent
treatment and should always be the primary focus of the evaluation. In
other words, the leads that display ST segment elevation directs you to
the location and type of problem (“Where the money is”). If the ECG has
ST segment elevation, use the figures in this chapter to help you with the
diagnosis. If the ECG has ST depression only, recheck to make sure there
are no leads with ST elevation and go to Chapter 5, and if the ST seg-
ments are isoelectric and only the T waves are inverted, go to Chapter 6.
Very subtle ST segment elevation can be a normal finding in any lead,
particularly in V, and V. However, any ST segment elevation > 2mm in
leads V, or V, or ST segment elevation > 1mm in any of the other leads
should be considered suspicious for a cardiac abnormality. Use Table 4.1
to decide whether: 1) The ST segment elevation is abnormal? and 2) Is
the abnormal ST segment elevation due to myocardial injury?

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Figure 4.1:

Evaluation of abnormal repolari-
zation. If ST segment elevation
is present the specific lead
location(s) of the ST segment
elevation should be identified. ST
segment elevation associated
with  myocardial infarction is
localized to one of the regions
supplied by the major coronary
arteries (see Figure 4.3). In addi-
tion to the localization of the ST
segment elevation to a particular

region supplied by a coronary
artery, the presence of ST
segment depression in other
leads (so called reciprocal ST
segment depression) or Q waves
suggests myocardial injury as
the cause of the ST segment
elevation. Other repolarization
abnormalities include ST segment
depression (usually seen in the
lateral leads), or abnormal T
waves (See Chapters 5 and 6).
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Table 4.1: Factors determining whether abnormal ST segment is present and
whether abnormal ST segment elevation is more likely due to ischemia

Is abnormal ST segment elevation present?

(Yes to any questions means abnormal)

® |s ST segment elevation >2mm in V, and V,, or >1mm in the other leads?
® |s the ST segment elevation present in two “adjacent” (contiguous) leads?

Is the abnormal ST segment elevation due to myocardial injury?

(Yes to any questions means that myocardial injury is a likely cause)

® Does the ST segment elevation correspond to a region supplied by a
coronary artery (anterior, lateral, inferior)?

® |s reciprocal ST segment depression present?

® Are the T waves also inverted?

® Are Q waves present?

ST segment elevation is the hallmark ECG finding for patients who
have total occlusion of one of the major coronary arteries that supply
blood to the heart (Figure 4.2). In this case continued myocardial injury
can lead to myocardial infarction (Ml)-more commonly called a “heart
attack.” (The word infarction comes from the Latin word “infarcire”
which means to “plug up.”) The main reason for quickly identifying the
presence of ST segment elevation is that several landmark studies have
demonstrated the importance of reestablishing blood flow via either
drugs to dissolve the clot (thrombolysis) or mechanically opening the
artery (usually by taking the patient directly to the cardiac catheterization
laboratory where cardiologists can restore blood flow with a variety of
special techniques including balloons that dilate the narrowed area). In
fact the data is so compelling for STEMI or “ST segment elevation
myocardial infarction,” hospitals in the United States are now being
“graded” on the timeliness and their response to this condition.
Myocardial infarction can also occur in the setting of ST segment
depression and T wave changes (usually T wave inversion), and the
clinical term for these conditions is NSTEMI or “non ST segment elevation
myocardial infarction.” The terms ischemia, injury, and infarction have
traditionally been used to distinguish increasing degrees of severity based
on ECG findings. “Ischemia” was characterized by ST segment depression
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S

Lipid plaque

Figure 4.2:

Schematic for the development
of myocardial ischemia/injury/
infarction. A lipid plaque ruptures
and thrombus (blood clot) forms
at the exposed tissue/lipid. If the
thrombus completely occludes
flow, the patient develops a myo-
cardial infarction (usually charac-
terized by ST segment elevation)
in the downstream myocardium

S

Plaque rupture

S

Thrombus
Formation

(shaded area). Sometimes the
clot does not completely occlude
blood flow, but severe limitation
of flow prevents sufficient blood
to be supplied to the affected
area (ischemia). (Adapted with
permission from FM Kusumoto,
Cardiovascular  Pathophysiology,
Hayes Barton Press, Raleigh, NC,
2004.)

or T wave changes, “Injury” was characterized by ST segment elevation
without Q waves, and “Infarction” characterized by abnormal Q waves
and ST segment elevation or depression. Now the diagnosis of myocardial
damage is generally made by identifying abnormal amounts of cardiac
proteins such as troponins in the blood. But the ECG is still used to
distinguish myocardial infarctions associated with ST segment elevation
(STEMI) and myocardial infarctions with any other ECG findings (NSTEMI).
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One of the important hallmarks of ST segment elevation associated
with a Ml is localization of the ST segment elevation to a specific anatomic
distribution. In most people there are three major coronary arteries that
supply blood to the heart (Figure 4.3). The right coronary artery supplies
blood to the inferior wall. The left main coronary artery almost
immediately (usually within 1 or 2cm) splits into a left anterior descend-
ing coronary artery supplies blood to the anterior wall, and a circumflex
coronary artery supplies blood to the lateral wall. Complete occlusion of
a coronary artery will generally lead to ST segment elevation in the leads
that “look” directly at these areas. In many cases “reciprocal” ST depres-
sion will be observed in the other leads. The presence of a Q wave (initial
negative deflection in the QRS complex) in a lead with ST segment
elevation is very suggestive that a myocardial infarction is present.

As will be illustrated in the rest of the chapter, Ml is associated with ST
segment elevation in groups of leads (anterior: V, to V,; inferior: II, lll, and
aVF; lateral: I, aVvL, V, and V), depending on the site and extent of injury.
As a corollary to this point, ST segment elevation due to myocardial
infarction should be observed in several leads within a given lead group.
Another commonly used way of emphasizing this important point is that
significant ST segment elevation should be observed in two contiguous
leads (leads that are roughly adjacent to each other). For further evalua-
tion of ST segment elevation, it is easiest to consider the location (s) of
the ST elevation: precordial (anterior and lateral), Inferior, both precordial
and inferior, and only in aVR.

One specific point about anterior ST segment elevation requires special
emphasis. Anterior ST segment elevation, particularly in leads V, through
V., can be present in almost any condition that is associated with a
wide negative QRS complex in lead V,. The most common example is left
bundle branch block. The specific ECG characteristics of conditions
associated with a wide QRS complex are covered more extensively in
Chapter 7, but in general anything that causes abnormal ventricular
depolarization will cause abnormal repolarization including changes in
the ST segment that can make evaluation of ST segments extremely
problematic and often useless. As always the clinician should make
decisions based on the patient’s symptoms and “Hope for the best, but
prepare for the worst.”
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Anterior Wall

Inferior wall
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Figure 4.3:

Localization of ST segment
elevation in relationship to the
affected coronary artery that is
occluded. If the left anterior
descending artery is occluded ST
segment elevation is usually seen
in the anterior leads V,-V,. In
most people the circumflex artery
often has one or two large obtuse
marginal arteries and occlusion of
one of these arteries leads to a

lateral wall myocardial infarction.
ST segment elevation is usually
seen in the lateral leads |, aVL, V,,
and V,. The right coronary artery
supplies the inferior wall in most
people, so that occlusion leads to
an inferior wall  myocardial
infarction. ST segment elevation
is observed in the inferior leads Il
IIl, and aVF.



44 ECG Interpretation for Everyone: An On-The-Spot Guide

ww -1 IS
STL'0 <SHO
x3|dwod ysi
awoipuAs
epebnig

SABM | PILIBAU]

uolissaidap Yd anem 9 anem D oN
aAem D ON Lpadwny, i9NEM D buibbes,
buibbes, ww -1 1S Jpadwny, wwz-1 1S

ww -1 1S STL'0>SHO wwo-1| IS STL'0>SHO
SZL'0<SYD xa|dwod yb SZL'0>SYD xajdwod ybioy
xa|dwod yioyb  (BuinjoAz)  x3|dwod $P 10 S uoneziejoday

snipiedlad 1aeju| Kanfu) Aaeg
j—/’ ON-EN
SABM | palIaAU|
ww-1 1S

ww -1 1S STL'0>SHO wwo-11S wwz-1 1S
SZL'0 <S40 x3dwod sp STL'0>SHO SZL'0>SHO
x3|dwod 105D  wskinduy  x3jdwod §pI0Ss  x3dwod Su
da4a1 aejU| Aanfuj JewioN

Sk ok

Uo1eAS[T JUBWH3S |G [elpiodaid



Abnormal Repolarization: ST Segment Elevation 45

"uoieAs|e JUBWBaS |S asned os|e ued 1eay syl buipunouns
JBS DY} JO UONEWWEe|Ul 91NJe S| I3y} I3YM UOIIPUOD
e (LZv 2inbiy) siupiedusd ‘UOIIPPE Ul CUSW  UBDLIDWY
uedlLy Ul uowwod Ajejnoiied s pue saaem | juauluwold pue
uoneA3® 1UBWHaS |S [eldle| YlM palenosse S| (91 ainbi4)
uoneziejodal Aes pajed ulened dyads vy -sanijigissod
[PUOIIIPPE SWOS UIM pPa1enosse a1 °A pue A spes|
|elpJodald [e1s1e| Syl Ul UONeA3[d 1USWBas |S uoldielul
[PIPJEDOAW B 10} SDUBPIAS SI pUB [euLIouqe s "A—"A Spes)| Jou
-9)Ue 2y} JO AUe Ul (210U JO UOIII3|}ap 9AIEHSU [BIlIUl) 9ABM
O e Jo 2dussaid ay] "seAem | ab.e| usAS aindsgo Aew pue
adeys ,padwny,, e buiney Se paguLISIP U9 USLO Sey pue
WG < S9WIBWOS ‘Jusulwoid Ajpwaixa aq Aew uoidiejul
[EIPJEDOAW  [|[EM JOLISIUE UB UMM P3}BIDOSSE  UOIIeAS|D
JusWbas ]S |yl "wwiz ueyy ss9| Ajjensn st ing usw bunoA

ur Apenoiied ‘Jueliea [ewlou e se usds aq ued ‘A ybnoiyl
‘A Ul uoneasps uswbas | parejos| “paliwl| Aiey Ajjeisushb
si sisoubelp [enuasayip ayr (‘A ybnoiyl ‘A) spes| Jousiue
9y Ul Juasaid AjUo S| UOIRASID JUBWBAS | S BYl IaYM SUOI}
-enyis Ul (9]¢ pue Gy saanbid) ‘A Ui uoneas|s Juswbas 1§
pue (3ABM 1) UOII3|}3p aAIlsod [eullIS) B AQ paziisideleyd
SI 1eyl sawolpuAs epebnig Jo sduasald sy si buipulj Jaiel
yanw v *(£Z't 24nbi4) onewsjqoid Apwanxs ag ued 310|q
YduelIqg 3|punq 43| 40 9duasaid dY3 Ul uoidieful [elpied0Aw JO
UoIeIIIIUSPI 5D 108} U] "UOWWOD AISA S| UOIIBAR|D JUBWH3S
1S bulAuedwodde pue juasaid agq Aew 3>0|q ydueiq s|pung
143] aniebau Ajueuiwopaid pue apim s ‘A pes| Ui SYO a3 4
"UOIAS|S JUBWBaS | S aAeY 1ey) spes)| [eiplodald diynads ayy
a1enierd (z pue ‘A 1e Ajjeaipads 30oj (| 01 [nyasn Alpwaiixe
S|} POAISSQO S| UONEAS|D usWbas |S |elplodald UsypA

'y 2anbi4



\ AAB Y11

sabueyd |edoididal oN
JuUBWHB3S |G 211I3[R0S|

(ww z > Ajjensn)
uoeAd|d 3uawWbas 1S PN

/ A0 ‘EA
+ TA'LA
(9nem D ON)
9NeM Y
|e1das [lews

Kinfuy jeipiedoAw 01 anp 10N
UOI1BAD|D JUSWH3S |G ,|eWION,,

UOI1RAS|T JUSWIHBAS | |elplodald

46 ECG Interpretation for Everyone: An On-The-Spot Guide



Abnormal Repolarization: ST Segment Elevation 47

‘sisouboud [ed1uld sbueyd 30U SI0p UOIRAI|D
Juswbas |S ,ewlou, jo dussaid Byl :sanss| [eawul]d

"PaAIaSCO aq 10U ||IM Uoissaldap Juawbas
1S [e>0idpal pue sanM ) |BWIOUCGE UMM  Pa}eIdosse

90 10U ||IM uofeAd|d Juawbas | ,|ewlonN,, “buipulj [ew.ou
e aq Aew (pjo sieak oy ueyy J9BUNOA UBW Ul WWIG'Z >) A
10 °A Spe3| Ul Wi Z > UoneAIJd Juswbas |§ Jousiuy 93

‘usw bunoA ui Ajzgjnoipied ‘paniasqo
9g Aew uoneas| juswbHIs |S |elpiodald :punoibdpeg

G 2anbi4



48 ECG Interpretation for Everyone: An On-The-Spot Guide

(PIIW) €A JAe
uoneAd|d Juawbas s A
IN-VA

anem | ybudn JO0H,
SA A Ae

(PIIW)
uoneAs|s Juawbss |

\
S

anem ] ybudn

SABM D ON

ENLA VA LA yne

uonezuejodal AjJes 03 snp
UOIIBAD|D JUBWH3S |G ,|BWION,,

UOoI1eAD|7 JUSWIBSS | S |eIpJodald



Abnormal Repolarization: ST Segment Elevation 49

fsld Jaybiy
e 9gq Aew oym uonezuejodas AJes yum siusned jo
dnoub |lews A1oA 3y A{3uspl 0} PasN 94 UBD 1Byl S1S9} OU dJe
aJ1ay3 Ajpuaiin)d “uoneindod |esausb sy} 03 pasedwod uaym
SelWyAyLIE JBINDLIUSA O} SNP U1eSp DBIPJED USPPNS Ylm
syuaned ul uowwod ajow Apybls g Aew uoneziejodsi
Aldea 1eyr 31s9bBNnS 3Byl S9IpNIS ||PWS SWOS e 3y}
ing ‘ubiuaqg Ajlensn si uonezuejodas Ae3 :senss| [eaurd

“Juasaud
10U ale Sanem ) pue panIasqo Ajpusnbaly si xe|dwod SYO
9U3 O uoIuod |eullIa) By} 38 (3O0Y JO) UYdIoU Y "Spes| quui|

9y} Ul WW G Q> pue spes| |eipJodaid sy} Ul wiw g > Ajjensn
SI'1INQG ‘WW G 0} WW G 0 Wolj sabuel uoneas|s Juawbas |
3YL "PA Ul 15318316 UaLO SI 3 °A 0} ‘A spes| [eipiodaid ayy
ul Ajjensn ‘eaem | oy pue juiod [ 8y} usamiaq sdueseadde
buibbes Apybrs ‘piemdn sAedUOD B aney ||IM JUSWDIS
1S 9y "usw bunoA Jo 9,06 Ul Spes) |eipiodald 1ybu ayi Jo 7
15e9] 1B Ul WW | < pa1eAd|d 3 ||IM (JUSWBas 1S ayl pue SYd
2y} usamiaq uonoun( ayy) julod [ ay| "Spes| |elale|oLsue
9y} ul jusulwoid jsow ase sebueyd IS 8yl :HD3

‘suedlRWy uedlyy Ajejnoied
‘usw BunoA Ul jueueAa |ewlou e SI S|yl :punoibpeg

19y 24nbi4



50 ECG Interpretation for Everyone: An On-The-Spot Guide

(ww g > A|jensn)
uoneAa|s uawbas | S pIN
/ YAJIO“EN'TA

X

9ABM D ON

SHO °pIM

Ainfu] [eipiedoAw 01 anp 10N
320|g Youelig [opung woiy buiuspim SYO 031 anQ

Spea7 J0LRIUY UOIIRAS|] JUSWHBAS | § |elplodald



Abnormal Repolarization: ST Segment Elevation 51

‘eipledApelq yum sws|qoud
2ININJ JO 3SI PIsea.dul Ue YUM PIJeIDoSse 3q Ued 30|q
youeuq a|pung Jo asuasald syl ybnoyije palinbai si sebueyd
JuBWbH3s | S By} J0J JusWIeal) DIydads ON :isanss| |edtuld

“(9AnebaU S SYO Byl Jo uoiod [UILLIS) BU1 813YM ‘Bsed
SIY} Ul se o ‘aAnebau Ajpunus si SYO Syl 2uaym pes| Aue
ul panIasqo aq Aew uoneAs|d Juswbas S uasaid S 3o|q

Youelq B|pUNg O} AN UOIEZIR|Odap [BULIOUCe UBUYA A
pue ‘A Ul PAISSQO S| UOIEAS[S JUWBaS 1§ (¥20]q Jejndnse)
Jola1ue 13| pUB ¥POjq Ydueiq djpung ybu) ssjpung siy Ul
UOIINPUOD [euioude Yum juaiied e jo ajdwexa siy} U] 153

‘sabueyd Juswbas
1S Joulw Yl pa1eposse ag ued uolneziejodsp |ewlouge

UM Pa1eIdosse S| 1Byl UoIpuod Aue Jsowly :punoibyeg

1L 2anbi4



52 ECG Interpretation for Everyone: An On-The-Spot Guide

\ B CHIINT

uolssaidap 1uswbas |§

(yuasaid aq Aew)
aABM D
¥

uol1eA3|d JuswWbas 1§

\ PA-LA

9\ €N dne
SA [ INne
YA LA dAe

uolIdJeU| [eIPIRDOA || JOLRIUY

UOIIRAD|] JUSWIBAS | § [eIplodald



Abnormal Repolarization: ST Segment Elevation 53

‘suonoiejul
[BIPJEIOAW |[BM [BIB1E| PUE ||eM JOLIJUI O} paledwod Usym
alnjle} 11eay pue yiesap JO Sl paseadul Yim paleidosse
2Je SUOlDJejul [eIpJedOAW  [[BM JOLIBIUB pUE  3DLIIUSA
13| 3y} JO (|p4d1e| pue ‘JOLIBJUI IOLSIUE) SuoIBal 931y} dy}
JO 1uepodwi 1S0W 83 S| ||eM JOLBIUR By :S3anss| [edlul)d

"9DUUBYIP 91| Sew Juasaid
2Ie S9ABM ) / JO 9 JByIdym ‘ybnoy: juiodpuels [esuld e
W04 "JuedIHIUBIS PRISPISUOD 10U SI 3 9PIM WW | UeY) SS9 S|
11:82UIS 1N °A Ul PR1OU SI 3ABM () JBPUR|S Y “1uasaid aie AR
pue °A 01 ‘A Ul senem ) [ewiiouqe ajduwiexa Siyl Ul “panIasgo
90 10U ||IM S9ABM ) UONDIRJUI [BIpJEDOAW B JO 3SIN0D
9y1 ul Al1ea Alejndipied ‘sased swos U "uolidiejul [eipiedoAw
B 10} 92USPIAS BUOIIS AISA SI pUB [BUIOUGE S| SPed)| J0LIS1ue
93Ul Ul 9ABM O B JO 2duasald 8yl -uolnd.ejul [eipJedoAw
J9DJET = UONBA3ID JUBWDIS |S YU Sped| SI0|N :UoIDIejul

|eIpJedoAw 9y} JO 9ZIS 9yl UO aNpP e sapinold uoneAs|e
JUBWB3S | S JO 1UXS 9y} UondIeUL [eIpedoAw Jo odAy Aue
Jo} ‘|essuab uj ]\ Pue | Spes)| |eidle| 8yl Ul 1ussaid osje S
UOIBAB|D 1UBWB3S |§ B1GNS PUB A Ul US3S OS|e SI UOIPAS|D
JuswWbas | S 9sed SIyl Ul A Jousluy Jo sisoubeip syl axew
0} J9PIO Ul Sped| JOLdIUEe JUddE[pe 7 Ul UoeAl|D JuswWbas
1S 2g pinoys a1dyl A ybnoiyr ‘A ul jusuiwold Isow
Ajlensn ‘spes| |eipJodaid syl Ul UONEAR|R JUSWHRS 1S YHM
Pa1eIDOSSE S| UOMDJejul [eIpJedOAw |lem JolRue Uy :DDF

‘uosiad 0} uosiad woly
Ajpueoiiubis Aiea ued saydpuelq Jofew 9sayy Woi) SaldLe
J3|lews jo ulened Buiyduelq syl ‘saliale Jofew 931y} aAey
a|doad 1sow ybnoyyy ‘Awoieue [enpiaipul siusned ayi pue
uoIsSN|>0 Jo als ay) uo buipusdsp uoneas|e juswbss |S
10 su13ed JUBISYIP 4O Jaquinu e asned ued Alsne Aleuoiod
Bulpusdsap JOLBIUE 13| BYl JO UOISNPIQ :punoibijdeg

181 24nbi4



54 ECG Interpretation for Everyone: An On-The-Spot Guide

\ E/ RN
9\ €A dAe 1l
uolissaidap uswbas |
(3uasaid aq Aew)
anem D SA 4\ e I
UOI1ReAS|D JUBWBaS | § ¥
YA LA AR |
YA-CTA

(12o|g Yyoueig s|pung 1ybry Yum)
uoIIDJeU| [eIPIRDOAA |[BAA JO1HDIUY

UOI1eAD| JUSWIBSS | S |eIpJodaId



Abnormal Repolarization: ST Segment Elevation 55

‘Alessadau I suonedipau ,43isng 10p2,, |nyemod
J0 9sn ay3 aJinbaJ osje pjnod 1ng (3ud3s Jo Aysejdoibue) uon
-ez|Ie|ndseAas 10} Alojeloge| uoleziaiayied ayi o} juaiied
9y buniodsuely SAJOAUL [[IM SIY3 S3Sed Auewl U] sl 18 wnip
-1e20AW 3y} 01 MO} POO|Q 3103SaJ O} 1dWalie ue pue uol}
-ed1y1uapl pides sainbai uondJejul [elpiedoAu |jem Jolsiue
91nde ue Jo dduasaid 3y} /7 2Inbi4 Ul Sy :SSNSS| [ediuld

Ainful
[eIpJEDOAW 01 8NP S| UoneAS[R JUBWBas 1S 1eyly buipdap
1oy anpd 153q 8y} S| uoissaidap | S [exoudidas bulkuedwodde
‘s191oweled DO 3y} ||e 4O 1.} Ul “SaABM O pue uolssaldap
JUsWBas 1S |p>0diDal JOLBJUI ‘UOIIBAS|D JUSWHRS | S JudUl
-wold alouw yum pajenosse si Ainful [eiptedoA|n /¢ 21nbi4
ur ©d3 3yl pue HOI syl aiedwod ‘6 pue / siRideyd
Ul padNPoJIUl S4e 1Byl swalgold YDojq Jejnddse) Jousiue
13| pue 320|q Youelq s|pung 1ybu sey usned siy] “aAisod
Apueuiwopaid pue (s 91°0) apIm SI 11 3jdwexa Siyy uj “'A Ul
x3]dwod SYO 3y} SI ' PUe /1 S2INHBI4 USIMISQ 9dUSIBHIP

jeury ayl ‘A pue ‘A Ul 1ussaid ale ssaem ) |ewlouqe
ojdwexa siyr ul ‘Ainfur deipied Joj aduspIne Buods AloA
SI spea| Jolaul 3y} Ul sabueyd ,|edoididal, o duasaid ayy
wodpuels sisAjeue HH3 ue Woiy NG ‘POOISISPUN ||3M J0oU
s1 uoissaidap | [ed01dIDaI IO} WSIUBYIBW }OBXS dUL “(4AR
pue ‘||| “Il) SPeS| JOLB4UI 3Y1 Ul P31OU SI Uoissaidap 1uawbas
1S ,[e>0idial, punojold “JAB PUB | Ul P3IOU SI UOIIBASJS
1uswbas 1S wsuiwoid 1ng °A pue °A spes| ul wnipiodaid
|eJ1e| 8y} Ul Jussaid Jou S| uoneAs|d uawbas |§ ojdwexa
siyi ul A yBnoays °A spesj ur uoneaspe uawbas 1S yim
Pa1eIDOSSE B1e Y10g "/ 7 24nbi4 Ul 3|dwexa 3y} Uey} JUSISHIP
SI UONDIRLUI [RIPJEDOAW [[BM JOLIBIUR SIYY 0} DT 8YL D3

"9[2105k4 4o
-9)Ue 13| Y} pue YdURIg 3|pUNg 31YHL By} 03 poolq sapiroid
pue wnidas ayl ol ,SaAIp,, 1ey} ,Jojeopad (eydss 1siy,
a3 sI A191Je BulpuadSap JOLISIUE 13| B} JO SaYPUEI] 1SII[IeD
931 JO BUQ "UOIDIRYUI [BIPJBIOAW ||BM JOLISIUE U JO BUISS
U1 Ul U3S q AeW S3I}I[eWIOUGe UOIdNPUOD punoibdeg

16" 2anb14



(3uasaid aq Aew)

neM
uoIneA3|3 JUSWHSS | § e 0

/ IN-SA

uasaid aq Aew)
aneM D
¥

—
=

uoneas|d Juawbas |

/4 VA-EN

56 ECG Interpretation for Everyone: An On-The-Spot Guide

(UOISUBIXD [eIS1B| YHM)
uondJeju| [e1piedoAl || JoLIRIUY

UOIIBAS[] JUSWIBSS | S [elplodald



Abnormal Repolarization: ST Segment Elevation 57

‘|BD11ID 21 YSI 1B WINIPJed0AW 3U} 01 MO} POO|q Bulysl|qelsaal
1e sydwane usbin ‘JNILS Aue ul se uleby :isenssj |ealuld

"9NeM O e 0} 1U3jeAINba 8 01 SWOS AQ PaIapISUOD S| pue
Luoissaibold anem Y Jood, pajjed SaWIBWOS S UoljIsues}
18] SIYL A Pes| Ul USAS 9ABM Y OU SI I3yl 18yl 8d10u
"ISADMOH "S9ABM () OU Je 3Iay} pue 3jdwexa iy} ul uasald
Sl uoissaldap juawbas | S [exoididal ON "UOIRBAIID JUusWHas
1S 9ABY JOU Op JAB pue | spes| ,[esdie| ybiy, Syi Ing
A ybnouyl A Ul paaIssgo s uoneAs|e usWbas | ajdwexs
SIYL Ul "°A S9SED BWIOS Ul pue °A 0 AJ|RJ31e| 2I0W SPUBIXD

Jay1el INg °A pue ‘A Ul paaIasgo 1ou Ajjensn si uoneaspe
JUBWBas | S UOIdIRUI [BIpJedOAW [RISIR|0IDIUE UB Ul :DDT

3104 8U1 JO dul S|ppiul,, Sy} Buiuioy
snipawuaul snwes 3y} Yum saiednyly Assue Aleuolod
ulew 13| ayy buiedinyiq Jo peaisul ased Siyl Ul pue snip
-aWLIBIUI Snwes e paj|ed s Aidnie sy “yduelq Alaie A1euolod
X3[WN2J1> 3y} pue AJapie BUIpUSISIP J0LBIUR 13| BY} USym
sasie eyl Aisle Aleuoiod e Jo ‘youelq [euobelp able| e jo
UoISN|20 ‘BuUIpuUIISIP JOLIBIUL 13| BY} JO UOISN|PI0 01 anp
9Q UBD UONDJejul [eIpJed0AwW [eldlejolalue Uy :punoibpeg

01"y @4nbi4



58 ECG Interpretation for Everyone: An On-The-Spot Guide

9\ €N dne

\ EVCRINI]

uoissaidap Juswbas | §

SA A e
(3uasaid aq Aew)

aneM D
uoneA3|d JUSWIHBaS | § 13

VA
LA dne

AR 'ON-TA

(UOISUBIX3 [eIR1R] YUM IDHY )
uol3dJeU| [e1pIed0AIN || JoLRIUY

uoI1eAD|g JUBWIBAS | S [eIpiodald



Abnormal Repolarization: ST Segment Elevation 59

"2un|ie} 1eay anissaiboid pue yieap delpied
uappns Jo ysu aining ybiy A1sA e aney ‘pareaniun 1a| i
‘SUOIDJBJUI [BIPIEI0AW JBBIE| YLIM SIUBIed SBNSS| [edIul]D

"X3]dWOod SYO PaUSPIM B SB USNEISIWL 3 PNOd
T/\B PUE | Ul UOIIBAS|D JuBWbas | S Buidojsumop ay3 ased Ssiy}
U] x9|dwod SYO ay31 wouy a1esedss 0} piey g ued 1uswbas
1S 9yl Sawnawos ‘spes| |elpodaid sy} ul jussald ale
S9ABM () OU PUB AR Ul PapJOdal SI aAeM () [ewiouge Auo
2y} ssed0id uondlejul [eipJedoAW 8yl Ul Alles psplodal I
53 9y} 9UIS 1eY3 30N "UOIIPUOD SIY} JO SS2USNOLISS Y}
9ziseydula 03 suepiulP sAieaD Apigiow AQ ,S9uU0ISquIO),,

SWeU 3y} USAID ud3q Sey pue uoiidiejul [eipJedoAuw e buunp
Allea panIasqo SI UoneAdl jusawbas |S juauiwoid Aiap
‘Pe3| 1yl Ul SYO By} UeY I3|[e) PUP ||B} WW £ SI Juswbas
1S 3yl usuiwoid Apwiaixe st A ul uoneasd juswbas
1S 3y3 “ejndrped up TJAR pue | pue °A ybnolys A ul paaiasqo
Sl UONEeASD JUsWbaS S paylew djdwexs Siyl u| :Dd3

yS1 e eale ayy Jabue)
3y} pue ‘sayduelq ai0w ayy ‘abexdolq ayi (,weansdn,,)
[ewixold a10w By} ‘uoneAs|s Juawbas | syl peasdsapim
2I0W 3y} [elauab u| Aispe papnpd0 Byl WOl Sayduelq
9y} pue 26e320|q 3y} JO UOIIEIO0| 19BXd 3y} Uo puadap ||im
UOoIeAS|D UBWHAS 1S Yim sped) d1ydads 3y :punoibpeg

L1y 24nbi4



60 ECG Interpretation for Everyone: An On-The-Spot Guide

(1u9said sAkemje 1sowie)
y o onem 0

SA-LA

sanem y
\ |e1piodaid Jo $507

uoneA33 JUBWHSS |G, pawop,

9N €N e

SA A e

YA LA dAe

wisAINauy JejndLIusA 17

uoI1eILAD|] JUSWIBSS | S |eIpodald



Abnormal Repolarization: ST Segment Elevation 61

‘(,asutebe dwnd,, 1snw
Heay 8yl 1By} SDURISISa) I3MO]) 3[DLIUSA 13| 8Y1 UO SSauls
JO 1UNOWE 3y} 95NPaJ UINY Ul [|IM 1YL (SI0NqIyul SWAZUD
BuipsAuod uisusiolbue) ssnssaud poojq Jamo| eyl sbnip
yum syuaied jealy o3 uepodwl S| uonewlo) wskinaue
JeNJLIUSA 13| JO POOYI[eYl| Byl 8dnpaJs O] ‘seluylhylle
JendLUSA pue ainjie) 1eay aAIssbuod Jo juswdoleasp
3y} 01 2|qndadsns alow ale WsAINaue JejndLIIUSA 13| B Ylm
SIUSIIEd "PRAJOSDI SABY UOIIDIRLUI [PIPIEDOAW 31NdE 31 WO}
swoldwAs Aue (s3eam) Jaye Buo| sanem O pue sabueyd
Juswbas | S juaisisiad Ag paljiauapl aie WsAINaue JejndL3uSA
43| 01 enp sabueyd HHI ‘jessusb u| :sanss| |edwulD

‘JuUasge ale sabueyd Juswbas | S [edoididas Ainful [eipiedoAw
10 sajdwiexs 8yl JO aWOSs dun 12yl dNoN A pue A ul
P3aAJI9SQO AJUOWILIOD 1SOW S| PUB SIARM () PUEB UOISIIAUI SARM

1 Aq paiuedwodde ‘padeys swop SI UOIBA|D SI JUaWHaS
1S 3y “wsAinaue JejndLusA 13| e o uopidsns asiel pjnoys
uonDJeUl [eIpIedOAW B J31Je SY99M 7 Ul JA|OSII 10U S0P
1ey1 Spes| JoLdlue Ul UOIeAR|D 1UsWHas | 1UasIsdd D3

RIVEVE
21Nde 3y} Jaye Sy9em 9-z paziubodas Ajjensn si uoidiejul
[eIpJed0AwW Ja)e wisAinaue JejndLusA 13| e Jo Juswdojeasp
9YL "SwSAIN3UE JBINDLIUSA 13| JO SSNED UOWIWOD }S0W 3yl
ale Aiayie A1euoiod buipusdsap JOLRIUR 33| BY} 4O UOISN|DD0
0] 9Np SUOIDIeUI [BIPJEDOAW |[PAA JOLISIUY UOIDIRLUI
|eipJedoAw Joud e 0} anp 8NsSiL JedS YUM wnipJedoAw
BunoeUOD [PwIOU JO JuswWade|dal SI wsAINaue JejndLjusA
1J9| € JO 3SNEeD UOWWOD 150w 3y| "3|01SAS y1m piemino
S9AOW ‘DUlDEIIUOD JO Pealsul 1Byl SPLIUSA U] dYl JO
Bale Paulap e S| WsAiNaue JejndulusA 43| v punoibijdeg

ZL'y 24nbi4



62 ECG Interpretation for Everyone: An On-The-Spot Guide

/

uojssaidap [ewiuiw 1o
1UBWB3S | d14II3[R0S|

SR

(quasaud aq Aew)
aneM D
¥

uoneAs|a Juswbas |§

/ VA-LA

9A €A ane
SA A Ine
YA LA HAe

awolpuAs bujuoojjeg |edidy

UOIIBAS[] JUSWIBSS | S [elplodaid



Abnormal Repolarization: ST Segment Elevation 63

'SS2U3S 1UedIHUBIS YlM paleidosse sbuilas ul uiebe
wajgoud siyy buidojenap o ysu Jaybiy 1e Algeqold aie 95uo
awolpuAs buiuoojjeq [edide dojaAsp 1ey} Siuaiied ‘[eulou 0}
suin3as adeys pue uoldUNY JBINDLIUSA 13| ‘SWIL JSAQ "PaleA
-9|9 9q Aew sawAzua deipied pue Ajjewiou 1DeJauod 10U op
1ey} xade oy} Jo seale abie| og Aew aiayl :sanss| [ed1uUld

“A=EA Ul PAAISSQO SI UONEBAS|D 1UBWIGBaS |§ Buidojsdn
9D73 SIY} U] |eWIOU 0} SUIN}al UOdUNy JB[NJLIIUSA 13| 3y}
Se |ewJou JBau JO [ewlIOU 0} UN1al ||IM DD 3yl ‘Swil} J9AQ
"Juasald aq os|e ued saAeM ) "PaAIdsqo sI Alale Qv ayl
JO UOISN|220 0} JeIWIS UOI}eAR|d JUdWbas | S Joualuy D)3

“(1no 196 jouued inq 1od
3y} O1ul |metd ued 1do}do) 1do3do desy 01 pasn s eyl [9s
-SaA Pa3D3U-MOLIRU B $3(1IDsap eyl ,1o0d sndoldo,, sueaw
12y} piom assuedef syl WOI) PaALIBP Sl ,0QNSioNel,,
Qweu ay] -abuns dibisualpe usppns e padusLadxs aAey
OUM USWOM Ul PIAISSCO AJUOWIWOD 340U SI 3| "3DLIUSA
[eisip ay3 o ,buiyonodino, abie| e yum ydau Uiyl e Aq
pazlaieieyd sI buluoojieq |eside syl "uolsnPI0 Alsue
AJeuoiod ylm paleinosse J0u Sl eyl 9DLIUSA 13| 8y
J0 uolbai [edide ay1 Jo Buluoo||eq JuaISURIY JO (WSIUBYDBW
pauljep B 9ABY 10U S0P 1ey} sbulpuly [EJIUID 4O UOI}
-J9||0d B S| SWOIPUAS B) SWOIPUAS e S| Siyl :punoibjpeg

€1y 24nbi4



64 ECG Interpretation for Everyone: An On-The-Spot Guide

oM D

EVCNINI]

/

JuBWHB3S |G d11I3[0S|

uoneAs|d JusWhas | §

/ 4/ ENLA

9ABM D ON
Y |eadss abie

AyredoAwoipied oiydoipadAH

9N

SA

VA

€N

[@)

LA

UOI1eAD| JUSWIBSS | S |eIpJodaId

dne I

e I

dne



Abnormal Repolarization: ST Segment Elevation 65

"paunbal st (@DI) J01e||luqyap delpied
3|gelue|duwl Ue $3SED BUIOS Ul pUB SeIWYIAY.LIe JB[NJLIIUSA O}
a|qndadsns ale AyredoAwoipied diydoipadAy yum syuaied
‘uonippe Ul ‘uonssbuod Aleuowind pue SPLIUSA LI
3y} JO Bul||i} JUBIDIY4BUI 0 8NP L1831 JO SSBULIOYS 8ABY UBD
AyredoAwolpied diydoapadAy yum syuaiied (|92 deipied
UIYLIM HUN 3]11DBJIUO0D 3Y}) 249W0D.eS 3y} Jo susjold 10ay4e
1ey1 suoneinw ate AyiedoAwolpied dydoiuadAy yum paje
-1DOSse saljljewioude d11ausb ayl Jo 1SO|N isanss| |edtuld

“(31dwexa siyy ut A pue ‘) saaem | Juauiwiold Yym pajenosse
Allensn s pue sanem S [eUILLIS) pue Saxa|dwod YO obie)
YUM Spes| Ul paaIasqo Ajlensn si uoneass uswbas |S ayL

‘uoileA9R JUBWBas ]S JoudlUe O} ped| ued uolneziejodap
Je[NdLIURA 13| JO Susened |ewdouge ‘sabueyd juawbas
1S U0 uoIssnasIp siyy jo sasodind ayy 104 (£°G 2unbi4 ‘g
J1dey D) AydoapiadAy Jejnouiusa o) ay3 Jo spnuubew pue
‘JUS1X3 'UOIIED0| BY} UO PIseq suolelussaid Jusiapip Auew
aney ued AyiedoAwolpied diydosadAy ul HO3 |yl D3

‘xade 3y} 10 wnides JejndLusAISUIl
9y1 Se yons suolbai d1413ads ul Jusujwold siow s buluaydIyy
9yl $9SEd BWOS Ul ING SPPMIUSA 3J3US |yl noybnoyy
pazijesousb SI BUIUSIYYL BYl SISEd 1SOW Ul "3DIIUSA
1J3] 9y} JO BuiuadIy} |ewlouge Aq paziaideieyd aseasip
Aievpaiay e si AyredoAwolpied diydoipuadAy :punoabjpeg

L'y 24nbi4



66 ECG Interpretation for Everyone: An On-The-Spot Guide

9A

UoI1RAS|d JUBWB3S |§
Jl1eS,

A ine
SA ZA e
NLA
VA
/\% LA HAe

,I1eS,, SWoIpUuAs epebnig

UOI1_AS| JUBWIBSS | S [eIpiodald



Abnormal Repolarization: ST Segment Elevation 67

"U1eap UappNs pue SeluiylAyie JejndLIuaA Joy s Jaybiy
Je 2le aWOoIpUAS epebnig Yum sjuaned :sanss| [edul]d

‘uianed , Ui dieys, 10 ,|les, disiadeleyd e yium
Spea| 3say} Ul PaleAd|d aq ||Im 1UaWBas 1S 8yl UoIdI|kap

aAsod 18| 8yl 0} uonippe ul ‘A pue ‘A spes) |eplodaid
ybu 9yy ul uondd|yep anlsod 8iel B yum dueleadde
dl3slI912eIeYD B SBY SWOIPUAS epEBNIg 9Y) Ul DI 3yl DDT

"3WOJpUAS epebnig ayi S UOIIRAS|D 1USWH3S | § Joldiue
YUM paleposse aseasip AJelipalay Jaylouy :punoibijdeg

GL°y a4nbi4



68 ECG Interpretation for Everyone: An On-The-Spot Guide

/

uoieAdd JuaWhas |§
panod

N'LA

X

AdS4

dDega|ppes, awoipuks epebnig

UOI1_AD|g JUBWIBSS | S [eIpiodald



Abnormal Repolarization: ST Segment Elevation 69

"wiioy , Uiy yieys,, syl ueyy sisouboud Janaq
B Sey Wioj ,>Peqgajppes, ayl 1eyl 1sabbns saipnis awos
"Y1eap USpPPNS pue SeIWYIAYLIR JBINJLIUSA 10} Ysi 1aybiy
10 2Ie SWOIPUAS epebnig UM Syudied :Sanss| [estul]d

‘ulened , >ydegs|ppes,, buibbes
e Sey UoeAd|d uawbas | ayy 1ng asaid si (g7 aunbi4
'/ 191deyD — 3ojq youelq a|pung 1ybu 31| S}00|) UoI|4ap
BAILSOd [PUILIS) 91| BYL "PaqUDISSP U33q Sey SWOIPUAS
epebnig syl yum parenosse uleled HDHJ Usylouy D13

"3UWOJpUAS epebnig ayi s UOIRAR|D 1USWHaS | § Joldiue
YUM paleposse aseasip Alelipalay Jaylouy :punoibijdeg

191"y ainbi4



70 ECG Interpretation for Everyone: An On-The-Spot Guide

Buiuspim sS40

IN-VA

/

SaABM |
Lpa1ual, 10, pasiead,

(yuasaud aq Aew)
\ aneM D

uoleAd|d JusWhas |§

EA-LA

Buiuapim s4O

ejwexyIadAH

9N €N dAe

SA [4)\ Ae

VA LA dAe

UOI1eAD| JUSWIBSS | S |eIpiodald



Abnormal Repolarization: ST Segment Elevation 71

‘palasiuilpe aq ued
(lW 0€-5 "%G) APHOIYD WNId|Ed IO (JUOE-S ‘%0 1) 91eU0d0|6
wnip[ed  SNOUSABIUL ‘S9sed  aled U] adeds Jejnjjede.iul
9yl 03 wnisserod yiys Appinb 1eyy (bw oz-01 |049Inqe
paziingau) sisiuobe e1aq pue ‘(Alsnouseiiul (sdwe z—|) bjw
88—v17) @1euogiediq ‘(Asnousnesiul (dwe |) 6 gz 9s50dn|b
pue suun Ql—g ulnsur) 3s0dn(b pue ulnNsul Yum pajesiy
s elws|esadAH “(a1njiey [euas Ajjensn) paipiuspl asned ayl
pue paieal} Ajpidel aq 03 spasu pue selwyihysie buiusieasyy
34| YUM paleposse ag ued elwa(exsadAH :sanssj |edtuld

‘ulaned 3Do|q ydueiq a|pung

1B 10 13| d1423ds e InoyUM UKo buluspim sy dojersp
1M spuaied elwsjexadAy a1Aas yum syuaed U “eiusyds
|e1piedoAw Jo swoldwAs Jay1o Jo uted 1$ayd Yim pa1enosse

30 10U pjnoys eiwaexiadAy ‘Apueniodw A pes| Ajejnaied
‘Spea| Jousiue JaYlo syl ul 1udsald ale sanem | payead
paseq Molieu 1ng (uondlejul [elpJedoAw  [eidasossiue
ue woly ysinbunsip 01 ajqissodwll) UONBAIR  IULWH3S
1S 3jdwexa 8y} U] "uoileAd|® JUBWHAS |S By} O} uolippe
Ul sanem | paxead Jo acuasald sy} SI UoIIeAl|D UsWbaS |
1O 9sned 9y} se elwa|exadAy 03 ueRIUlD Y} LS| SSUWIIBUIOS
ued 1eyl anp Auo ayl uoisnpdo Aidue Aleuoiod sinde
ue Wolj 3|qeySINBUSIPUl 9F SIWIIBWOS UBd PUB SIABM )
0 1UBWdOIPAdP BY} pUB UOIBASID 1S UM PBIRIDOSSE 3 0S|e
ued ejwa|exadAy 4anamoH (£°9 a1nbi4 ‘g Jordeyd) sanem
1 payead s elwsiexuadAy yum bBuipuly dissep syl D3

“eIWa[eNIRdAY UMM paleIdosse aq
UBd d4N|ie} [BUAJ YLM P3}RIDOSSE 9seasip AUy :punoibpeg

i1y dinbi4



72 ECG Interpretation for Everyone: An On-The-Spot Guide

12JejUl JO JUIXd UO Judpuadap
sabueyd Juswibas | S 19Y10

\ EVCRIINI]

uolssaidap Juawbas |

(3uasaud aq Aew)
uoneAs|d Juswbss |§ ¥ onemd

\

9\ pue
'SA 1IN

9N €N dAe
SA [ INe
YA LA dAe

uoJeyU| [e1pIedoAlN [els1eT

(|eJa1e7) uoneAs|3 JUSWHBIS | S |elplodaid



Abnormal Repolarization: ST Segment Elevation 73

‘uondJeyul
|eIpJEDOAW |BIS1E| B 0} PE3| UBD SaYdueiq |elale|olsisod
[EISID 9SBY} JO BUO JO UOISNIIQO ‘||eM [elale| 3y} 0} Poo|q
Ajddns 1eys seypuelq |essiejoiaisod abie| 03 asi anlb pue
pIeM1S| PUSIXD ||IM ‘JJO sayduelq (xade syl piemoy wnydas
Je[ndLuUsAIRIUl BY) JO uoiuod Jousjul 8yl buole sjeAel)
yoiym) A1srie buipuadsap Jonaisod sy} Jayye ‘A1spie Aleuoiod
b1 2y3 syuaiied awos ul ‘Ajjeul4 "uoidieul [eipJedoAu |jem
|BIB1E| B YLIM P3)RIDOSSE 3¢ UBD 1Y) SNIpauLdiul snuwel e
paj|ed ‘youeiq pJiyl e aAey sjuaiied awos ‘PauUoUSW Uda(
Sey Sy "uondlejul |eipiedoAw [eisle| e asned ued sayduelq
SH 4O X3JWNDID Byl JBYLUS JO UOISNIIO Pue 3DLIUSA
19| 9Yl pue wnule 43| 9y} USIMISq Ajjeidle| $95IN0D
X9|WN21D 3y} ‘Al ulew 13| 8y} JO YdueIq Ulew 13yio ay|
‘uolJejul |elpiedoAw |elale| e 3sned ued yduelq [euobelp
e JO UOoISNPIQ “(sayduelq |euobelp) xade [eaie| 8y} piemoy
Aj|ela1e| 951n0d 0s|e pue (siojesopad [eydas pajed) wnides
JenduuaAIRlUl 8yl olul Ajjednuen ebunid 1eyr ssypueiq
sey Asspe Aieuosod buipusdssp Jousjue 19| syl Awoleue
|enpiaipul s,yuaized ay3 uo buipuadsp salisie Aieuo.od Jofew

991U} 39U} JO AUB Ul SUOISN|PI0 JUBDIHUBIS YlMm palernosse
90 UPD SUOIDIBJUI [BIPIRDOAW [BI3)ET ISBNSS| [edIul])

“(dNe pue |i| spesj ul
S9ABM | PalIaAUl) SPea| JOLIBJUl 8Y} Ul PAAISSCO SI UOISISAUI
anem | pue uoissaidap |§ [edoididal sjgns A 03 A spes
[eIpJ0331d 3U1 Ul PAAISSCO OS|e S| UOIIeAS|S UsWbas |S ‘(61 1
2Inbi4 01 asedwod) S| dwexa SIY} Ul "PaId344e SI 1By} [9SSIN
9yl Uo puadap [jIm uoneAsle uswbas | bulkuedwodde
Auy JAB pue | Spes| ul paleAs|® aq |[[IM SpusWwbas |S
2y} uondiejul eipiedoAw [[em |eipiedoAw |essle| e Ul :9D3

‘lenpiAipul ue Ul |jem [esale| ay3 Alddns salaiie asayy
J1 A1spie Buipuadssp Joulue 13| 9y} WOl yduelq [euobeip
B JO SnipawJslul SNwes e JO UOISNDDO O} anp 3 Os|e
ued INQ SaYdUeIq S} JO SUO JO AJ91ie A1euolod X3|Jundid ay}
JO UOISN[220 3y} 0} 3NP SI UOIDIeJUI [BIPIEDOAW ||BM |Blo)e| B
Ajjelausn) us1aidiaiul 03 Joraldisiul wouy Alen Aew uondiejul
|eIpJedoAW |lem  |elaie| anJ} pue uUoMdJejul  [elpledoAw
|BJ91B|0JR1UE UB UIDMIAQ UOIDUNSIP 3yl :punoibpeg

81"y a4nbi4



74 ECG Interpretation for Everyone: An On-The-Spot Guide

121Ul JO JUSIXS UO Judpuadap
sabueyd yusawbas | S 19Y10

\ EVCNINI]

uolssaidap wuswbas |§

(3uasaud aq Aew)
uoneAsd swWhas | ¥ onemp

49\ pue
‘SAINe

9N €A Jne
SA [4)\ INe
YA LA une

(1AE pue | ul AjluQ) uondJeju| [elpiedoA [esaie

(jesa1e7) UOIIBAD|] JUBWBAS | S, |eIPI0d3ld,



Abnormal Repolarization: ST Segment Elevation 75

HNOIP
9Q SSWIAWOS UBD Sl e wnipedoAw bunewnss ‘|lem
013U 3} UBYL Spea| Jamay Aq , paIanod,, SI |[em |edle| ay}
DUIS JIASMOH {S 1B SI 1By} WnipiedoAw jO junowe
3yl yum Aybnos $81e|2110d UONLAS|D 1UBWHaS |§ JO 1USIXd
9y} 1eY} Jaquiawal 0} ueniodwi S 11 uleby :sanss| [ea1uld

‘Juasaid s Ainful |eipiedoAw uediyubis 1eyy
anp juenodwi ue s| spea| Jouajul ayy ul sabueyd |exoididal
Jo 9dussald 9yl INg ‘Sew O} YNOP g SSUWIIBUWIOS
ued UOIDIRJUI [RIPIRDOAW [RID1E| BNJY B 01 3NP UOIBAJID 1§ B
1O sisoubelp ay] “(sjeuibiew asnigo sy} ‘sayduelq Sl Jo U0

1O }J|9S) XN 3Y}) WilsAs Aiarie A1euoiod Xo|wndid
9y} Ul UOISN|DD0 Uk 0} aNp SABM|e 1SOW|e SJe (|Bla1e|0id4ul 10
|BI21BJ0JDIUR) S||EM JDYIO JO JUSUWISAJOAUI INOYHM SUOIDIRUI
|eIpJeD0AW ||BM [BJS1E| BNJ| "UOIBAS|S JUSWDSS |S 9AeY 10U
op °A pue °A spesj [ela1e| J3Y10 3yl “JAR pUe | Spes| [eiale
9U1 ul 1ussald Ajuo s uoneadd juswbas |S 0} uonippe
ul ‘ajdwiexa siy1 ul ‘Ajpuedijiubis Alea osje suoieIsajiuew HoH3
2y1 1ey1 buisiidins 10u S 11 SUOIDIRUL [BIPJEDOAW ||EM |eld)e)
JO sasned o4 Alljigelien jusned juediubis syl UsAID D3

‘suolelsaiuew Aupw SABY UED UOIDIRLUIL [BIPIED
-0AW ||em |etaie| ‘8| 7 2inbi4 Ul paqudsap Sy :punoabdpeg

61"y 24nb14



76 ECG Interpretation for Everyone: An On-The-Spot Guide

uolssaidap Juswbas | §

\

LA

(yuasaud aq Aew)
uoneAd|d Jusawbas | s aABM D

\ ¥

9APUB‘SA AR

9N 1) dne
SA [4A Ae
VA LA dne

uolIdJejU| |e1pJedoAlN |elaiejolau|

UOI1BAD|] JUSWIBSS | S [eJ91eT pUE |RIPJOd3Id



Abnormal Repolarization: ST Segment Elevation 77

's21nbiy omy
Joud ay3 4o} se swia|qold [ediuld SWes 3y SaNSS| [ednul)d

“UOIIBASID JUBWIBSS | S |eJale|0lajul
SAISUIX® 8yl Joj asned syl s Ainful |eipiedodw sinde
12yl anpp wepodwi ue st ‘A pue ‘A spesj| ul uoissaidap 1S
|exoudidas Jo 9duasaid ay] ‘||| pue 4Ae ul 1uauiwold ss3| pue
|| PES7 Ul JUSUIWOId JSOW S| UOIBAIID JUSWDH3IS | S JOoajul

9U} ‘|lem |eidle| DY} SAJOAUI JBU} SUOMDIBUI [eIpIedOAW
Auew u| "(xajdwod SYO Byl JO pud Byl 1B ,SH00Y, Byl
2d110U) uoneziejodal Alies JO UORIPPE 3yl YlIMm Spes)| [eidle)
9y} Ul 1usuiwold si uoneas|a 1uawbas 1§ ased siyl Ul 1513

‘uolss| Alapie Aleuoiod 1ybil e 03 anp [N
|eia1e| e S| 9|duIexa SIy “SWa3SAS 2in1e|ndseA Jofew 931yl 8y}
10 Aue Ul suoIS3| AQ S9SNed 3 UBD UOIDIRLUI [BIPJEDOAW el
-1e| ‘sainb1} oM snoiaald syl 10} PassNISIp Sy :punoabpeg

02 24nbi4



78 ECG Interpretation for Everyone: An On-The-Spot Guide

uoissaidap Juawibas | §

/

uAe

X

uoNeAS|d Yd

uolssaidap Yd

¥

uoieAs|d JuWBaSs 1§

AARNEN
IN-CTA
S9ARM D ON

snipJediad

9N eN dne 1]

SA A INe Il

VA LA dne |

UOI1BAD|] JUSWIBSS | S [eJa1eT pUE [eIpJ0d3Id



Abnormal Repolarization: ST Segment Elevation 79

ue pue spipJedilad UdaMIBQ SIJUBIBHIP DDI BYL "IUdS
-a1d s1 Ainfur [eipsescoAw 1eyy anpd Juenodull Ue a1e UOIeAd|D
JuBWHIS IS YU palendosse saaem O eyl siulod buiyoesy
juenodwl |y] "UOSE3J I9YIOUR IO SaAeM ) Sey judlied
9y} SS9|UN US3S 9 10U [|IM SSABM ) OS Pa1daje g 1ou
IM uoljeziejodap JejnduiuaA siipseduad ul Apuenodul
INILS
B Ul PaAIBSQO UOIBAR|D JUBWHas |S ,,pawop, 3yl ueyl
Jayies ,buibbes, se paguIsap uIQ Sey UOIeAR|D JUdWbHas
1S 9y ‘uoissaidap 1uswbas 1S yum pes| Ajuo syl pue uon
-PA3|9 JUBWIHAS Yd :uoneIuasaId d1IsLa1deIeYD SH 4O 3SNedR]
siupJeduad bulkpuspr 1oy pes| 1seq ayi Ajgeqoid sI Yyae
pea "uoneAl|d udWbHas |S peasdsapim ul buinsas wnip
-leouad painful syy 1e ,Ajdaiip,, Y0O| YAP 1o 1dadxa spes|
9yl 4O ||e ‘Meay dy} SallaA0 wnipleduad ay3 9dulS Jeay
9y} JO 92BJINS IPISUI DY} PUE 3pISs 1yDII 9Y} WO} ey Y3 18
,S$300],, 1ey1 pes| HDF Ajuo ay3 Sl 11 asnedsq asuodsal yd pue
Juswbas | asuodsas sysoddo se sey YAe pes| ‘spes| ay} Jo
1591 91 0} UoSIedwod u| "YAB Ul UOIIeAI|D JUBWHaS Yd pue
Spea)| |ela1e|0Jd4Ul BY} Ul U3SS 1S9 UOISSaIdap 1uawbas Yd

9q ||IM 213y} 0S ‘aNSSI} [BLI1E 129448 OS|e UeD SIHPIEILD] "YAR
10} 1dadxa uoIssaudap Jusawbas |S [edoididal yim spes| ou
aJe 2Jay} Apuepiodu] "spea)| Jolsjul 8yl pue spes| [eipJodaid
3y} Ul pan1asqo si Ajjessusb uoneas|s juswbas |S 8yl

"SOABM | JO UOIIN|OSal [enpelID) 7 abels

UOISIaAUl anem | :g abers
auljaseq 0} suinial uawbss | :z abels
UOIRASD JUBWH3S | S anedUOY) :| abels

:96e)s Y2ea Ul 1220 1By}
sabueyp uolieziejodal JejnduuaA d1j>ads aJe alay] ‘syiuow
0} S399M Wol} AIBA UED ey} 3w} JO poLad e J9A0 SAJOAS Ued
1ey) snipieduad Jo sabels unoj ale a1yl ‘Ajjedisse|d 913

., Olyredoipl,, pawsy si sip.teduad syl
pue palyiluspI 8q UBd asned d1jads ou Ajpuanbaly 1ol “siap
-J0SIp dIbojounwiwil pue ‘|elis1oeq ‘|ediA spnjpul siipJedtad
J0 sasned JayiQ “A1bins deipled Jsije Aluowwod 1sow ‘suoll
-IpUOD 4O JAQUINU B Ul PaAISSCO 3q UeD SHIPJedIdd “wniped
-1uad 8yl 4O UOnBWWE|JUI YL S| SIHPIedLRd :punoibypeg

11Ty 24nbi4



80 ECG Interpretation for Everyone: An On-The-Spot Guide

‘uted 152> yum uaired Aue Joy
LSisoubelp burjlom, syl aq skemje pjnoys uoisnpdo Alspe
A1euolod ajqissod ‘|eiauab ul ‘sipipiedisad uey ssdusnbasuod
w91-buo| JuediyiubIS ai0w Sey uslO pue buiusieaiyl-d4|
Ajlennuaiod si uoIsn|P20 |eLdlie AJeuoiod aduls 1Py} Jaquuisual
01 juepodwl SI 3 UOISSNISIP HOYS SIYL JO 33es ayi Joj
Ing 71 Jo1deyd ul |ILISP Ul PAISA0D S| SIYL “uled 1S9yd yum

juaned ay) BunRen|eAd s aUPIPaW [edIUID Ul Paliunodud
swa|goid UOWWOD ISOW 3y} JO dUQ :sanss| [eaul]d

‘WYIAYJ [BUIIOUGE PIAIRSCO AjUOWWOD 1S0W 3y} Se
uone||qly [eule yum seiwyiAyale |euie uediyiubis dopasp
Aew snipieduad Ylm Siuslled "¢ 9|QeL Ul paziewwns ale
pue paiuap! Ajisea ale uondiejul [eipiedoAwl [elale|olaul

(p,2u0d) 117t @4nbI4



ion 81

ST Segment Elevat

Abnormal Repolarization
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CHAPTER 5

Abnormal Repolarization:
ST Segment Depression

ST segment depression is also an important finding when evaluating the
patient with chest pain. ST segment depression generally represents myo-
cardial ischemia rather than myocardial injury. In this case, often a critical
lesion is present, but some blood flow is reaching the endangered portions
of the heart. Like ST segment elevation, ST segment depression can be
observed in the anterior leads, the lateral leads, or the inferior leads. Unlike
ST segment elevation, the location of ST segment depression does not cor-
relate with the location of the myocardium at risk. For example, the pres-
ence of lateral ST segment depression can be due to significant lesions in
the anterior descending, circumflex, or right coronary arteries. Isolated ST
segment depression is most commonly observed in the lateral leads, but
isolated inferior ST segment depression can also be observed. Isolated ante-
rior ST segment depression is much less common (if anterior ST segment
depression is observed, always check aVR for ST segment elevation and the
possibility of a critical left main lesion or severe disease in all three coronary
arteries (left anterior descending coronary artery, circumflex coronary artery,
and right coronary artery) which some have called “left main equivalent”).

The problem with using isolated ST segment depression as a specific
sign for ischemia is that it may be present in some patients with left
ventricular hypertrophy. High blood pressure or hypertension is an
extremely common problem, with over 70% of people affected by age
70 years. Hypertension itself is not an issue; do you really feel the differ-
ence between a blood pressure of 140/90 and a blood pressure of
120/70? The problem is that hypertension causes damage to many
organs including the heart, kidney, and brain. When contracting against
higher pressures for an extended period of time, the heart responds by

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Table 5.1: Factors determining whether abnormal ST segment depression is present
and whether abnormal ST segment depression is more likely due to ischemia

Is abnormal ST segment depression present?

(Yes to any questions means abnormal)

® |s ST segment depression > 0.5mm in V2 and V3, or > 1mm in the other
leads?

® |s the ST segment elevation present in two “adjacent” (contiguous) leads?

Is the abnormal ST segment depression due to myocardial injury?
(Yes to any questions means that myocardial ischemia is a likely cause)

® |s the ST depression new when compared to prior ECGs?

® Does the magnitude ST depression correlate with symptoms?

® |s the patient complaining of chest pain?

® Are Q waves present?

becoming larger and thicker. The larger and thicker heart leads to a
characteristic set of changes that can be identified by ECG (Figure 5.6;
Figures 8.12-8.14) but one of the changes is ST segment depression in
the lateral leads. So here’s the problem in a nutshell. Since hypertension
is so common and some of these patients have left ventricular hypertro-
phy, if you were to evaluate 100 patients with ST segment depression
the great majority would have lateral ST segment depression due to left
ventricular hypertrophy rather than due to myocardial ischemia. In a
patient complaining of chest pain, lateral ST segment depression
becomes much more suspicious, particularly since hypertension is a risk
factor for developing coronary artery disease. Clues for the evaluation
of a patient with chest pain are summarized in Chapter 14.

ST segment depression is usually evaluated by determining the
location of the J point, which is the point between the end of the QRS
complex and the beginning of the ST segment. The threshold values for
ST segment depression are the opposite of the threshold values for ST
segment elevation. Since ST segment depression is extremely uncom-
mon in V, and V,, J point depression >0.5mm is considered significant,
while J point depression > 1 mm is considered significant for the rest of
the leads. The characteristics of abnormal ST depression and clues for
identifying whether ST depression is due to myocardial ischemia are
summarized in Table 5.1. The reader will note that often deciding
whether ST depression is due to ischemia often depends on compari-
son between ECGs: New vs. old; presence or absence of symptoms.
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CHAPTER 6

Abnormal Repolarization: T Wave
Changes and the QT Interval

The ST segment correlates with the plateau phase of the ventricular
action potential where all of the ventricular cells are depolarized and the
voltages in the inside and outside of the cell are close to the same.
However, over time the cell begins to repolarize and the voltage inside of
the cell becomes negative compared to the outside. The T wave is
produced as the ventricular cells repolarize. Think of the beginning of the
T wave as the point where the first cells are repolarizing, the peak of the
T wave when the greatest number of ventricular cells are repolarizing and
the end of the T wave as the point when the last cells are repolarizing. As
described in Chapter 2, repolarization occurs more gradually than
depolarization, which leads to a “flatter” and more broad-based T wave.
Since depolarization starts in the endocardium and repolarization starts
in the epicardium, the normal “T wave follows the QRS complex.”

In general, abnormal T waves are classified as either “peaked and
prominent” or inverted. Inverted T waves are the most common T wave
abnormality observed in clinical medicine. Identification of the cause
of abnormal T waves can be extremely problematic because many
medical problems can be associated with T wave inversion. Repolarization
abnormalities follow a hierarchy of importance: ST segment elevation >
ST segment depression > T wave inversion. For this reason, when
evaluating ECGs look for ST elevation first, then ST segment depression,
and only after isoelectric ST segments have been confirmed should you
look for abnormal T waves.

Early repolarization is associated with ST segment elevation and
prominent T waves, although in some cases the ST segment changes
will be minimal. Peaked T waves can occur in two important abnormal

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
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Table 6.1: Causes of QT interval prolongation

Etiology Specific causes/issues
Hereditary Long QT syndrome
Drug Table 2

Metabolic Hypokalemia

Hypocalcemia
Hypomagnesemia

Hypothermia
Endocrine Hypothyroidism
Central Nervous System Subarachnoid hemorrhage

conditions. First peaked T waves can represent the first signs of injury to
the heart and second, peaked T waves are usually described in the
context of hyperkalemia. The two conditions can generally be separated
electrocardiographically by the extent of the prominent T waves. In
myocardial injury the peaked T waves are localized to a specific region
supplied by the coronary artery while in hyperkalemia peaking of the T
waves is more generalized.

Usually the direction of the QRS complex and the T wave are the same
because depolarization and repolarization occur in opposite directions.
From a practical standpoint, since ventricular depolarization occurs from
right to left which leads to positive QRS complexes in aVL, |, Il, and aVF
in the frontal plane and V, through V, in the precordial plane, the T
waves are positive in these leads in the setting of normal depolarization.

In addition to the shape of the T wave, the timing of the T wave
relative to the QRS complex should be evaluated by measuring the QT
interval. The QT interval is measured from the beginning of the QRS
complex to the end of the T wave and provides a rough estimate of the
duration of ventricular depolarization until the end of repolarization.

A prolonged QT interval can be observed under several conditions
(Table 6.1). First, the QT interval can be prolonged because of a hereditary
disorder called the Long QT Syndrome. Second, a number of drugs can
cause QT interval prolongation (Table 6.2). Third, electrolyte disorders
such as hypocalcemia and hypokalemia can cause QT interval
prolongation.



Abnormal Repolarization: T Wave Changes and the QT Interval 119

Table 6.2: Drugs associated with QT interval prolongation

Drug Class Specific Drugs

Antiarrhythmics Amiodarone*
Sotalol*
Dofetilide*
Ibutilide*

Procainamide*
Disopyramide*

Antihistamines Terfenadine
Anti-infectives Erythromycin
Clarithromycin
Pentamidine
Antimalarials Chlorogiuine
Antipsychotics Thioridazine*
Chlorpromazine
Haloperidol
Antidepressants Amitryptyline
Desipramine
Imipramine
Opiates Methadone
Other Probucol
Droperidol

* More likely to prolong the QT interval.
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CHAPTER 7

Abnormal Depolarization:
A Prominent R Wave in V,

So if you have gotten to this point you have finished evaluating the ST
segment and the T wave. Remember that these two portions of the ECG
represent ventricular repolarization. Since evaluation of patients with
chest pain is one of the principal emergent clinical uses for the ECG, we
have focused our initial discussion on ventricular repolarization. However,
evaluation of ventricular depolarization is the other important compo-
nent for evaluating ECG morphology (all the stuff other than rhythm), it
is just that it can often be done at a more leisurely pace once active
myocardial injury has been ruled out.

The easiest way to quickly assess ventricular depolarization is to
examine lead V,. The normal QRS is “narrow” (QRS < 0.12's), and in lead
V, the complex is usually characterized by an rS complex (Figure 7.1).
With this in mind the two initial questions are: Is the QRS < 0.12 seconds?
And is the QRS predominantly negative? If the answer to both of these
questions is yes, the “general sequence and direction” of ventricular
depolarization is probably normal. Once this has been established the
ECG can be evaluated for frontal axis, Q waves, and other more subtle
abnormalities of ventricular depolarization.

A narrow QRS is evidence that the ventricles are being activated
simultaneously. However, if a wide QRS complex is present the ventricles
are taking longer to depolarize because of relative delays in depolarization
of some portions of the ventricles. The most common cause of a wide
QRS complex is conduction block or delay in the left or right bundle
(Figure 7.2). Block or delay in left bundle leads to depolarization of the right
ventricle followed by depolarization in the left ventricle. Conversely, block
or delay in the right bundle leads to initial left ventricular depolarization

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
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Abnormal Depolarization
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Normal Depolarization
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Left bundle
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followed by right ventricular depolarization. Usually, because of its smaller
mass, depolarization of the right ventricle is not observed on the ECG due
to “canceling out” from depolarization of the larger left ventricle in the
opposite direction. However, in right bundle branch block, depolarization
of the right ventricle is late so it is “unopposed” (left ventricular
depolarization has already occurred) and a late positive deflection (an R
wave) is seen in V, and a corresponding late negative deflection (S wave)
in V, (Figure 7.3). A much rarer cause of a wide QRS complex is early
depolarization of a portion of the ventricles. Usually the AV node and His
bundle form the only way for atrioventricular conduction because the
valvular annulus (the fibrous rings that provide the structure for the valves)
is electrically inert. In some patients the valvular annulus does not form
completely and there is a residual thread of tissue called an accessory
pathway that provides an additional electrical connection between the
atria and the ventricles. In this case early depolarization of ventricular tissue
near the insertion point leads to a wide QRS.

A predominantly negative QRS complex in lead V, means that
ventricular depolarization is directed away from the right anterior chest
(the location of V,). This is the normally observed direction of depolariza-
tion because anatomically the left ventricle is located behind the right
ventricle (Chapter 2, Figure 2.7). If the QRS is positive (@ prominent R
wave) in lead V,, it means that a large portion of the ventricles is being
depolarized from “back to front” (Figure 7.3). A “prominent R wave in V"

Figure 7.2:

This schematic shows ventricular
depolarization (dotted arrows) and
the resultant ECG forces (solid
arrows) with normal ventricular
depolarization,  right  bundle
branch block, and left bundle
branch block. During normal ven-
tricular depolarization, after AV
node and His bundle depolariza-
tion the septum is depolarized
from left to right due to depolari-
zation from the left bundle (shorter
solid arrow). Near simultaneous

depolarization of the left and right
ventricles leads to a net leftward
depolarization due to the larger
left ventricular mass (longer solid
arrow). In right bundle branch
block, septal and left ventricular
depolarization is unchanged but
late depolarization of the right
ventricle leads to a late rightward
force. In left bundle branch block
both the septal regions and the
rest of the left ventricle are depo-
larized from right to left.
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Narrow Negative

Right
atrium

Sinus
node

Right
ventricle

Left
atrium

Ve

Left
ventricle

Narrow Positive

Right
atrium

Sinus
node

Right
ventricle

1

Figure 7.3:

The direction and timing of ven-
tricular depolarization will change
the QRS morphologies in V, and
V,. The easiest way to evaluate
ventricular depolarization is to
examine the QRS morphology in
lead V, because this will give the
clinician a sense for whether
depolarization is directed toward
the front of the chest or to the
back. The most common cause

Left
atrium

Left Ve

ventricle

of a wide negative QRS complex
is left bundle branch block where
there is sequential activation of
the right ventricle followed by
the left ventricle. The most com-
mon cause of a wide positive
QRS complex is right bundle
branch block where late depo-
larization of the right ventricles
leads to a late positive wave (R’)
inlead V..
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(left bundle branch block)
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node
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ventricle
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Figure 7.3: (Cont'd)

is most commonly due to right bundle branch block but is also observed
in conditions that are associated with an increase in right ventricular size.
However, right bundle branch block will always be characterized by a
wide QRS. The common possible causes of a prominent R wave in V, are
summarized in Figures 7.4 to 7.18.
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CHAPTER 8

Abnormal Depolarization: Wide
QRS Complexes and Other
Depolarization Abnormalities

Although a prominent R wave in lead V, is the easiest depolarization
abnormality to quickly identify, obviously there are other QRS abnormali-
ties that should be identified. If the QRS complex in lead V. is predomi-
nantly negative, the three remaining major parameters that have to be
evaluated are: QRS width, frontal axis, identifying the presence of abnor-
mal Q waves, and the overall size (voltage) of the QRS complex.

If the QRS is >0.12 seconds then the ventricles are not being activated
simultaneously and it suggests that the two ventricles are not being
depolarized by the His Purkinje system in the normal fashion. By far and
away the most common cause of a wide QRS complex is abnormal
conduction in either the right bundle or the left bundle. As discussed in
Chapter 7, in right bundle branch block delayed activation of the right
ventricle leads to a late positive force directed toward lead V1 and often
results in a triphasic QRS in lead V, characterized by a large terminal R’
wave.

In left bundle branch block, the septum is activated abnormally and
more importantly the left ventricle is activated very late (Chapter 7,
Figure 7.3). This results in a wide very negative QRS complex in lead V,.
A wide negative QRS complex is usually due to late activation of the
lateral wall of the left ventricle due to left bundle branch block. Far rarer,
a wide negative QRS complex in lead V, can be due to early depolarization
of the right ventricle due to the presence of a right sided accessory
pathway (Figure 8.1). Finally, another common cause of a wide negative
QRS complex in lead V, is a pacemaker using a right ventricular lead.

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Pacemakers are small, specialized computers/devices that transmit an
electrical impulse to the heart via specialized leads. Pacemakers are
typically used for the treatment of patients with slow heart rates.
Pacemakers are more comprehensively discussed in Chapter 12, but
for this discussion it is important to note that most leads are placed in the
right ventricle. With right ventricular pacing, ventricular depolarization
travels from right to left and from front to back that does not utilize the

Left Bundle Branch Block
AV node

Bundle of His
Left bundle

Right bundle

Right sided Accessory Pathway
AV node

Bundle of His
Left bundle

Right bundle

Accessory pathway

Figure 8.1:

Schematic showing the three most common causes of a wide negative QRS
complex in lead V,. As can be seen from the schematic, all three are asso-
ciated with relatively late activation of the lateral wall of the left ventricle.
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Right Ventricular Pacing
AV node

Bundle of His
Left bundle

Right bundle

Figure 8.1: (Cont’d)

His Purkinje system. For this reason, right ventricular pacing is associated
with a wide negative QRS complex.

Once you have established that the QRS is narrow and negative in V,
the final things that need to be evaluated are the frontal axis, the
presence of any abnormal Q waves, and the relative size of the QRS
complex (Table 8.1). As described in Chapter 2, the frontal axis is generally
from —35° to —110°. Left axis deviation is present if the axis is more
negative (more leftward) than —35° and right axis deviation is present if
the axis is more positive (more rightward) than 110°. The most common
causes of left axis deviation are left ventricular hypertrophy and left
anterior fascicular block. The most common causes of right axis deviation
are left posterior fascicular block and right ventricular hypertrophy.

Q waves are any abnormal initial negative deflection in the QRS complex.
A QS complex (thus a deep Q wave by definition) is expected in lead aVR
and small g waves due to septal activation are expected in V, and V.
Abnormal Q waves are “plump” (>0.04 s or 1 little box wide) and “deep”
(>1mV or 1 little box deep). Q waves can be observed in a number of
conditions but where they have been historically important is for the
identification of old myocardial infarctions. In a myocardial infarction,
absence of depolarization in the affected area leads to net depolarization
away from the affected region or a Q wave. Thus Q waves will be present in
the leads that overly the affected area, so that in a patient with an old
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Table 8.1: Evaluation of depolarization

Parameter Specific ECG Question

QRS width Is the QRS <0.12 s?

QRS shape in V1 Is the QRS predominantly negative?
Frontal axis Is the axis between —35° and 110°?
Q waves Are abnormal Q waves absent?
QRS size (voltage) Is the QRS voltage normal?

Any “No” answer is abnormal and the specific cause for the abnormal
finding must be evaluated.

inferior wall myocardial infarction, Q waves will be present in leads II, lll, and
aVF Q waves will also be present in | and aVL in left anterior fascicular block
and in Il, lll, and aVF in left posterior fascicular block. Finally, a Q wave
associated with an inverted T wave in lead Ill and an S wave in lead | has
been called the S1Q3T3 pattern and has been linked to pulmonary embolus
and right ventricular “strain” or “stress.” It is important to keep in mind that
abnormal Q waves can be seen in a variety of conditions and simply mean
that ventricular depolarization is directed away from that specific lead.

The last depolarization abnormality to be evaluated is QRS size. As in
the case of right ventricular hypertrophy, left ventricular hypertrophy
leads to an increase in QRS size.
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V2-V4
Qwave

Q waves (Abnormal)
Infiltrative disease (amyloidosis)
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CHAPTER 9

Arrhythmias: Normal Rates
and Skips

Arrhythmias are classified by their rate (Figure 9.1). Abnormally slow
heart rhythms are called bradycardias from the Greek root “brady,”
which means slow. Chapter 10 provides a comprehensive discussion of
bradycardia. Abnormally fast hearts are called tachycardias from the
Greek root “tachy,” which means “fast” and are covered in Chapter 11
(good luck when you come to this chapter, this is the most complicated
of the arrhythmia topics). In between these two extremes are a diverse
collection of arrhythmias with normal heart rates that will be the subject
of this chapter.

We discussed normal rhythm in Chapter 3, Figure 3.4. In a normal
rhythm the sinus node is generating the cardiac impulse and initiating
atrial depolarization and every atrial depolarization is followed by a
timely ventricular depolarization. The source of atrial depolarization is
identified by examining the shape of the P wave. Since the sinus node is
located at the superior vena cava/right atrial junction, it is positive in lead
Il and negative in aVR. If the AV node and His bundle are conducting
normally, ventricular depolarization (a QRS complex) will follow the P
wave. With normal conduction through the AV node and His bundle, the
PR interval (the interval measured from the beginning of the P wave to
the beginning of the QRS complex) will be<0.20 s.

If the patient is having an abnormal heart rhythm (arrhythmia) at a
normal rate there are two basic questions that must be answered. First,
is the basic rhythm being generated by the sinus node? Second, are there
irregular heart beats?

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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Regular Rhythm
Normal Sinus Rhythm (artifact)

aVR
aVvL
aVF
Vi
V2
V3

V4

V5

V6



Arrhythmias: Normal Rates and Skips 219

‘WYAYJ 1esy [eullou e sey
1uaned SIyL “(x) PAAISSCO ¢ UBD 3ABM 4 B ING DDJ 9yl YIM

BulIayIaiul SII0YRINWIS SPPSNW pajuejdwi ue wol) spnidwe
MO| 3SED SIYl U] ‘Bulpiodal DI 3Yl YHM 2I94BIUI ||IM
1uawdinba [B214129]9 J9Y10 WOy S|eubis [BD111D3]D SOWIIBWOS

:€°6 24nb14



dAe

N\

dAe ul
9ABM ¢
aAnebauuopN

wyAyd [euie d1do1dg

WYiAyy Jejnbay

220 ECG Interpretation for Everyone: An On-The-Spot Guide



Arrhythmias: Normal Rates and Skips 221

‘92uanbasuod
[BD1UID OU JO SI WyiAyJ |erie d1dods Ajjessuso “winuie 3ybu
2yl uiyum Ajgeqoud osje si axs 21do1ds syl "YAe Ul sAlebau
Ajjended 10 1ej} pue JAB Ul 9AIISOd SI 9ABM d Byl DUIS
‘(spea| asayl woly Aeme buijjeaesy 3q 1snw uoieziiejodap
|ELIIE) SPE3| JOLBJUI BY) Ul 9A1eD3U ale SaABM d 8y} aduls

eli}e oy} Jo Hed Jamo| 9yl Ul 9IS e W0y patelsausb bulaq si
WYAY4 |elie 21do1os sy ajdwexs Siyl uj *sndoy |ele d1do3ds
9y} JO 31IS 3y} UO JuspUdIP 3q ||IM ABM ¢ Y} 4O adeys
3l "xYAE Ul dAnebau pue || pes| ul aalsod a9 10U [|Im
SABM d 91 WYIAYJ [euie D1do1ds U “wniie sy saziejodsp
9pOU SNUIS 3Y3 Ueyl JaY1o a1Is e ‘wyiAys jelie 21dolds ue uj

"6 24nb14




222 ECG Interpretation for Everyone: An On-The-Spot Guide

P waves?

Regular Rhythm
Junctional Rhythm
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CHAPTER 10

Arrhythmias: Bradycardia

There are only two general causes of slow heart rates: Failure of the sinus
node to deliver normal impulses or depolarization is blocked between the
atrium and the ventricles (atrioventricular or AV block) (Figure 10.1).
Although someone new to clinical medicine might say, “who cares? A slow
heart rate is a slow heart rate,” it is very important to make this distinc-
tion as the management can vary dramatically. The ECG can provide
definitive information on the specific site of the problem.

In sinus node dysfunction, since the sinus node does not generate an
impulse at the normal rate there are fewer P waves than expected. There
are many manifestations of sinus node dysfunction including sinus
pauses, sinus bradycardia, ectopic atrial rhythm, or junctional rhythm. In
ectopic atrial rhythm and junctional rhythm, the sinus rate is so slow that
a subsidiary pacemaker, either from another region in the atrium or the
AV node, must take over and “drive” the heart. We introduced ectopic
atria rhythms and junctional rhythms in the last chapter. Ectopic atrial
rhythms and junctional rhythms can be observed if these sites have more
rapid activity than the sinus node or in the case of sinus node dysfunction
if the sinus node pacemaker activity slows. These two situations can
generally be differentiated by rate, the arbitrary cut-off for an abnormal
sinus rate is 50 beats per minute and the AV junction has a spontaneous
rate of about 35-50 beats per minute. If junctional rhythm is observed
because of more rapid junctional activity the heart rate will be > 50 beats
per minute and if junctional rhythm is observed because of sinus node
dysfunction, the heart rate will be < 50 beats per minute.

In AV block the site of block is usually in the AV node or in the His
bundle since these two structures, in most cases, form the only axis for
AV conduction. Clinically AV block is classified by the relationship
between the P waves and the QRS complexes. In first degree AV block

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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(introduced in Chapter 9, Figure 9.6) there is a one to one relationship
between the P waves and the QRS complexes but the time required for
AV conduction is prolonged (> 0.20 s). First degree AV block does not
cause slow heart rates in and of itself since every P wave is conducted to
the ventricles. In second degree AV block some but not all P waves are
conducted to the ventricles and in third degree heart block there is no
relationship between P waves and QRS complexes. It is important to
remember that AV block is a normal response in the setting of rapid atrial
activity. For example, if the atria were to suddenly start to beat at 300
times a minute (as in atrial flutter, Chapter 11, Figure 11.6), the AV node
acts to limit the number of impulses that propagate to the ventricles and
prevents rapid ventricular rates. Think of the AV node as a regulator
that “protects” the ventricle from atrial arrhythmias. The corollary of this
point is that abnormal AV conduction should only be identified if the
P waves have a normal rate.

Second degree AV block is further classified into different types
depending on the exact relationship between P waves and QRS com-
plexes. In 1924, Woldemar Mobitz classified 2° AV blocks into Type | or
Type II. In Type | block there is gradual prolongation of the PR interval
until @ QRS complex is dropped. Type | block is most commonly called
Wenckebach block in honor of Karl Wenckebach who first described
this unusual conduction pattern in the late 1800s by carefully evaluat-
ing the relationship between the venous and arterial pulsations without
the aid of the ECG (pretty impressive). In Type Il block the PR interval
remains constant and there is a sudden dropped QRS complex. The
distinction between Type | and Type Il block is very easy to make from
the ECG. Simply measure the PR interval before and after the P wave
associated with the dropped QRS complex. If the PR intervals are differ-
ent Type | block is present and if they are the same Type Il block is pre-
sent. The distinction between Type | and Type II block is extremely
important. In Type | block, the site of block is usually within the AV node
so that if complete AV block develops the patient is usually left with a
junctional rhythm with a heart rate of 35-50 bpm. The presence of Type
Il block suggests that the site of block is “below the AV node” within
the His bundle (infranodal block). In this case, if complete AV block
develops the patient is dependent on a pacemaker within ventricular
tissues for the generation of QRS complexes. These ventricular sites are
associated with very slow heart rates and are extremely unreliable and
can stop suddenly.
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Sinus rhythm
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Sinus node dysfunction with junctional escape rhythm

|
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AV block with junctional escape rhythm

Figure 10.1:

Bradycardia can develop from
either failure of the sinus node to
initiate depolarization (sinus node
dysfunction) or once the atrium
is depolarized, atrioventricular
block. The two forms of
bradycardia can easily be
differentiated by the ECG: in sinus
node dysfunction not enough P
waves are generated, while in AV
block there are “enough” P
waves, but they do not conduct

to the ventricles in a normal
fashion. In the example, since the
sinus node is not depolarizing
normally, a subsidiary site, the AV
node, “takes over” depolarizing
the heart. Junctional beats in this
case can be identified because
the QRS complex is not preceded
by a P wave. In the example of AV
block, there is no AV conduction,
so the AV node region also
generates the QRS complexes but
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There are two situations that do not “fit” into the Type | and Type I
classification system for AV block. In the first, every other P wave is
associated with a QRS complex. In 2:1 AV block although the PR intervals
are the same before and after the blocked P wave, 2:1 AV block can be
due to block within the AV node or infranodal. In most cases of 2:1 block
the patient will have a few consecutive P waves that conduct to the
ventricles so that the distinction between Type | and Type Il can be made.
Generally since Type | AV block is much more common than Type Il block,
intermittent periods with gradual prolongation of the PR interval will be
observed between periods of 2:1 AV block. In the second situation called
advanced AV block, two or more consecutive nonconducted P waves are
present. In this case three or more P waves are presented between QRS
complexes but some P waves conduct so that some AV conduction
is present.

Although discussed earlier, there are two common circumstances
where AV conduction is normal but are classified incorrectly as 2° degree
AV block. In the first a premature atrial contraction (PAC) is not associated
with a QRS complex (often called a “blocked PAC" in clinical shorthand).
The second situation is an abnormal atrial rate associated with block in AV
conduction. The AV node has decremental conduction properties so both
of these responses are actually normal. In order to make the diagnosis of
AV block, the P waves must be regular and with a normal rate.

In complete heart block (3° AV block) there is no relationship between
P waves and QRS complexes. If the block is within the AV node a regular
narrow QRS rhythm or junctional rhythm will be observed. This can be a
source of confusion since junctional rhythm is also a manifestation of
sinus node dysfunction. The difference is that in complete heart block P
waves are present and do not conduct to the ventricles and in junctional
rhythm due to sinus node dysfunction P waves generated by the sinus
node will not be seen. If complete heart block due to infranodal block
develops, the escape QRS complex will be wide.

Figure 10.1: (Cont'd)

unlike sinus node dysfunction P From Pathophysiology to Clinical
waves at a normal rate are present. Application, Springer, New York,
(With permission, taken from FM NY, 2009.)

Kusumoto, ECG Interpretation:
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The distinction between 2° degree AV block and complete heart block
seems confusing at first glance. For example, how do | differentiate
between advanced AV block and complete heart block? Actually there is
a practical way for the ECG to help. In 2° AV block, generally the QRS
rhythm is irregular because of some conducted P waves while in complete
AV block the QRS rhythm will be regular. This practical method helps in
another situation. In atrial fibrillation, the atria are activated irregularly
and in turn this leads to an irregular QRS rhythm. In patients with atrial
fibrillation and complete AV block, a regular slow QRS rhythm will be
observed.
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CHAPTER 11

Arrhythmias: Tachycardia

Okay, take a very deep breath as this chapter is by far and away the most
difficult to get through (hopefully you are not already grumbling “Oh
dear, the first ten were awfully tough”). At first glance, the material
appears very dense with a lot of information. Sadly you might be right
about the quantity of material, but it is hoped this chapter will provide an
outline to make the material easier to organize. However, the ECG is the
fundamental diagnostic tool for evaluating rapid heart rates. In fact, if at
all possible (sometimes the clinician is limited because of hemodynamic
collapse), any patient who is thought to have an abnormal rapid heart
rate should receive a 12 lead ECG as soon as possible. Once mastered,
the ability to quickly evaluate an ECG is an essential skill necessary for
taking care of critically ill patients.

From an anatomic standpoint, rapid heart rates can be due to abnor-
mally rapid activity from three sites: the atria, AV junction, or the ventricles.
The fourth cause of tachycardia uses an abnormal muscular connection
between the atria and ventricles (accessory pathway) that is used as the
essential component in the tachycardia (Figure 11.1).

Although this anatomic classification is extremely helpful for remem-
bering the different types of tachycardia and will be used for the remain-
der of the chapter, clinically the ECG is used to make a distinction
between narrow complex tachycardias and wide complex tachycardias.
In narrow complex tachycardia, the QRS has a normal appearance with
an rS complex in V, and a width < 0.12 s. The normal QRS complex
means that the ventricles are being activated normally using the His
Purkinje tissue and generally rules out a tachycardia arising solely from
ventricular tissue (ventricular tachycardia). In wide complex tachycardias,
the focus will be on deciding whether the patient has ventricular
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Wide QRS
Tachycardias

Figure 11.1:

Anatomic types of tachycardia.
The ventricular tachycardias and
the accessory pathway mediated
tachycardias in which the ventri-
cles are activated by the accessory
pathway always are associated
with a wide complex tachycardia
(Wide QRS tachycardia). The
other tachycardias are usually
associated with a narrow QRS

tachycardia and are grouped
together as supraventricular tachy-
cardias. Any  supraventricular
tachycardia can be associated
with aberrant conduction and
produce a wide complex tachy-
cardia. (Adapted with permission
from FM Kusumoto, Cardio-
vascular Pathophysiology, Hayes
Barton Press, Raleigh, NC, 2004.)
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tachycardia or one of the supraventricular tachycardias with abnormal or
aberrant conduction. Ventricular tachycardia is generally more likely to be
life-threatening, while the supraventricular tachycardia, although it may
be associated with significant symptoms, is generally better tolerated.
The presence of a narrow QRS on the ECG is a first form of “triage,” and
essentially rules out ventricular tachycardia.

Narrow QRS tachycardias are generally grouped together and called
supraventricular tachycardias, to emphasize that ventricular tachycardia is
not present. If we return to our anatomic classification scheme, supraven-
tricular tachycardia can have three anatomic causes: atrial tachycardias,
junctional tachycardias, or accessory pathway mediated tachycardias. In
atrial tachycardia, the cause of tachycardia is solely within atrial tissue. This
could be a site or sites within the atria that are depolarizing (or “firing”)
abnormally fast or a reentrant circuit within the atria.

We now have to take a slight “detour” and talk about the difference
between automaticity and reentry (Figure 11.2). Automaticity is very
easy to understand conceptually as a single or several rapidly blinking
lights that cause rapid atrial activity. On the other hand, reentry is not
very intuitive and can be one of the most confusing subjects for students
learning about arrhythmias. However, a cursory understanding of reentry
is necessary for analyzing the ECG. In reentry a “substrate” consisting of
two parallel pathways with connected ends and different electrical
properties is present. Generally, a wave of activation travels through
both sides of the pathway equally. But a premature stimulation can lead
to conduction down only one pathway, due to block in the other
pathway. In some cases, the impulse can turn around and travel
backwards up the parallel pathway, setting up a continual loop of
depolarization. The analogy that is often used is a dog chasing its tail.
The electrical activity continues to circle on the two pathways until one
of the arms blocks suddenly and the tachycardia stops. Tachycardias due
to reentry tend to start suddenly and stop abruptly. Although it might
not first seem obvious, parallel electrical pathways are quite common in
the diseased heart due to the development of scar tissue and natural
barriers, e.g. the entrance of the vena cavae into the right atrium (see
the discussion on atrial flutter which follows).

So now back to our discussion of atrial tachcardias. An atrial tachycardia
due to a single rapidly depolarizing site is formally called a focal atrial
tachycardia, although to add to the confusion these arrhythmias are often
just called atrial tachycardias. If three or more sites are depolarizing
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Reentry

Automaticity

Premature beat

Depolarization
reenters the

blocks in one “pathway” to start
pathway a reentrant loop
Figure 11.2:

The two cellular/tissue causes of
tachycardia are automaticity and
reentry. In automaticity a site or
sites within the heart begins to
depolarize abnormally fast. In this
example an automatic site is
located within the atria. In reentry,
a “substrate” of two parallel
“pathways” is present. The path-
ways can be anywhere and are
separated by fibrosis or a nor-
mal anatomic structure (e.g. the

inferior vena cava). In this example
the two “pathways” are shown in
the right atrium. A premature
beat blocks in one “pathway” and
conducts in only one “pathway.”
The wave of depolarization turns
around by depolarizing the other
“pathway” and a reentrant circuit
develops. Reentry requires both
“substrate”-two pathways with
different electrical properties and
a “trigger” to initiate the reentry.

abnormally, the arrhythmia is called a multifocal atrial tachycardia.
An atrial tachycardia due to reentry within atrial tissue is called atrial

flutter (Figure 11.1).

Tachycardias that arise from junctional tissue are usually due to small
reentrant circuits that are confined to the AV node and adjacent atrial
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tissue (AV node reentrant tachycardia or AVNRT). In rare cases (usually
children), an unusual arrhythmia called junctional ectopic tachycardia
(JET) due to an automatic focus from junctional tissue can be observed
(Figure 11.1).

The final distinct anatomic cause of supraventricular tachycardia uses
an accessory pathway. Usually the AV node is the only electrical connec-
tion between the atria and the ventricles, but in some cases a strand of
tissue that forms an additional electrical connection between the atria
and ventricles called an accessory pathway is present (Chapter 7, Figures
7.9 and 7.10 and Chapter 8, Figure 8.3). The coexistence of the AV node
and an accessory pathway are the perfect conditions for the develop-
ment of reentry. Under normal conditions, atrial depolarization travels
down both the accessory pathway and the AV node to depolarize the
ventricles. A premature atrial contraction can sometimes block in
the accessory pathway and conduct solely down the AV node to activate
the ventricles. Ventricular depolarization may activate the ventricular end
of the accessory pathway and the depolarization can travel “backwards”
up the accessory pathway to depolarize the atria and initiate a reentrant
circuit (the dog chasing its tail). This type of tachycardia is called atrioven-
tricular reentrant tachycardia or AVRT and leads to a rapid supraventricu-
lar tachycardia since the ventricles are being depolarized normally via the
AV node and His Purkinje system.

Although there are obvious complexities and subtleties, in general,
when evaluating a supraventricular tachycardia there are two considera-
tions: determining whether the rhythm is regular or irregular and identi-
fying atrial activity.

Irregular supraventricular tachycardias are generally due to tachycar-
dias from rapid atrial activity (atrial tachycardias) (Table 11.1). Rapid atrial
activity can have several forms. The most common cause of an irregular
supraventricular tachycardia is atrial fibribrillation where irregular, con-
tinuous, and chaotic atrial activity called fibrillatory waves is observed. In
atrial fibrillation, the pulse and ventricular rhythm is extremely irregular
because of irregular activation of the ventricles via the AV node. Several
other forms of rapid atrial activity can also cause irregular rhythms. In
multifocal atrial tachycardia, several different sites within the atria alter-
natively activate the atria. Think of rapidly blinking lights from different
sites and rates within the atria. Both atrial fibrillation and multifocal atrial
tachycardia cause irregular rapid heart rhythms, and the distinction
between the two is made by the ECG. In multifocal atrial tachycardia, the
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Table 11.1: Causes of supraventricular tachycardia

ECG Rhythm Possibilities
Irregular Atrial tachycardias

o Atrial fibrillation
* Multifocal atrial tachycardia
o Atrial flutter/focal atrial tachycardia with variable AV
conduction
Regular Atrial flutter/focal atrial tachycardia
Junctional tachycardia
Accessory Pathway-mediated (AVRT,ORT)

atria are depolarized as a single wave, albeit at abnormal rates and from
different sites, so discrete P waves of different shapes are observed. In
atrial fibrillation, the atria are not depolarized as single waves of activity
and rather by continuous ever-changing smaller waves of activity. One
way to think about the differences between multifocal atrial tachycardia
and atrial fibrillation is the motion of water at the beach or in a rapidly
flowing river. At the beach, waves break at irregular intervals but between
the waves there is no activity. In contrast, in a rapidly flowing river, multi-
ple different waves are continuously slowing in an ever-changing pattern
with no quiescent period.

Usually focal atrial tachycardias and atrial flutters lead to regular rapid
rhythms but in some cases regular rapid atrial activity can lead to some
irregularity of the QRS complexes due to variable conduction. However,
even in this case there will be periods of regular tachycardia, and when
an irregular tachycardia develops fixed intervals will still be observed since
the atria are being depolarized regularly. This pattern is often called “reg-
ularly irregular” to differentiate it from atrial fibrillation and multifocal
atrial tachycardia which are associated with very irregular QRS rhythms
because the atria are being activated irregularly (often referred to as
“irregularly irregular”). In some cases of atrial fibrillation, large areas of
tissue are activated relatively regularly, leading to the appearance of
larger “flutter” waves, particularly in lead V,, and this is sometimes called
“coarse” atrial fibrillation. The distinction between atrial flutter and atrial
fibrillation is usually made by the QRS rhythm; if the QRS rhythm is irreg-
ularly irregular, it is classified as atrial fibrillation, and if there is some
pattern of regularity, it is called atrial flutter or atrial tachycardia.
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A regular supraventricular tachycardia can be caused by a regular atrial
tachycardia or atrial flutter, a rhythm arising from the AV junction, and
finally in one of the tachycardias that use an accessory pathway. Atrial
tachycardia and atrial flutter have already been described and if AV con-
duction is constant, a regular tachycardia is observed. In most cases every
other depolarization of atrium conducts to the ventricle (2:1 conduction).
For example, the most common form of atrial flutter depolarizes the
atrium at a regular rate of 300 beats per minute, if every other depolari-
zation is conducted to the ventricles, the resulting ventricular rate will be
150 beats per minute. Fast but probably a lot more stable than a heart
rate of 300 bpm! Careful inspection of the ECG is required to identify the
P waves.

Tachycardias arising from the AV junction area are usually due to a
small reentrant circuit due to small parallel inputs into or within the
AV node. Since the junction is driving the heart, the ventricles are
activated via the His Purkinje system and the atria are activated
“backwards” from the AV node region. Since the atria and ventricles are
activated simultaneously the P wave is sometimes obscured by the QRS
complex or seen at the end of the QRS complex.

As discussed previously in this chapter, patients with an accessory
pathway can develop supraventricular tachycardia. In contrast to tachy-
cardias arising from the junction the ventricles and atria are activated
sequentially one after the other. For this reason, the P waves are typically
observed after the QRS complex within the ST segment. As will be
emphasized in the figures, identification of the P waves can provide
important clues for determining what type of tachycardia is present.

One last confusing point about supraventricular tachycardias is the
“alphabet soup” of abbreviations used to describe them:

SVT: Supraventricular tachycardia — a generic term used to
describe any fast heart rhythm with a normal QRS complex.

PSVT: Paroxysmal supraventricular tachycardia — an SVT that occurs
sporadically and starts suddenly and stops suddenly.

AVNRT: AV node reentrant tachycardia — a reentrant tachycardia with
all of the components for the reentrant circuit within the
AV node and /or adjacent tissue.

AVRT:  Atrioventricular reentrant tachycardia—a reentrant tachycardia
that uses an accessory pathway and the AV node as two
“limbs” of a reentrant circuit.
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ORT:  Orthodromic reciprocating tachycardia — the specific form of
AVRT in which the AV node activates the ventricles and the
accessory pathway activates the atria. The term “ortho”
comes from the Greek word “normal or standard” and
“dromic” for direction to describe the normal direction of AV
conduction in this type of tachycardia that results in a narrow
complex tachycardia.

A wide QRS tachycardia is also called wide complex tachycardia. In this
case, the ventricles are not being activated normally by the His Purkinje
system. Any of the supraventricular tachycardias can cause a wide QRS
tachycardia if there is abnormal or aberrant conduction in the His Purkinje
system, often collectively referred to as “SVT with aberrancy.” But wide
QRS tachycardia can also be caused by rapid ventricular activation due to
automaticity or a reentrant circuit within ventricular tissue. Any
tachycardia that is due solely to abnormal activation of ventricular tissue
is called ventricular tachycardia. Although both SVT with aberrancy and
ventricular tachycardia can be associated with significant symptoms,
rapid identification of ventricular tachycardia is critical since ventricular
tachycardia is often unstable and can lead to sudden death. For this
reason, the ECG is very useful for first identifying whether a tachycardia
is wide complex or narrow complex (SVT) and second, for differentiating
between ventricular tachycardia and SVT with aberrancy. The ECG clues
for identifying ventricular tachycardia are provided in Figures 11.17
through 11.24.
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Regular Narrow QRS tachycardia
Focal atrial tachycardia
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Polymorphic VT
(Ventricular Fibrillation)

Monomorphic VT



Arrhythmias: Tachycardia 305

“yieap buipuaduwi
|eubis pue Buluaiealyl-a4l| aie yiog “eipJedAydel Jejndijusn
dlydiowA|od pue uole||Lql JB[NDLIUSA USSMISQ 2DUIRHIP
Ou Sl aldy} ‘uoissndsip Jno jo sesodind |edideld ayy
104 "suljaseq syl wouy Aeme sbuims tabie| yim ing Alanoe
Je[nouuaA Jeinballl pue pidel sey ey} eipJedAyde) e aqLdSsp
0} pasn si eipiedAydey Jejnduiuan diydiowAjod piom ayy
SaWIBWOS "D D3 3y} Ag pap.iodal AJIAIIDE JejndLILUSA Jo adeys

9y1 sabueyd 1eyr Auanoe denduiusa Jenbaul pue pides
0} buipes| uasaid e uoleziiejodap Je|NdLIIUSA JO SSABM
a|dinw ‘uonef|qly Je[NJLIUSA Ul "@2Inos 3|buls e wol)
pazilejodap bBulag aie sspuIUSA 3y} asnedaq Abojoydiow
Swes sy} aAeY ||e ‘auleziq pue pides ybnoyye ‘sexs|dwod
SYO Y} EeIpiedAYdE] JeJNDLIIUSA U] “UOIe||lgl} Je[nDLIIUSA
0} 9jelousap Aew (Kemyied AJOSS9ddE UB BIA UOIDNPUOD
pides yym UOnEe||qgl [PL1E PUB) BIPIEdAYDE) IB|NDLIIUSA

GL°LL d4nbi4



306 ECG Interpretation for Everyone: An On-The-Spot Guide

Artifact

“Wide QRS tachycardia”
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CHAPTER 12

Arrhythmias: Pacing

Implantable cardiac devices are now used for several different functions.
Implantable cardioverter defibrillators (ICDs) are designed to automatically
detect ventricular tachyarrhythmias and deliver therapy to terminate the
arrhythmia by rapid pacing or by delivering a large shock. The oldest
implantable cardiac device, pacemakers have been used to treat slow
heart rhythms. More recently, pacing has been used to help the failing
heart contract in a more normal fashion (cardiac resynchronization therapy
or CRT). Most commonly, devices designed to provide CRT also have ICD
capabilities. The last type of implantable cardiac device is an implantable
loop recorder (ILR). The ILR is a strictly diagnostic device (it provides no
therapy) and is used to evaluate patients with intermittent symptoms that
are separated by longer periods of time (weeks and months). A compre-
hensive discussion of implanted cardiac devices is far beyond the scope of
this introductory text on ECGs, but since pacemakers are so common it is
important to have some basic understanding on how they function and
how they affect the ECG.

Pacemakers were first developed as a way to artificially stimulate the
heart in patients with bradycardia. Depending on which chamber(s) needs
to be paced lead(s) are placed in the right atrium and/or right ventricle
(Figure 12.1). The first pacemakers developed used a single lead placed in
the right ventricle. Although ventricular pacing prevents catastrophic
bradycardia, atrioventricular synchrony is not maintained. In patients with
sinus node dysfunction, atrial pacing is sufficient to treat bradycardia
because atrioventricular conduction is normal. Obviously, for a patient
with bradycardia due to atrioventricular block, a single chamber atrial
pacing would not be effective for producing ventricular depolarization. In
the United States dual chamber pacemakers are the most common type

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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of pacemaker used for treating bradycardia. Although dual chamber
pacemakers are more complicated, they ensure ventricular depolarization
and maintain atrioventricular synchrony in patients with bradycardia due
to either sinus node dysfunction or atrioventricular block.

More recently, leads have been placed in veins overlying the left ventricle
to restore more normal ventricular depolarization in patients with left
bundle branch block and severe heart failure.
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Biventricular pacing Cardiac resynchronization
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CHAPTER 13

Clinical Use of the ECG:
Stress Testing

Since identifying myocardial ischemia or injury is one of the most useful
functions of the ECG in patients with chest pain, it is not surprising that
the ECG is used as a diagnostic tool during exercise stress testing to
identify patients who may have significant coronary artery lesions. The
concept is simple, exercise increases metabolic demand of cardiac tissue.
If blood supply is limited to a region of the heart because of significant
blockages that region will become ischemic and the ECG will show signs
suggestive or diagnostic of ischemia. Exercise stress testing is generally
a safe procedure. However, severe complications such as myocardial
infarction and death have been reported in approximately 1 / 2,500
tests. Obviously, good clinical judgment and appropriate risk stratifica-
tion should be considered before ordering or performing any type of
stress test.

There are several protocols used for exercise testing but all employ a
gradual increase in the slope and speed of a treadmill. The Bruce Protocol
is the most widely used exercise protocol. It delivers an incremental
workload every three minutes. This protocol is used for patients that are
able to exercise and achieve at least a speed of 2.5 to 3.4 mph on an
incline of 12% to 14%. For individuals where this amount of exercise is
unrealistic, several protocols that use lower workloads such as the
modified Bruce Protocol, the Balke Protocol, and the Naughton Protocol
have been developed. Regardless of the protocol, in general patients are
asked to exercise until they have to stop due to symptoms such as chest
pain, shortness of breath, or generalized fatigue (symptom limited stress
test). For most protocols it is important for the patient to achieve a specific
heart rate, usually 85% of the maximum predicted heart rate for age.

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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During exercise, the ECG is constantly monitored with six leads in the
standard precordial positions and the limb leads placed on the trunk. The
ST segment is the principal parameter monitored during an exercise test.
Specially designed ECG recording systems are used that employ specialized
electronics to filter extraneous noise and motion artifact from movement
and also continuously measure ST segment changes from baseline.

The most common abnormal ECG finding with stress testing is ST
segment depression. In order to provide some standardization for inter-
pretation of ST segment changes, the J point (the point where the QRS
ends and the ST segment starts) and the J + 80ms (2 little boxes after
the J point) are used as the specific locations of the ST segment for
measurement. In addition the character of the ST segment changes are
described qualitatively. There are four types of ST segment depression
that can occur during cardiac stress testing:

Rapid upsloping: If the ST segment returns to normal at 0.08 sec from
the J point, it is a normal response.

Slowly upsloping: The ST segment returns to baseline later than 0.08 sec
after the J point and it is an equivocal ST segment response to ischemia
(some patients have CAD and some do not). If it only occurs in recov-
ery, it may be entirely normal.

Flat (horizontal) depressed ST segment: It is definitely abnormal and if it
upslopes within two to four minutes in recovery, it is much less likely to
be true disease.

Downsloping ST segment depression: The possibility of a positive ECG
increase with the amount of downsloping and its persistence in recovery.

Several ECG findings are particularly significant if they occur during stress
testing because they may signify the presence of significant lesions in
multiple coronary arteries (multivessel disease):

Marked ST segment depression greater than 2mm, especially flat or
downsloping ST segment depression.

Early ST segment depression in the first three to five minutes of the test,
especially when it is persistent for four to six minutes in recovery.

Severe or increasing chest pain, especially with ST segment depression.

Failure to complete at least four to six minutes of exercise.

Exercise induced hypotension.

Frequent ventricular ectopy in association with ST segment depression.
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In addition to ST segment changes, the amount of exercise that an
individual can perform on a stress test is extremely useful. Exercise capac-
ity is generally quantified with METS (metabolic equivalents). A MET is
a metabolic equivalent that is used to quantify cardiovascular workload
and it is used to express exercise capacity. One MET is equal to the uptake
of 3.5ml of oxygen/kg/min and is the average oxygen requirement from
inspired air necessary to maintain life in the resting state. After adjusting
for age and other risk factors, each increase in exercise capacity (METS)
equates to 10% to 25% improvement in survival. Examples of the value
of the METS achieved during exercise:

e 5 METS is associated with a poor prognosis in patients under 65 years.

e Failure to complete stage Il (7 METS) is very concerning.

e 8.5 METS is common with a sedentary adult.

e 9 METS or more after a CABG indicates a good prognosis regardless of
other responses.

e 10 METS is considered a degree of fitness.

e 14 METS is considered physically fit.

18-20 METS is considered to be a highly conditioned individual.

e 24 METS is considered a well-trained aerobic athlete.

The probability for ischemia and the likelihood of its severity is directly
related to the amount of abnormal ST segment depression and inversely
related to the slop of the ST segment. The severity of CAD is also related
to the time of appearance of ischemic shifts. It is extremely difficult to
evaluate ST segment changes in patients who have significant baseline ST
segment abnormalities including left bundle branch block, left ventricular
hypertrophy, the Wolff Parkinson White Syndrome, ventricular pacing,
and digoxin therapy.
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CHAPTER 14

Clinical Use of the ECG:
Clinical Problems

The ECG is an extremely important diagnostic tool for patients who may
have cardiac problems and for this “wrap-up” chapter it is useful to put the
ECG in the context of its main clinical uses: Evaluating the patient with an
ongoing arrhythmia, evaluating a patient who complains of symptoms in the
past that may be due to arrhythmias (palpitations, dizziness), and evaluating
a patient with chest pain or other symptoms suggestive of a cardiac problem.

Ongoing arrhythmia

In the patient with an ongoing arrhythmia, simplistically the patent has a
heart rate that is too slow, a heart rate that is too fast, or a heart rate that
is normal but has skips or is irregular. Now that we have reviewed the
different causes of arrhythmias we can modify Chapter 9, Figure 9.1 to
include the specific arrhythmias (Figure 14.1). Slow heart rates (bradycar-
dia) are either due to sinus node dysfunction or atrioventricular block.
The ECG helps identify if enough P waves are being generated and if
P waves are present do they conduct normally to the ventricles.

In a patient with a rapid heart rate, the ECG is used to quantify the rate
and rhythm, and perhaps most important, determine whether or not the
ventricles are being depolarized normally or abnormally (Figure 14.1). If
the QRS is narrow and normal appearing, the ventricles are being
depolarized normally and the patient has supraventricular tachycardia.
Although supraventricular tachycardia can be associated with significant
symptoms, they are usually reasonably stable and generally not associated
with hemodynamic collapse. In fact if the patient has a tachycardia not
associated with a pulse, it suggests that some significant process other
than arrhythmia is present (severe infection, severe blood loss, etc.). In

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
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Arrhythmias

Rate
I

f '

Slow Heart Rate

Normal Rate

(Bradycardia)

{ f

Sinus node Dysfunction Skips
(Not enough P Waves) PACs, PVCs, PJCs
AV block Nonsin
(P’s don’t conduct) onsinus

Junctional rh:

Ectopic atrial rhythm

ythm

Atrial fibrillation

Figure 14.1:

Flow sheet for evaluation of
arrhythmias. AV: atrioventricular;
PAC: premature atrial contrac-
tion; PVC: premature ventricular
contraction; PJC: premature junc-
tional complex; MAT: multifocal
atrial tachycardia; AT: atrial tachy-
cardia; AVNRT: AV node reentrant

N

Rapid Heart Rate
(Tachycardia)

{

Irregular narrow QRS
Atrial fibrillation
MAT
AT/Flutter w/ Variable AV

Regular narrow QRS
AT/Flutter
AVNRT
Junctional tachycardia
AVRT

Regular Wide QRS
VT
SVT w/aberrancy

Irregular Wide QRS
Torsades
AF and WPW
VF

tachycardia; AVRT: atrioventricu-
lar reentrant tachycardia; SVT:
supraventricular tachycardia; AF:

atrial

fibrillation;

WPW:  Wolff

Parkinson White Syndrome; VT:
ventricular tachycardia; VF: ven-
tricular fibrillation.
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contrast, a wide complex tachycardia confirms that the heart is not being
depolarized normally and the possibility of ventricular tachycardia must
be the first thought that crosses the clinician’s mind. Specific identification
of the cause of the supraventricular tachycardia or wide complex
tachycardia is covered in Chapter 11.

If the patient is complaining of an irregular heart beat, the ECG can
identify whether the patient is in sinus rhythm with skips (either premature
atrial contractions or premature ventricular contractions) or some other
arrhythmia such as atrial fibrillation is present (Figure 14.1).

Symptoms suggestive of a prior arrhythmia:

syncope or palpitations

Oftentimes patients come for evaluation of a problem they experienced
in the past such as palpitations, dizziness, or syncope. Syncope is a
medical term used for sudden loss of consciousness that is transient and
often with a quick recovery. Syncope is extremely common and can have
many causes. Generally most patients with syncope have a very good
prognosis except for those patients that have syncope due to a cardiac
problem, most commonly a transient arrhythmia. The ECG is an essential
part of the initial evaluation of patients with syncope. The focus of the
ECG is to identify patients who may have a cardiac cause of syncope
(Figure 14.2). The ECG should be evaluated for depolarization abnormalities
and repolarization abnormalities. Identification of an abnormal ECG
makes a cardiac cause of syncope more likely.

Chest Pain

Finally, the ECG remains one of the most important diagnostic tools for
evaluating the patient with symptoms that may be due to cardiac
ischemia (Figure 14.3). Although this is important, remember that the
patient’s description of their symptoms provides the most valuable clues
for the cause of chest pain. Chest pain due to ischemia is generally
described as a dull pressure in the central or left chest that may radiate
to the arm or jaw. The pain lasts minutes or longer (rather than sharp
stabbing pain for seconds) and generally does not change with a breath
or with change in position.

The hallmark ECG changes associated with myocardial ischemia, injury,
or infacrtion are changes in repolarization such as ST segment elevation,
ST segment depression, or T wave changes (inversion and less commonly,
peaking). The ST segment elevation associated with myocardial infarction
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Significant ECG abnormalities
in Syncope or Palpitations

Depolarization Repolarization
Abnormalities Abnormalities
Prologed PR LVH
Bundle Branch block QT interval
Left ventricular hypertrophy Brugada Syndrome
Q waves
LVH
RVH
Long QT Syndrome
Brugada Syndrome
Figure 14.2:

ECG evaluation in syncope and palpitations. LVH: left ventricular hyper-
trophy; RVH: right ventricular hypertrophy.

is present in two contiguous leads. The presence of reciprocal changes, T
wave inversion or Q waves makes myocardial infarction and injury as the
likely cause for ST segment elevation. Reciprocal changes (other than
depression in aVR due to pericarditis) are particularly useful if they are
present. But remember that the absence of reciprocal changes does not
“rule out” myocardial injury as a cause of ST segment elevation, particu-
larly for anterior wall myocardial infarctions. In Chapter 4, only very subtle
reciprocal changes in the inferior leads are observed in Figure 4.8 and no
reciprocal changes are present in Figure 4.10. Reciprocal changes are
much more commonly observed in inferior wall myocardial infarctions
(inferior ST segment elevation; reciprocal changes most commonly
observed inV,, V,, |, and aVL) and lateral wall myocardial infarctions (lat-
eral ST segment elevation; reciprocal changes in the inferior leads).

The evaluation of the ECG with only ST segment depression or T wave
changes can be extremely challenging. In some cases, the ECG changes
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can be extremely subtle, perhaps only present in one lead. For ST segment
depression and T wave inversion, comparison with an old ECG or if the
chest pain is “coming and going,” associated dynamic ST segment and T
wave changes should arouse suspicion for ischemia. The presence of left
bundle branch block and left ventricular hypertrophy increase the
likelihood that a patient has coronary artery disease or other cardiac
abnormality but also make the ECG more difficult and sometimes
impossible to evaluate for ischemia. Several final thoughts may help.
First, more obvious ECG changes are more worrisome. The corollary of
this is that for more subtle the ECG changes, either the ischemia is in a
region in an area that is not “seen well” by the ECG (lateral wall), or,
more likely, that the ischemia is not severe enough to be associated with
large changes in repolarization or depolarization. Second, comparison
ECGs, whether old or when the patient is experiencing different
symptoms, may be helpful. Finally, listen to your patient and remember
that symptoms always take precedence over ECG findings.
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Appendices

Additional References

Chou’s Electrocardiography in Clinical Practice: Adult and Pediatric. Surawicz B,
Knilans TK. Sunders, Philadelphia, PA, 2008.

Goldberger AL. Clinical Electrocardiography: A Simplified Approach. Mosby,
Philadelphia, PA, 2006.

Kusumoto FM, ECG Interpretation: From Pathophysiology to Clinical Application,
Springer, New York, NY, 2009.

O’Keefe JH, Hammill SC, Freed MS, Pogwizd SM. The ECG Criteria Book. Jones and
Bartlett Publishers, Sudbury, MA, 2010.

Lists:

Causes for Abnormal Axis Deviation

Left axis deviation

® Normal variant (2-5%)

® Left anterior fascicular block

e |eft ventricular hypertrophy

e |nferior wall myocardial infarction
® Primum atrial septal defect

® Hyperkalemia

o Left bundle branch block

Right axis deviation

® Normal variant

® |ead misplacement

® |eft posterior fascicular block

® Right ventricular hypertrophy

® |ateral wall myocardial infarction
® Dextrocardia

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.
Fred Kusumoto and Pam Bernath.
© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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(Cont’d)

® Pulmonary embolus
® Chronic obstructive lung disease
® Secundum atrial septal defect

Source: FM Kusumoto, ECG Interpretation: From Pathophysiology to Clinical
Application, Springer, New York, NY, 2009.

Differential Diagnosis for Q Waves

Anterior

e Anterior wall myocardial infarction
e Left ventricular aneurysm

® | eft ventricular hypertrophy

o Left bundle branch block

e |nfiltrative Diseases (amyloid, sarcoid)
® Right sided accessory pathway

® Chronic obstructive lung disease
® Pneumothorax

® Dilated cardiomyopathy

® |ntracranial hemorrhage

® Hyperkalemia

® Pacing

Inferior

® Inferior wall myocardial infarction
® | eft posterior fascicular block

e |nferior accessory pathway

® Hypertrophic cardiomyopathy

® Pacing

Lateral

® | ateral wall myocardial infarction
e Left anterior fascicular block

® Left lateral accessory pathway

Source: FM Kusumoto, ECG Interpretation: From Pathophysiology to Clinical
Application, Springer, New York, NY, 2009.
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T Wave Changes and Possible Causes

Nonspecific T wave changes

® Heart disease

® Drugs

® Flectrolyte abnormalities

® Hyperventilation

® Pericarditis

® Normal variant

® |eft ventricular hypertrophy

® Bundle branch block

® Pancreatitits, cholecystitis, esophageal spasm

® Hypothyroid

T wave inversion

® Normal variant

® Myocardial infarction/ischemia

® Digoxin, antiarrhythmic medications

® After ventricular pacing or radiofrequency catheter ablation
(cardiac memory)

e |eft ventricular hypertrophy

® Bundle branch block

® Central nervous system problems

Peaked T waves

® Hyperkalemia

® Myocardial infarction/injury

® Normal variant (early repolarization)

® Intracranial hemorrhage

® | eft bundle branch block

® |eft ventricular hypertrophy

Source: FM Kusumoto, ECG Interpretation: From Pathophysiology to Clinical
Application, Springer, New York, NY, 2009.
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Criteria for left ventricular hypertrophy and right ventricular hypertrophy

Left Ventricular Hypertrophy
Sokolow-Lyon

Cornell

Estes

Right Ventricular Hypertrophy

Presence of either:

® RinaVL> 11 mm
® Sum of the Sin V, or V, and the R
inV, or V> 35 mm
RinaVLand S in V,>28 mm
(men) or > 20 mm (women)
Point score: 2 5 for left
ventricular hypertrophy
® Amplitude: 3 pts
O Largest R or S wave 220 mm in
a limb lead
©SwaveinV, orV,> 30 mm
© Rwave inV, or V =30 mm
® Typical STT wave “strain” pattern
© Without dig: 3 pts
o With dig: 1 pt
® |eft atrial enlargement: 3 pts
e |eft axis deviation > 30°: 2 pts
® QRS duration > 0.09 s: 1 pt
® Intrinsicoid deflection in V, or
V> 0.05s: 1 pt
Suggested by the presence of
one or more of the following:
® Right axis deviation > 110°
® RwaveinV, >7 mm
® SwaveinV, <2 mm
® Sum of the Rin V, and the Sin
Vg >10.5mm
® rsR"in V, with R” > 10 mm
® Right atrial enlargement

Intrinsicoid deflection: Measurement from the beginning of the QRS complex to
the peak of the R wave (less commonly called the R wave peak time)
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Wide Complex Tachycardia Glass Beads

1. How's the patient?
2. Can you find “unexpected” deflections (P waves)?
3.“Really” abnormal QRS complexes?
- Concordance
- Absent RS
-“Northwest” Axis
4,"ALWAYS assume the worst”
(ventricular tachycardia)

“Unexpected Deflections”

D
Concordance -U -U -U -U U 'U
Aszrr‘ntRS J\J\J\J\J\J\ M-\[MJ\LJ\LJ\

V1 V2 V3 V4 V5 V6

D 4

Axis -90° to -180° aVR J\ I -U

Very Wide QRS (> 0.16-0.18s)



Index

aberrant conduction, 234-5
abnormal depolarization. see
depolarization
abnormal repolarization. see
repolarization
absent RS complex, 316-17
accessory pathway
prominent R wave in V1, 154, 164-7
QRS complex/interval, 184-5,
190-191
tachycardia, 272-4, 302-3
acute myocardial injury, 77
advanced second degree AV block,
262-3, 268-71
amyloidosis, 204-5
aneurysms, 44-5, 60-61
anterior leads, 7-8, 11-12
anterior ST segment elevation, 41-3
anterior wall MI, 42-3, 52-9, 61, 202-3
anteroseptal MI, 159
apical ballooning syndrome, 62-3
apical hypertrophic cardiomyopathy, 113
arrhythmias
atrial fibrillation, 238-9, 245
bradycardia, 214-15, 241-71, 366-7
competing pacemakers, 236-7
ectopic atrial rhythm, 220-221, 237
interpretation of ECGs, 32-3, 35
irregular rhythm, 226-39
junctional rhythm, 222-3
narrow QRS tachycardia, 272-4,
280-305
normal rates and skips, 214-40
normal sinus rhythm, 216-19

ongoing, 366-8
pacing, 334-45
premature atrial contraction, 228-9,
234-5
premature junctional contraction,
230-231
premature ventricular contraction,
232-3
regular rhythm, 216-25
sinus arrhythmia, 226-7
sinus node dysfunction, 241, 243,
246-51
sinus rhythm with AV block, 224-5,
241-5, 252-71
stress testing, 364-5
ST segment elevation, 49, 61, 65-71
syncope and palpitations, 368-9
tachycardia, 214-15, 272-333,
364-5, 366-8
wide QRS tachycardia, 272-4, 306-33
arrhythmogenic right ventricular
cardiomyopathy (ARVC), 130-131
artifact, 218-19, 246-7, 306-9, 352-3
ARVC. see arrhythmogenic right
ventricular cardiomyopathy (ARVC)
asymmetric T wave inversion, 128-9
atrial depolarization, 15-18, 248-9, 302
atrial fibrillation
bradycardia, 245, 266-7
normal rates and skips, 238-9
tachycardia, 273, 276-7, 280-283,
288-9, 332-3
atrial pacing, 334-9
atrial repolarization, 18

ECG Interpretation for Everyone: An On-The-Spot Guide, First Edition.

Fred Kusumoto and Pam Bernath.

© 2012 John Wiley & Sons, Ltd. Published 2012 by John Wiley & Sons, Ltd.
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atrial tachycardia (flutter), 272-8, 284-7,

290-293
atrioventricular (AV) block, 366
bradycardia, 241-5, 252-71
normal rates and skips, 224-5
pacing, 334-7
ST segment elevation, 86-7
atrioventricular (AV) conduction,
18-19, 25
atrioventricular (AV) dissociation,
310-313
atrioventricular node reentrant
tachycardia (AVNRT), 273-4, 276,
294-5
atrioventricular reentrant tachycardia
(AVRT), 278, 298-305, 320-323
attenuated R wave, 160-163
automaticity, 274-5, 279, 296-7
AV. see atrioventricular (AV) block
AVNRT. see atrioventricular node
reentrant tachycardia (AVNRT)
AVRT. see atrioventricular reentrant
tachycardia (AVRT)

Balke Protocol, 347
Bazett's formula, 31
biphasic T wave, 140-141, 145
bipolar limb leads, 5
biventricular pacing cardiac
resynchronization, 344-5
bizarre R waves, 182-3
blocked premature atrial contractions,
258-9
bradycardia, 241-71
atrial fibrillation, 245
normal rates and skips, 214-15
ongoing arrhythmias, 366-7
pacing, 334-7
sinus node dysfunction, 241, 243,
246-51
sinus rhythm with AV block, 241-5,
252-71
Bruce Protocol, 347
Brugada syndrome, 44-5, 66-9
bundle branches, 18-19, 24-5
arrhythmias, 235, 254-5, 270-271,
302-3, 320-323

prominent R wave in V1, 148, 150,
153-4, 156-63

QRS complex/interval, 184-5, 188-9,
192-3

ST segment depression, 106-9

ST segment elevation, 41, 50-51,
54-5, 92-3

T wave abnormalities, 131

capture beats, 312-13

cardiac axis, 21-2

cardiac resynchronization therapy (CRT),
334, 344-5

cardioversion, 328-9

changing QRS, 330-333

chest pain, 356-7, 368-77

comparing ECGs, 372-7

competing pacemakers, 236-7

complete heart block, 244-5, 264-7

concordance, 314-15

continuous ECG recordings, 4

coronary artery spasm, 94-5

critical left main lesions, 967

critical left main stenosis, 104-5

CRT. see cardiac resynchronization
therapy (CRT)

deep symmetric T wave inversion,
112-13
deflection of T wave, 228-9, 234-5,
282-3,310-311
delta wave, 164-7, 190-191
depolarization
arrhythmias, 302, 332-3, 369
atrial, 15-18, 248-9, 302
chest pain, 371
direction and timing, 152
early, 151
evaluation parameters, 187
interpretation of ECGs, 35
narrow positive depolarization, 149,
152, 168-81
normal ECG, 16, 19-25, 149-52,
168-9
pacing, 334-5
prominent R wave in V1, 148-83
QRS complex/interval, 184-203
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QT interval, 137
Q wave anomalies, 1867, 194-207
stress testing, 360-361
technical issues, 8-9
wide negative depolarization, 149,
153, 156-7, 160-167
wide positive depolarization, 149,
153, 156-67, 182-3
dextrocardia, 176-7
digoxin, 114-15, 267
displaying the ECG, 9-12
dizziness, 368
downsloping ST segment, 106-7,
110-111
drug-associated QT interval
prolongation, 119, 138-9
dual chamber pacemakers, 334-7,
342-3
Duchenne muscular dystrophy, 178-9
dynamic ECG changes, 101, 376-7

early depolarization, 151
early repolarization, 44-5, 48-9, 83,
120-121
ectopic atrial rhythm, 220-221, 237
electrodes
leads, 2, 4-9, 11-12
placement, 2-4
electrophysiology, 1
endocardial cells, 25-7
epicardial cells, 25-7
epsilon waves, 130-131
evolving infarcts, 44-5, 87-9
exercise stress testing. see stress testing

false positives/negatives, 358-9

first degree AV block, 86-7, 242, 244
focal atrial tachycardia, 276-7, 290-293
frontal plane leads, 5-7

fusion beats, 313

heart rate
interpretation of ECGs, 32
PR interval, 28-30
QT interval, 28, 30-31
R-R interval, 27-9, 31
hemodynamic collapse, 366-7

His Purkinje system
bradycardia, 252-5
normal ECG, 18-19, 24-5, 29
normal rates and skips, 228-9, 235
QRS complex/interval, 186, 191
tachycardia, 272-4, 276, 279-81,
302-3
Hook pattern, 76-7, 120-121
horizontal plane leads, 5-7
hyperkalemia, 70-71, 118, 124-5
hypertension, 98-9
hypertrophic cardiomyopathy
prominent R wave in V1, 154,
180-181
ST segment depression, 112-13
ST segment elevation, 64-5
hypocalcemia, 118, 142-3
hypokalemia, 118, 140-141
hypomagnesemia, 144-5
hypothermia, 182-3

ibutilide, 138-9
ICD. see implantable cardioverter
defibrillators (ICD)
idioventricular rhythm, 248-9
ILR. see implantable loop recorder (ILR)
implantable cardioverter defibrillators
(ICD), 65, 334
implantable loop recorder (ILR), 334
inferior leads, 7-8, 11-12
inferior wall M, 42-3, 82-93
inferolateral ST segment depression, 101
inferolateral wall MI, 76-7, 80-81
infiltrative disease, 204-5
intercostal spaces, 2-3
inverted P wave
arrhythmias, 224-5, 231
prominent R wave in V1, 176-7
QRS complex/interval, 212-13
inverted T wave, 117, 126-31
prominent R wave in V1, 172-3
QRS complex/interval, 206-11
QT interval, 146-7
ST segment depression, 100-101,
112-15
ST segment elevation, 37, 39, 44, 73,
81, 88-92
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ischemia
comparing ECGs, 374-7
stress testing, 347, 352-3, 356-9
ST segment depression, 99-105,
108-9
ST segment elevation, 37, 39-40
T wave abnormalities, 122-3, 126-7

J point depression, 96-7, 99, 110-111,
354-5

junctional ectopic tachycardia (JET), 276

junctional escape rhythm, 241, 243

junctional tachycardia, 272-4, 275-6,
296-7, 311

large terminal R wave, 160-163
lateral leads, 7-8, 11-12
lateral ST segment depression, 111
lateral wall MI, 42-3, 72-5, 200-201
late terminal R wave, 182-3
LBBB. see left bundle branch block (LBBB)
leads, 2, 4-9, 11-12
left anterior fascicular block, 160-163,
196-7
left bundle branch block (LBBB)
arrhythmias, 302-3, 320-321
prominent R wave in V1, 148, 150
QRS complex/interval, 184-5, 188-9,
192-3
ST segment depression 106-9
ST segment elevation 44-5, 92-3
left posterior fascicular block, 198-9
left-sided accessory pathway, 154,
164-7
left ventricular aneurysm, 60-61
left ventricular hypertrophy (LVH)
comparing ECGs, 374-5
QRS complex/interval, 187, 208-13
ST segment depression, 98, 110-111,
114-15
syncope and palpitations, 369
T wave abnormalities, 127-9
left ventricular strain, 212-13
lipid plaques, 40
localized T wave peaking, 122-3
long QT syndrome, 118, 136-7
LVH. see left ventricular hypertrophy
(LVH)

metabolic equivalents (METS), 348
M. see myocardial infarction (MI)
mitral valve, 13
modified Bruce Protocol, 347
monitors, 11-12
monomorphic VT, 304-5
monophasic R wave, 188-9
multifocal atrial tachycardia, 276-7,
284-5
myocardial infarction (M)
chest pain, 368-9
prominent R wave in V1, 154, 159,
174-5
QRS complex/interval, 200-203
stress testing, 347, 363
ST segment elevation, 39-45, 52-9,
61, 72-7, 80-93
myocardial injury
comparing ECGs, 376-9
interpretation of ECGs, 32-3
stress testing, 347
ST segment depression, 99
ST segment elevation, 37-9, 77
T wave abnormalities, 123

narrow negative depolarization, 149-52
narrow positive depolarization, 149,
152, 168-81
narrow QRS tachycardia, 272-4,
280-305
native AV conducting, 338-9
Naughton Protocol, 347
negative concordance, 314-15
negative delta wave, 164-7
normal ECG, 13-31
anatomy of the heart, 13-14
atrial depolarization, 15-18
atrioventricular conduction, 18-19
cardiac axis, 21-2
characteristics, 34-6
PR interval, 28-30
QRS complex/interval, 19-20, 22-5,
27-8, 30
QT interval, 28, 30-31
Q wave, 194-5
repolarization, 16, 25-7
R-R interval, 27-9, 31
ST segment, 25
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timing of normal cardiac activity,
27-31
ventricular depolarization, 16, 19-25,
149-52, 168-9
normal sinus rhythm
artifact, 218-19
with normal AV conduction, 216-17
northwest axis, 318-19
Notch pattern, 82-3
nubbins, 202-3

old anterior wall MI, 202-3

old lateral wall MI, 200-201

ongoing arrhythmias, 366-8

orthodromic reciprocating tachycardia
(ORT), 279, 299

Osborn waves, 182-3

PAC. see premature atrial contractions
(PAC)
pacemaker cells, 15-17
pacemaker spikes, 192-3
pacing, 334-45
atrial, 334-9
atrioventricular block, 334-7
biventricular pacing cardiac
resynchronization, 344-5
dual chamber, 334-7, 342-3
implantable devices, 334
sinus node dysfunction, 335-7,
340-341
ventricular, 334-7, 340-341
palpitations, 368-9
paroxysmal supraventricular tachycardia
(PSVT), 278
peaked T wave, 117-18, 122-5
pericarditis, 44-5, 78-81
physical examination, 32-3
placement of electrodes, 2-4
plaque rupture, 40
polymorphic VT, 304-5
poor R wave progression, 56-7, 204-5
positive concordance, 314-15
positive QRS, 106-7, 109
posterior wall MI, 90-91, 154, 174-5
precordial leads
comparing ECGs, 372-3
ST segment depression, 108-9

ST segment elevation, 44-81
technical issues, 2, 6-7
T wave abnormalities, 124-5
premature atrial contractions (PAC),
228-9, 234-5, 258-9
premature junctional contractions,
230-231
premature ventricular contractions,
232-3
PR interval
arrhythmias, 244, 256-7, 301, 338-41
interpretation of ECGs, 34-5
normal ECG, 28-30
prolonged QT interval, 134-5
prominent R wave in V1, 162-7,
176-7, 180-181
QRS complex/interval, 187, 190-191,
21213
stress testing, 360-361
ST segment elevation, 78-9, 81, 83, 87
prolonged QT. see QT interval
prominent R wave in V1, 148-83
prominent T wave, 117, 120-125, 145
prominent voltage, 208-13
PSVT. see paroxysmal supraventricular
tachycardia (PSVT)
pulmonary circulation, 13-14
pulmonary embolus, 206-7
pulmonic valve, 13
P wave
bradycardia, 241-71
clinical problems, 366
interpretation of ECGs, 32, 35-6
normal rates and skips, 214, 216-27,
230-233, 236-7
pacing, 338-43
prominent R wave in V1, 172-7
QRS complex/interval, 192-3, 212-13
QT interval, 134-5
ST segment elevation, 87
tachycardia, 277-8, 284-5, 290-291,
294-301, 310-311
T wave abnormalities, 124, 134-5

QRS complex/interval
bradycardia, 241-5, 248-9, 252-71
changing QRS, 330-333
clinical problems, 366-8, 372-3
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QRS complex/interval (cont’d)
depolarization, 184-203
interpretation of ECGs, 32-6
left bundle branch block, 184-5,
188-9, 192-3

normal ECG, 19-20, 22-5, 27-8

normal rates and skips, 214, 222-5,
228-35

pacing, 338-41, 344-5

prominent R wave in V1, 148-9,
151-2, 156-9, 162-7, 170-173,
178-9

prominent voltage, 208-13

Q wave anomalies, 186-7, 194-207

right-sided accessory pathway, 184-5,
190-191

right ventricular pacing, 184-6, 192-3

size/voltage, 187

ST segment depression, 99, 106-11

ST segment elevation, 41, 44, 50-51,
54-5, 58-9, 70-71, 76-7, 82-3,
92-3

tachycardia, 272-4, 277-8, 280-333

T wave abnormalities, 117-18,
120-121, 124-5

wide and negative, 184-93

widening from bundle branch block,
50-51, 54-5

widening from hyperkalemia, 70-71,
124-5

QT interval

drug-associated prolongation, 119,
138-9

etiology of prolongation, 118-19,
140-147

interpretation of ECGs, 36

long QT syndrome, 118, 136-7

normal ECG, 28, 30-31

ST segment, 142-3, 145

T wave abnormalities, 118-19,
132-47

Q wave
abnormal, 200-207
chest pain, 369
interpretation of ECGs, 35-6
left axis deviation, 196-7
myocardial injury, 378-9
normal ECG, 194-5

prominent R wave in V1, 158-9,
164-9, 174-5, 180-181

QRS complex/interval, 186-7,
194-207

right axis deviation, 198-9

ST segment depression, 99, 102-3

ST segment elevation, 41, 52-63,
70-77,79-81, 84-9, 94-5

ramus intermedius, 57, 73
rapid ventricular depolarization, 332
RBBB. see right bundle branch block
(RBBB)
recording paper, 9-12
reentry, 274-5, 278-9, 294-5, 298-305,
320-323
repetitive ventricular depolarization, 137
repolarization
arrhythmias, 369
atrial, 18
aVR lead elevation, 96-7, 98, 105
chest pain, 371
early, 44-5, 48-9, 83, 120-121
interpretation of ECGs, 35
normal ECG, 16, 25-7
normal ST segment elevation, 46-9,
82-3
precordial ST segment elevation, 44-81
QT interval, 118-19, 132-47
stress testing, 360-361
ST segment depression, 37-8, 41,
72-9, 84-5, 90-91, 96-7,
98-115, 117-18, 128-9
ST segment elevation, 37-97, 117-18
technical issues, 8-9
T wave abnormalities, 37-40, 44-5,
70-71, 81, 88-91, 100-103,
107, 112-15, 117-47
ventricular, 16, 25-7, 35
retrograde atrial depolarization, 248-9
retrograde P wave, 232-3, 294-5,
298-9
right bundle branch block (RBBB)
arrhythmias, 254-5, 270-271, 322-3
prominent R wave in V1, 150-151,
153-4, 156-63
QRS complex/interval, 184
right coronary artery spasm, 94-5
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right-sided accessory pathway, 184-5,
190-191
right ventricular conduction delay,
170-171
right ventricular hypertrophy (RVH)
prominent R wave in V1, 154, 172-3
QRS complex/interval, 187
syncope and palpitations, 369
right ventricular pacing, 184-6, 192-3
Romhilt-Estes point system, 212-13
R-R interval
interpretation of ECGs, 36
normal ECG, 27-9, 31
prolonged QT interval, 137
RS complex, 316-17
rSr' complex, 170-171
R wave
attenuated, 160-163
depolarization, 148-83
large terminal R wave, 160-163
monophasic, 188-9
prominent in V1, 148-83
QRS complex/interval, 188-9, 202-5,
210-211
septal, 168-9
stress testing, 350-351, 358-9,
362-3
ST segment depression, 110-111,
114-15
ST segment elevation, 56-7, 60-61,
82-3
T wave abnormalities, 120-121

saddleback pattern, 68-9

sail pattern, 667

sarcoplasmic reticulum, 17

scooped pattern, 103, 114-15

second degree AV block, 242, 244-5,
252-7,260-263, 268-71

2:1 second degree AV block, 244,
260-261

septal R wave, 168-9

severe advanced second degree AV
block, 268-9

single chamber pacemakers, 334-41

sinoventricular rhythm, 125

sinus arrhythmia, 226-7

sinus node, 15-18

artifact, 246-7
bradycardia, 241, 243, 246-51
clinical problems, 366
exit block, 250-251
pacing, 335-7, 340-341
sinus pause with idioventricular
rhythm, 248-9
SiQ3T3 pattern 206-7
standardization marks, 10-11
stress testing, 347-65
exercise and recovery ECGs, 352-3,
356-7
ST segment depression, 348,
352-63
ST segment elevation, 362-3
supine and standing ECGs, 350-351
ST segment, 25
arrhythmias, 230-231
aVR lead elevation, 96-7, 98, 105
depression, 37-8, 41, 72-9, 84-5,
90-91, 96-7, 98-115
chest pain, 368-71
prominent R wave in V1, 172-3
QRS complex/interval, 189, 208-9,
212-13
stress testing, 348, 352-63
T wave abnormalities, 117-18,
128-9
early repolarization, 44-5, 48-9
elevation, 37-97, 117-18
chest pain, 368-71
QRS complex/interval, 189,
202-5
stress testing, 362-3
interpretation of ECGs, 32-6
normal elevation, 46-9, 82-3
percordial elevation, 44-81
prominent R wave in V1, 172-3, 181
QT interval, 142-3, 145
repolarization, 37-115
T wave abnormalities, 37-40, 44-5,
70-71, 81, 88-91, 100-103,
107, 112-15
subarachnoid hemorrhage, 146-7
sudden cardiac death, 49, 59, 67, 69
supraventricular tachycardia (SVT),
273-4, 276-9, 303, 306-309,
320-323, 366-8
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S wave
prominent R wave in V1, 169, 173
QRS complex/interval, 187, 198-9,

202-203, 206-7, 210-211

ST segment elevation, 65

symmetric T wave inversion, 126-7,

130-131, 146-7
syncope, 368-9
systemic circulation, 13-14

tachycardia, 272-333
accessory pathway, 272-4, 302-3
artifact, 306-9
atrial, 272-8, 284-7, 290-293
automaticity and reentry, 274-5,
278-9, 294-305, 320-323
changing QRS, 330-333
junctional, 272-4, 275-6, 296-7, 311
normal rates and skips, 214-15
ongoing arrhythmias, 366-8
QRS complex/interval, 272-4, 277-8,
280-333
stress testing, 364-5
ventricular, 272-4, 279, 302-19,
324-9, 364-5
Takotsubo syndrome, 62-3
technical issues, 1-12
depolarization and repolarization, 8-9
displaying the ECG, 9-12
electrode placement, 2-4
electrodes and leads, 4-9, 11-12
third degree AV block, 244-5, 264-7
thrombus formation, 40
timing of normal cardiac activity, 27-31
Torsade de Pointes, 330-331
T-P segment/interval, 34, 83
tricuspid valve, 13
trifascicular block, 162-3
T wave. see also inverted T wave
arrhythmias, 228-35, 282-3, 292-3,
300-301, 310-311
biphasic, 140-141, 145
chest pain, 368-77
deflection, 228-9, 234-5, 282-3,
310-311
interpretation of ECGs, 32-6
normal ECG, 25, 27-9
peaked, 117-18, 122-5

prominent, 117, 120-125, 145
prominent R wave in V1, 174-5,
178-81
QRS complex/interval, 187, 189,
194-5
QT interval, 118-19, 132-47
stress testing, 350-351
ST segment depression, 100-103,
107, 112-115, 117-118, 128-9
ST segment elevation, 37-40, 44-5,
70-71, 81, 88-91, 117-118
twelve lead ECGs, 2-12
type I/l errors, 358-9

unipolar limb leads, 5
U wave
normal ECG, 30
QT interval, 132-3, 140-141

vena cavae, 13
ventricular arrhythmias, 61, 65-9
ventricular depolarization. see
depolarization
ventricular hypertrophy
comparing ECGs, 374-5
prominent R wave in V1, 154, 172-3
QRS complex/interval, 187, 208-13
ST segment depression, 98, 110-111
syncope and palpitations, 369
T wave abnormalities, 127-9
ventricular pacing, 334-7, 340-341
ventricular repolarization. see
repolarization
ventricular tachycardia (VT), 272-4, 279,
302-19, 324-9, 364-5

Wenckebach second degree AV block,
252-5

wide negative depolarization, 149, 153,
156-7, 160-167

wide negative QRS complex/interval,
184-93

wide positive depolarization, 149, 153,
156-67, 182-3

wide QRS tachycardia, 272-4, 306-33

Wolff Parkinson White (WPW)
Syndrome, 164-7, 190-191,
332-3, 360-361





