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Study objective: Anterior ST-segment elevation myocardial infarction (STEMI) can be difficult to differentiate
from early repolarization on the ECG. We hypothesize that, in addition to ST-segment elevation, T-wave
amplitude to R-wave amplitude ratio (T-wave amplitudeavg/R-wave amplitudeavg), and R-wave amplitude in
leads V2 to V4, computerized corrected QT interval (QTc) and upward concavity would help to differentiate
the 2. We seek to determine which ECG measurements best distinguish STEMI versus early repolarization.

Methods: This was a retrospective study of patients with anterior STEMI (2003 to 2009) and early
repolarization (2003 to 2005) at 2 urban hospitals, one of which (Minneapolis Heart Institute) receives 500
STEMI patients per year. We compared the ECGs of nonobvious (“subtle”) anterior STEMI with emergency
department noncardiac chest pain patients with early repolarization. ST-segment elevation at the J point
and 60 ms after the J point, T-wave amplitude, R-wave amplitude, QTc, upward concavity, J-wave notching,
and T waves in V1 and V6 were measured. Multivariate logistic regression modeling was used to identify
ECG measurements independently predictive of STEMI versus early repolarization in a derivation group and
was subsequently validated in a separate group.

Results: Of 355 anterior STEMIs identified, 143 were nonobvious, or subtle, compared with 171 early
repolarization ECGs. ST-segment elevation was greater, R-wave amplitude lower, and T-wave amplitudeavg/R-
wave amplitudeavg higher in leads V2 to V4 with STEMI versus early repolarization. Computerized QTc was
also significantly longer with STEMI versus early repolarization. T-wave amplitude did not differ significantly
between the groups, such that the T-wave amplitudeavg/R-wave amplitudeavg difference was entirely due to
the difference in R-wave amplitude. An ECG criterion based on 3 measurements (R-wave amplitude in lead
V4, ST-segment elevation 60 ms after J-point in lead V3, and QTc) was derived and validated for
differentiating STEMI versus early repolarization, such that if the value of the equation ([1.196 x ST-
segment elevation 60 ms after the J point in lead V3 in mm]�[0.059 x QTc in ms]–[0.326 x R-wave
amplitude in lead V4 in mm]) is greater than 23.4 predicted STEMI and if less than or equal to 23.4, it
predicted early repolarization in both groups, with overall sensitivity, specificity, and accuracy of 86% (95%
confidence interval [CI] 79, 91), 91% (95% CI 85, 95), and 88% (95% CI 84, 92), respectively, with positive
likelihood ratio 9.2 (95% CI 8.5 to 10) and negative likelihood ratio 0.1 (95% CI 0.08 to 0.3). Upward
concavity, upright T wave in V1 or T wave, in V1 greater than T wave in V6, and J-wave notching did not
provide important information.

Conclusion: R-wave amplitude is lower, ST-segment elevation greater, and QTc longer for subtle anterior STEMI
versus early repolarization. In combination with other clinical data, this derived and validated ECG equation
could be an important adjunct in the diagnosis of anterior STEMI. [Ann Emerg Med. 2012;60:45-56.]

Please see page 46 for the Editor’s Capsule Summary of this article.
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Electrocardiographic Differentiation of Early Repolarization Smith et al
INTRODUCTION
Background and Importance

Rapid diagnosis of ST-segment elevation myocardial infarction
(STEMI) is critical to initiate timely reperfusion therapy. However,
there are several conditions with electrocardiographic ST-segment
elevation that can mimic STEMI.1 These “pseudoinfarction
patterns” include, among others, early repolarization. Early
repolarization in the anterior precordial leads has come to be
synonymous with a normal baseline ECG result that manifests
ST-segment elevation in leads V2 to V4.

The 2 entities may be difficult to distinguish from each other
for several reasons. First, upward ST-segment concavity, usually
associated with normal ECG results,1 is also present in 30% to
40% of anterior STEMI (due to left anterior descending artery
occlusion), especially early after onset of symptoms.2,3

Moreover, 30% to 40% of anterior STEMIs have borderline
ST-segment elevation (absence of 2 consecutive leads with at
least 2 mm of ST-segment elevation), and 20% may have
upward concavity and borderline ST-segment elevation.3

Conversely, most benign ECGs have at least 1 mm of ST-
segment elevation in right precordial leads.4,5 Thus, specific
ECG criteria distinguishing STEMI from early repolarization
would be useful when making the reperfusion decision.

There is significant evidence that physicians have a difficult
time differentiating normal ST-segment elevation from STEMI.
Larson et al6 found that 187 (14%) of 1,335 patients referred

Editor’s Capsule Summary

What is already known on this topic
The differentiation of anterior ST-segment elevation
myocardial infarction (STEMI) from early
repolarization on ECG can be challenging.

What question this study addressed
This retrospective cohort study identified ECG
characteristics with the highest utility for
differentiating anterior STEMI from early
repolarization, and an ECG criterion was developed
(N�130) and validated (N�184).

What this study adds to our knowledge
The 3 predictors included in an ECG criterion with
88% accuracy were R-wave amplitude in lead V4,
ST-segment elevation at 60 milliseconds after the J
point in V3, and QTc.

How this is relevant to clinical practice
If validated in subsequent studies, this rule could be
incorporated into computerized ECG analysis
algorithms to further assist physicians in this
important, difficult task.
for primary percutaneous coronary intervention did not have a a
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ulprit lesion; 25 of these were “early repolarization” and 20
ere “nondiagnostic” ST-segment elevation. In another study,
6% of catheterization laboratory activations were “true
TEMI.”7 “Non-STEMIs” later identified as missed occlusions
ere not tabulated. The authors cited a 5% inappropriate

ctivation rate (STEMI activation was called “appropriate” even
f the patient ultimately received a diagnosis of non-STEMI and
id not actually need emergency reperfusion). Two other studies
ound that 8% and 11% of patients referred for primary
ercutaneous coronary intervention for anterior STEMI had
ompletely normal coronary arteries.8,9 Brady10 studied 902
atients with chest pain: 85% did not have a final diagnosis of
cute myocardial infarction. From this group, there were 2 false-
egative and 10 false-positive ECG readings for STEMI. Left
entricular aneurysm and early repolarization were the most
ommonly misdiagnosed entities.11 In another study, Brady et
l12 studied 599 consecutive chest pain patients; 212 (35%) had
T-segment elevation, and of these, only 55 (26%) had acute
yocardial infarction. Of the 157 patients without myocardial

nfarction, there were 98 with anterior ST-segment elevation
ariants. Otto and Aufderheide13 found that less than 50% of
ut-of-hospital patients with chest pain and at least 1 mm of
T-segment elevation had acute myocardial infarction by
levated creatine kinase MB fraction; fewer still would have
oronary occlusion (STEMI) requiring reperfusion therapy. In
he most recent large registry data, 33% of STEMI patients
ligible for reperfusion therapy did not receive it.14 Similarly,
ricomi et al15 found that, in 34% of STEMI patients who did
ot receive reperfusion, the reason was failure to recognize ST-
egment elevation.

Two additional studies specifically evaluated physicians’
bilities to differentiate STEMI from early repolarization or
TEMI lookalikes. Jayroe et al16 distributed difficult ECGs to
5 expert electrocardiographers (all cardiologists), with a clinical
cenario suggestive of ischemia. There were 108 nonischemic
CGs with ST-segment elevation of various causes and 8
TEMIs; in 4 cases, the differential diagnosis was normal
nterior ST-segment elevation versus early repolarization. Mean
ensitivity and specificity were 75% and 85%, respectively,
mong these very sophisticated readers. Along similar lines,
urnipseed et al17 distributed 25 ECGs (13 early repolarization,
2 STEMI) to 12 emergency physicians and 12 cardiologists;
eaders were given the patient age, sex, and race and asked to
nterpret the ECGs as early repolarization or STEMI.
Undercalls” (STEMI misdiagnosed as early repolarization) and
overcalls” (early repolarization misdiagnosed as STEMI) were
alculated for each physician group; cardiologists correctly
nterpreted 90% of ECGs and emergency physicians, 81%.
ndercalls and overcalls were, respectively, 3% and 17% for

ardiologists and 10% and 28% for emergency physicians.
Various ST-segment elevation criteria for anterior myocardial

nfarction have been proposed, with recommendations usually
or measurement made at the J point.18-21 Two studies based on

ngiographic outcomes showed poor sensitivity of the ST-
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Smith et al Electrocardiographic Differentiation of Early Repolarization
segment elevation criteria, particularly in the circumflex
territory.3,22 Another study using magnetic resonance imaging–
based outcome23 also showed poor utility of ST-segment
elevation criteria in the diagnosis of ST-segment elevation. All
other studies we are aware of used a biomarker-based definition
for myocardial infarction, resulting in questionable
conclusions.19,24-31

We hypothesized that, in addition to ST-segment elevation,
T-wave amplitude to R-wave amplitude ratio (T-wave
amplitudeavg/R-wave amplitudeavg) and R-wave amplitude (R-
wave amplitude) in leads V2 to V4 would help differentiate
STEMI from early repolarization on ECG. Secondarily, we
hypothesized that the Bazett QTc (QT interval/[square root of
R-R interval]) would be an important discriminator. We also
hypothesized that there would be a higher degree of upward
concavity in early repolarization than in myocardial infarction.

Goals of This Investigation
We sought to identify ECG measurements that differentiate

nonobvious, or “subtle,” anterior STEMI from early
repolarization, with special attention to T-wave amplitudeavg/R-
wave amplitudeavg, R-wave amplitude, QTc interval, and ST-
segment elevation.

MATERIALS AND METHODS
Study Design

We conducted a retrospective cohort analysis comparing
nonobvious (subtle) ECGs of patients who presented with
STEMI and underwent primary percutaneous coronary
intervention with confirmed left anterior descending occlusion
with ECGs from emergency department (ED) patients with
noncardiac chest pain coded as early repolarization. Results for
an initial derivation group were obtained and then evaluated
subsequently in a separate validation group.

Setting
The study was undertaken at Hennepin County Medical

Center, an urban Level I trauma center with an approximate
annual census of 95,000, and at the Minneapolis Heart Institute
at Abbott Northwestern Hospital, which has a large regional
STEMI network with approximately 500 STEMI patients per
year presenting for primary percutaneous coronary
intervention.32 Institutional review board approval was obtained
at both institutions; the study was deemed exempt from formal
review because it involved only review of existing records.

Selection of Participants
For the derivation group, we searched the database of

Minneapolis Heart Institute for all patients who were admitted
with the diagnosis of acute anterior STEMI from March 2003
to October 2004.33 We also searched the catheterization
laboratory database at Hennepin County Medical Center for
anterior STEMI patients treated from March 2003 to April

2005. For the validation group, we similarly searched the e

Volume , .  : July 
inneapolis Heart Institute database from November 2004
ntil October 2005 and Hennepin County Medical Center
rom May 2005 through March 2009. We selected all patients
ith acute anterior STEMI confirmed by coronary angiography
ith acute left anterior descending occlusion with TIMI 0/1
ow. No patient was enrolled more than once.

We reviewed the “diagnostic” ECG that resulted in
atheterization laboratory activation. We excluded patients with
undle-branch block and, to concentrate on the difficult or
ubtle ECGs, we excluded those with obvious
lectrocardiographic STEMI (ST-segment elevation �5 mm,
onconcave morphology [ie, convex, or “coved,” morphology],
reater than or equal to 1 mm of summed inferior [leads II, III,
nd aVF] ST-segment depression,34,35 anterior ST-segment
epression, terminal QRS distortion, Q waves in any of V2 to
4, or T-wave inversion in any of V2 to V6). Terminal QRS
istortion has been associated with STEMI and with adverse
utcomes and was determined if the QRS slurred into the ST-
egment without any S wave or J wave.3,36 “Nonconcave”
orphology was defined as follows: for all of leads V2 to V6, a

traight line was placed from the J point to the inflection of the
wave near its peak. If there is area below that line, it is

concave;” conversely, if there is no area, then the ST-segment is
ither straight or convex, these latter 2 being combined as
onconcave. An ECG was coded as concave only if all 5 leads
rom V2 to V6 were concave.3,37

We searched the ECG database for consecutive patients who
resented to the Hennepin County Medical Center Emergency
epartment with chest pain and whose ECG results were coded

y cardiologists as “early repolarization.” The derivation group
ncluded patients presenting from January 2003 to August
004; the validation group included patients from April 2004 to
une 2005. We reviewed all records and included patients whose
nal chest pain diagnosis was nonischemic and included at least
serial negative cardiac troponin I markers. For multiple ECGs

n the same patient, only the first ECG from the first ED
resentation with chest pain was used. ECGs were then
xcluded if there was not at least 1 mm of ST-segment elevation
n any of leads V2 to V4.

Paper ECGs for all patients identified were collected and
easured by hand. The measurements made and analyzed were

hose relevant to our hypotheses. Measurements for the
erivation group, except for upward concavity, upright T-wave,
nd J-wave notching measurements, were conducted
ndependently by an internal medicine resident (A.K.) and an
mergency medicine resident (K.H.) who were part of the
esearch team and aware only of the R-wave hypothesis. Because
f institutional differences in appearance of the ECGs, these
eaders were not completely blinded to the diagnosis. An
dditional reader of ST-segment elevation at the J point and 60
s after the J point in leads V1, V5, and V6 was a medical

tudent (E.S.) unaware of the study objectives.
ST-segment elevation at the J point and ST-segment
levation 60 ms after the J point were both measured because
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Electrocardiographic Differentiation of Early Repolarization Smith et al
they have been shown to be very different.38 ST-segment
elevation at the J point, ST-segment elevation at 60 ms after the
J point, R-wave amplitude in millimeters, and T-wave
amplitude were measured to the nearest 0.5 mm in each of V1
to V6, relative to the PR segment. There is no standard method
of ST-segment elevation measurement in thrombolytic trials,
and the standardized reporting guidelines do not state whether
to measure relative to the PR or TP segment.38,39 Interrater
reliability for this measurement technique has been previously
reported for STEMI38,40 and was assessed in early repolarization
cases in the present study by comparing measurements made
independently by K.H. and A.K. for ST-segment elevation at
the J point and 60 ms after the J point, R-wave amplitude, T-
wave amplitude, and T-wave amplitudeavg/R-wave amplitudeavg

in the derivation group. The mean T-wave amplitudeavg:R-wave
amplitudeavg ratio was calculated as mean R-wave amplitude in
leads V2 to V4/mean T-wave amplitude in leads V2 to V4. The
computerized QTc was recorded; it measures the longest of the
12 QT intervals on the 12-lead ECG, and in the normal range
it is more accurate than manual measurement.41 Bazett
correction divides by the square root of the R-R interval,
measured in seconds. Computerized ECG interpretation
algorithms varied among the many referring hospitals.

Upward concavity was independently measured by 2 readers
(M.R. and R.J.C.) in each of leads V2 to V4 by drawing a line
from the J point to the upwardly convex inflection point along
the slope of the T wave (the tangent line, T). Then the longest
perpendicular line (P) from the T line to the tracing was drawn.
T and P were measured to the nearest 0.25 mm with a ruler.
Upward concavity was computed as P/T. Interrater reliability
for P, T, and upward concavity was computed in the derivation
group.

Additionally, each ECG was evaluated by the lead author for
an upright T wave in lead V1 and a T wave in V1 larger than
the T wave in V6, which may be suggestive of anterior
STEMI.42,43 Upright T wave in V1 was defined as a T wave in
V1 having no negative component. A T wave in V1 larger than
a T wave in V6 had to be completely upright and have an
amplitude, as measured from the PR interval, at least 1 mm
greater than that in V6.

Finally, a single physician reader, blinded to objectives and
outcomes, assessed J-wave notching, measured as an increase in
amplitude at the end of the QRS, from base to peak to the
nearest 0.25 mm, in leads V2 to V6. J-wave notching was
present if greater than or equal to 0.5 mm was observed in at
least 1 of the 5 leads.

Interrater reliability between the 2 readers for ECG
measurements ST-segment elevation at the J point and 60 ms
after the J point, R-wave amplitude, T-wave amplitude, and
T-wave amplitudeavg/R-wave amplitudeavg in early
repolarization cases ranged from 0.55 to 0.96 (Appendix E1A,
available online at http://www.annemergmed.com). For upward
concavity (early repolarization and STEMI cases), coefficients

for P, T, and upward concavity varied from 0.32 to 0.93 M
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Appendix E1B, available online at http://www.
nnemergmed.com), with measurements for the tangent (T)
eing more highly correlated between the readers than
easurements of the perpendicular (P).

ata Collection and Processing
ECG measurements were summarized by means and SDs (or

edian) and 95% confidence intervals (CIs) for differences
omputed. Pearson correlation coefficients were computed to
ssess interrater reliability, with CIs calculated with Fishers z=
ransformation. Multivariate logistic regression was used to
dentify ECG measurements independently predictive of
TEMI (coded as 1) versus early repolarization (coded as 0) in
he derivation group. ECG measurements were divided into
roups (ST-segment elevation at the J point and 60 ms after the
point; T-wave amplitude, R-wave amplitude, and T-wave
mplitudeavg/R-wave amplitudeavg ratio; QTc alone; other ECG
haracteristics) and evaluated in turn to identify measurement(s)
ithin each group independently differentiating STEMI from

arly repolarization. Independent variables from each group
ere then evaluated together. A variable was added to a model
nly if at least 5 additional (of 60) STEMIs were correctly
lassified, and to keep models simple, no interaction terms
effect modification) were considered. Goodness of fit was
ssessed with the Hosmer-Lemeshow statistic. Model
oncordance was measured by computing the c statistic.

easurements were continuous unless otherwise specified. The
odel derived in the derivation group was then applied to

he validation group. Sensitivity, specificity, and accuracy for
he derived ECG criterion were computed separately in the
erivation group and validation group, with CIs computed with
he exact method. Area under the receiver operating curve,
ositive likelihood ratio, and negative likelihood ratio were
omputed to assess diagnostic utility of demographic
haracteristics, ECG measurements, and the ECG criterion
verall. All tests were 2 sided, and statistical significance was
ccepted at the .01 level to compensate for multiple
omparisons. Statistics were computed with SPSS (version 18.0;
PSS, Inc., Chicago, IL) and MedCalc (version 11.3.0;

able 1. Primary reasons for exclusion of STEMI ECGs.*

rimary Exclusion
Derivation

Group
Validation

Group

umber excluded 61 of 121 151 of 234
TE �5 mm 16 46
onconcave morphology 15 21
1 mm of summed inferior ST-
segment depression

12 31

nterior ST-segment depression 2 5
erminal QRS distortion 12 28
-wave inversion in any of V2–V6 15 26
BBB or arrhythmia 5 12

TE, ST-segment elevation; LBBB, left bundle-branch block.
Some had more than 1 primary reason for exclusion.
ariakerke, Belgium).

Volume , .  : July 

http://www.annemergmed.com
http://www.annemergmed.com
http://www.annemergmed.com


h
a
e
a
a
S

p
(
b
r
d
a
g
d
c
(
m
d
c
r
(

Smith et al Electrocardiographic Differentiation of Early Repolarization
RESULTS
There were 121 patients identified with documented anterior

STEMI with left anterior descending occlusion for the
derivation group: 60 had subtle STEMI ECGs (50%) and were
included in the analysis, and 61 were excluded for 1 or more
reasons (Table 1). Of the 234 patients with STEMI identified
for the validation group, 83 were included and 151 were
excluded (Table 1). There were 100 potential patients in the
derivation group early repolarization ECGs, 70 were included in
the analysis, and 30 were excluded because of absence of 1-mm
ST-segment elevation in at least 1 of leads V2 to V4. Of the 142
validation group early repolarization ECGs reviewed, 101 were
included and 41 were excluded for the same reason. Of the 171
early repolarization patients with ST-segment elevation, 6 had
either nonconcave ST-segments or T-wave inversion in a least 1
of leads V2 to V6.

Characteristics for the derivation group and validation group
groups combined are shown in Table 2 and separately in
Appendix E2 (available online at http://www.annemergmed.
com). STEMI patients were on average about 20 years older
than those with early repolarization and less often men. ST-
segment elevation in leads V2 to V4, whether measured at the J
point or at 60 ms after the J point, was higher in STEMI cases

Table 2. Demographics and ECG measurements of derivation a

ECG Measurement E

N 17
Age, y 38
Male, % 8
STEJ and STE60, mm
STEJ V2 1.44
STEJ V3 1.35
STEJ V4 1.10
STE60 V2 2.19
STE60 V3 2.00
STE60 V4 1.28
T-wave and R-wave amplitude, mm, and T:R ratio
TA V2 6.5
TA V3 6.8
TA V4 5.6
RA V2 5.8
RA V3 10.8
RA V4 17.6
TAavg/RAavg ratio 0.7
QTc, msec 390
Other ECG characteristics
Upright T wave V1, % 4
T wave in V1 larger than in V6, % 1
V2 concavity

†
0.11

V3 concavity
†

0.12
V4 concavity

†
0.15

Maximum J-wave notching V2–V6, median
Any J-wave notch �0.5 mm, % 3

ER, Early repolarization; MI, myocardial infarction; STEJ, ST-segment elevation at
tude; RA, R-wave amplitude.
*Values shown are means (SD) unless otherwise indicated.
†Perpendicular measurement divided by tangent measurement.
compared with early repolarization cases. We confirmed the g
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ypothesized difference in T-wave amplitudeavg/R-wave
mplitudeavg ratio, but the difference observed was due almost
ntirely to the differences in R-wave amplitude. R-wave
mplitude in leads V2 to V4 was lower, whereas T-wave
mplitude was not importantly different. QTc was longer for
TEMI versus early repolarization.

Of the 6 measurements in the ST-segment elevation at the J
oint and ST-segment elevation 60 ms after the J point group
Table 2), ST-segment elevation 60 ms after J point V3 was the
est at differentiating STEMI versus early repolarization (odds
atio [OR] per 1-mm increase 2.5; 95% CI 1.7 to 3.8) in the
erivation group (Figure 1). Of the 7 in the T-wave/R-wave
mplitude/T-wave amplitudeavg/R-wave amplitudeavg ratio
roup, R-wave amplitude V4 was the best (OR per 5-mm
ecrease 3.8; 95% CI 2.4 to 6.2), and in the “other ECG
haracteristics” group, T wave in V1 larger than in V6 was best
OR 3.1; 95% CI 1.4 to 6.9). Within each group, no other
easurement in that group was additionally useful for

ifferentiating STEMI versus early repolarization, ie, did not
orrectly classify an additional 5 myocardial infarctions
egardless of statistical significance. QTc was alone in its group
OR per 10-mm increase 1.5; 95% CI 1.3 to 1.8).

In a multivariate logistic regression model of the derivation

alidation groups combined.*

MI Difference (95% CI)

143
60 (15) 21 (18 to 24)

75 �11 (�20 to �3)

2.21 (1.1) 0.77 (0.56 to 0.98)
2.08 (1.3) 0.73 (0.50 to 0.97)
1.60 (1.1) 0.50 (0.28 to 0.72)
3.14 (1.4) 0.95 (0.68 to 1.23)
3.15 (1.8) 1.14 (0.82 to 1.46)
2.41 (1.6) 1.14 (0.86 to 1.41)

7.1 (3.6) 0.6 (�0.2 to 1.3)
7.4 (3.9) 0.7 (�0.8 to 1.4)
6.0 (3.4) 0.4 (�0.3 to 1.0)
2.5 (2.8) �3.3 (�4.0 to �2.5)
4.5 (4.5) �6.3 (�7.5 to �5.1)
7.2 (5.4) �10.4 (�11.8 to �8.9)
3.1 (4.3) 2.5 (1.8 to 3.2)

426 (30) 36 (29 to 43)

73 27 (16 to 37)
39 24 (14 to 33)

) 0.11 (0.06) 0 (�0.01 to 0.01)
) 0.11 (0.06) �0.01 (�0.02 to 0.003)
) 0.12 (0.06) �0.03 (�0.04 to �0.02)

0 —
14 �17 (�26 to �8)

point; STE60, ST-segment elevation 60 ms after the J point; TA, T-wave ampli-
nd v

R

1
(10)
6

(0.7)
(0.7)
(0.8)
(0.9)
(0.8)
(0.6)

(3.0)
(2.5)
(2.3)
(3.8)
(6.2)
(7.4)
(0.4)
(28)

6
5
(0.05
(0.05
(0.06
0.25
1

the J
roup, with measurements ST-segment elevation 60 ms after

Annals of Emergency Medicine 49

http://www.annemergmed.com
http://www.annemergmed.com


t
l
i
r

m
[
p
r
d
8
8
m
c
i
f
t
V
fi

a
9
9
f
8
(
w
9
y
a
(

s
a
d
p
t
t
o
p

F
E
o
J
v
V
B
m
g
7
p
1
w

Electrocardiographic Differentiation of Early Repolarization Smith et al

50 Annals of Emergency Medicine
he J point V3, R-wave amplitude V4, QTc, and T wave in V1
arger than in V6 included, each measurement was
ndependently important in differentiating STEMI versus early
epolarization, except for T wave in V1 larger than in V6.

Results of the equation ([1.196�ST-segment elevation 60
s after the J point V3 in mm]�[0.059�QTc in ms]–

0.326�R-wave amplitude V4 in mm]) greater than 23.4
redicted STEMIs and less than or equal to 23.4 predicted early
epolarization. Sensitivity, specificity, and accuracy in the
erivation group for this ECG criterion were 92% (95% CI
2% to 97%), 89% (95% CI 79% to 95%), and 90% (95% CI
4% to 95%), respectively. Forward stepwise logistic regression
odeling (and confirmed with backwards modeling)

onsidering all of the measurements in the 4 groups of Table 2
dentified the same 3 measurements. The c statistic increased
rom 0.858 to 0.926 to 0.963 with R-wave amplitude V4 and
hen the addition of ST-segment elevation 60 ms after J points
3 and QTc, respectively. The Homer-Lemeshow goodness-of-
t statistic for the final model was 8.78 (P�.36).

In the validation group, the sensitivity, specificity, and
ccuracy of this ECG criterion were 82% (95% CI 72% to
0%), 92% (95% CI 85% to 97%), and 87% (95% CI 81% to
2%), respectively. Overall sensitivity, specificity, and accuracy
or this ECG criterion were 86% (79, 91), 91% (85, 95) and
8% (84, 92), respectively. For persons older than 35 years
n�249; 135 myocardial infarctions), sensitivity and specificity
ere 87% (95% CI 80% to 92%) and 87% (95% 79% to
2%), respectively, for the ECG criterion; for persons aged 35
ears or younger (n�65; 8 myocardial infarctions), sensitivity
nd specificity were 75% (95% CI 35% to 97%) and 98%
95% CI 91% to 100%), respectively.

Diagnostic utility for each of these 3 measurements (ST-
egment elevation 60 ms after J point V3, QTc, and R-wave
mplitude V4), as well as several others for the combined
erivation group and validation group, is shown in Table 3. Cut
oints for age and continuous ECG measurements were selected
o optimize sensitivity to STEMI, ie, greater than 95%. None of
he single measurements, only the ECG criterion combination
f the 3 measurements (use of the 3 variable equation), had a
ositive likelihood ratio approaching 10, indicative of the odds

igure 1. Box plots (median and interquartile ranges) of
CG measurements RA V4, QTc, and STE60 V3 by
utcome and group. A, Box plots of STE at 60 ms after the
point in lead V3 in MI versus ER in derivation and
alidation groups. B, Box plots of R-wave amplitude in lead
4 in MI versus ER in derivation and validation groups. C,
ox plots of corrected computerized QT interval in
illiseconds in MI versus ER in derivation and validation

roups. Bottom and top of boxes represent the 25th and
5th percentiles. Bolded line represent the median (50th

ercentile). Lines extend to the farthest data points within
.5 times the height of the box. Values lying beyond the

hiskers are shown as circles.
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Smith et al Electrocardiographic Differentiation of Early Repolarization
of an ECG with these characteristics being 10 times more likely
to be observed in a subtle STEMI versus early repolarization
case. R-wave amplitude V4 less than 17 mm, QTc greater than
384 ms, and the ECG criterion each had a negative likelihood
ratio less than 0.1, indicative of a low likelihood in a subtle
STEMI versus early repolarization ECG.

None of the STEMI voltage criteria demonstrated ability to
differentiate between STEMI versus early repolarization (Table
4). Interrater reliability (Appendix E1A, available online at
http://www.annemergmed.com) was excellent (0.88; 0.81 to
0.92) for R-wave amplitude V4 and good (0.65; 0.49 to 0.77)
for ST-segment elevation 60 ms after J point V3. Little
agreement beyond chance between any of the STEMI voltage
criteria with the ECG criterion we derived was observed (all
��0.2; data not shown).

Figure 2 shows the application of the rule to 2 relevant

Table 3. Diagnostic utility of age, sex, and select ECG measure
(�95%).*

Demographic or ECG Measurement

Age �35 y
Male
Mean STEJ V2–V4 �0.5 mm
STE60 V3 �0.5 mm
Mean STE60 V2-V4 �1.0 mm
Mean RA V2-V4 �11.7 mm
RA V4 �17 mm
Mean TA �2.5 mm
V4 concavity �0.22
QTc �384 msec
T wave in V1 larger than in V6
ECG criterion

†
�22.07

ECG criterion
†

at less sensitive, more specific cut point (�23.40)

LR�, Positive likelihood ratio; LR–, negative likelihood ratio.
*Data for derivation and validation groups were combined. Data for LR� approac
†(1.196�STE60 in V3)�(0.059�QTc)–(0.326�RA in V4). QTc is the computerize
ters. STE60 in V3�STE as measured at 60 ms after the J point in millimeters, re

Table 4. Diagnostic utility of various STEMI voltage criteria in su
group and validation group combined (n�314; 143 STEMI, 171

At Least 2 Consecutive Leads With STE

1) �1 mm V1–V6

2) �2 mm in any of V1–V3 or �1 mm V4–V619

3) �1 mm V1 or V4–V6, or �2 mm in V2–V3

4) �1 mm V1 or V4–V6, or �2 mm in V2–V3 (men) or �1.5 mm in V2–

5) �1 mm in V1 or V4–V6, or �2 mm in V2–V3 (men) or �2.5 mm in V
�40 y) or �1.5 mm in V2–V3 (women)18

6) �1 mm in V5–V6 or �2 mm in V1–V4

ECG criterion: STEMI if �23.4: (1.196�STE60 V3)�(0.059�QTc)–(0.3

*Data for LR� approaching 10 and LR– approaching 0.1 have been bolded.
ECGs with anterior ST-segment elevation. c
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IMITATIONS
The ideal methodology for this study would be to enroll all

atients with chest pain and ST-segment elevation and follow
heir course, which would require significant resources and time,
e, taking approximately 10 years at our institution to
ccumulate 355 anterior STEMIs while tracking thousands of
atients with chest pain and early repolarization in that period.
ur study is thus retrospective and on select patient groups.
The ECG diagnosis of early repolarization was determined

y the cardiologist who read the ECG the next day, out of
linical context, and the interpretation was likely influenced by
he age of the patient as recorded on the ECG, as well as
eatures of the ECG known to be associated with early
epolarization. The control group was limited to 1 hospital
nd the ECG diagnosis of early repolarization, as made by 1

ts for anterior STEMI with cut point optimized for sensitivity

Under the Receiver Operating
Curve (95% CI) LR� (95% CI) LR– (95% CI)

0.88 (0.84–0.92) 1.4 (1.1–1.8) 0.2 (0.03–0.2)
0.56 (0.50–0.61) na na
0.70 (0.65–0.75) 1.0 (0.6–1.7) 0.6 (0.3–1.3)
0.70 (0.65–0.75) 1.0 (0.4–2.3) 2.2 (1.1–4.1)
0.75 (0.69–0.79) 1.1 (0.7–1.7) 0.5 (0.2–1.0)
0.87 (0.83–0.91) 1.7 (1.5–2.1) 0.1 (0.05–0.2)
0.87 (0.83–0.91) 1.8 (1.5–2.1) 0.08 (0.03–0.2)
0.53 (0.48–0.59) 1.0 (0.3–3.0) 2.8 (1’.4–5.7)
0.65 (0.59–0.70) 1.1 (0.7–1.6) 0.5 (0.3–1.0)
0.82 (0.77–0.86) 1.7 (1.4–2.0) 0.1 (0.05–0.2)
0.65 (0.59–0.70) 1.1 (0.6–1.7) 0.5 (0.2–1.0)
0.96 (0.92–0.98) 5.4 (5.0–5.9) 0.06 (0.03–0.1)
0.96 (0.92–0.98) 9.2 (8.5–10) 0.1 (0.08–0.3)

0 and LR– approaching 0.1 have been bolded.
measured in milliseconds. RA in V4�R-wave amplitude in lead V4 in millime-
to the PR segment, in lead V3.

myocardial infarction versus early repolarization, derivation
.*

Location of STE
Measurement LR� (95% CI) LR– (95% CI)

STEJ 1.0 (0.7–1.5) 0.9 (0.5–1.4)
STE60 1.0 (0.9–1.0) 5.0 (0.6–45)
STEJ 1.4 (1.1–1.6) 0.7 (0.5–0.9)
STE60 1.2 (0.9–1.5) 0.6 (0.4–0.9)
STEJ 1.3 (1.0–1.5) 0.7 (0.6–0.9)
STE60 1.2 (0.9–1.5) 0.5 (0.3–0.8)

omen) STEJ 1.3 (1.0–1.6) 0.7 (0.5–0.9)
STE60 1.1 (0.8–1.5) 0.5 (0.3–0.8)

(men STEJ 1.5 (1.2–1.7) 0.6 (0.3–0.8)
STE60 1.2 (0.9–1.6) 0.3 (0.2–0.6)
STEJ 1.7 (1.4–2.0) 0.7 (0.5–0.9)
STE60 1.3 (1.0–1.6) 0.5 (0.4–0.8)

A V4) 9.2 (8.5–10) 0.1 (0.08–0.3)
men

Area

hing 1
d QTc
btle
ER)

V3 (w

2–V3

26�R
ardiology group. It is possible that cases of early
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repolarization in older patients were not coded as early
repolarization by the cardiologist, and these ECGs thus
would not have been identified in our database search for
early repolarization. Conversely, cases of myocardial
infarction that were coded as early repolarization would have
been excluded from further analysis by positive serial
troponin level results (we did not keep records of these); of
this group, only patients with left anterior descending
occlusion would have been included (in the STEMI group,
however, through the separate search). Non-STEMIs that the
cardiologist coded as early repolarization and that had no

Figure 2. Typical ECGs with application of the derived ECG c
group. All measurements are in millimeters. A, ECG of a 47
anterior descending artery occlusion. The physicians did not
(1.196�STE60 in V3)�(0.059�QTc)–(0.326�RA in V4)�1.
correctly predicts STEMI. STEMI voltage criteria: Criterion 1
STEMI. Rules 2 to 6 incorrectly predict ER. B, ECG of 34-yea
Computerized QTc�371 ms. ECG criterion: (1.196�3.5)�(0
Value less than 23.4 correctly predicts ER. STEMI voltage c
occlusion on the angiogram would not have been included in i

52 Annals of Emergency Medicine
ither group. Occlusions that were not referred for primary
ngioplasty because the ECG was entirely missed also would
ot have been identified. Furthermore, it is likely that other
ubjective features of the ECG that we have not identified or
easured helped the practitioner differentiate early

epolarization from STEMI. All cases of early repolarization
ere of enough concern for the treating physicians to rule
ut acute myocardial infarction with 3 serial cardiac
roponin markers, which required a minimum of 8 hours of
ssessment and, at our institution, admission to a chest pain
nit. We did not collect data on race, which may be

ion. Neither was included in the derivation or validation
-old man with chest pain caused by early acute left
gnize it. Computerized QTc�411 ms. ECG criterion:

�24.249–2.282�23.761. Value greater than 23.4
mm in 2 consecutive leads of V1 to V6) correctly predicts
man with chest pain ruled out for myocardial infarction.
�371)–(0.326�19)�4.186�21.889–6.194�19.881.

a: All criteria 1 to 6 incorrectly predict STEMI.
riter
-year
reco

794
(�1
r-old
.059
mportant in the diagnosis of early repolarization.
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Smith et al Electrocardiographic Differentiation of Early Repolarization
All of our ECG readers were not entirely blinded to all the
objectives of the study and to the outcome of the patient whose
ECG they were measuring. The age of the patient recorded on
the ECG was also visible to the reader. There is additionally
some risk that QTc was confounded by sex; we did not correct
for this. We attempted to minimize any potential bias by having
2 readers. Additionally, there were no interrater reliability data
collected on upright T-wave and J-wave notching
measurements, and interrater reliability was less than optimal
for some readings, likely indicative of the difficulty of manually
measuring ECGs by hand.

Finally, it is important to apply these findings only when the
ECG differential is anterior STEMI versus early repolarization.
Analysis of ECGs with ST-segment elevation from left
ventricular hypertrophy or other pseudoinfarction patterns may
have very different results.

DISCUSSION
Patients with ischemic symptoms frequently have baseline

ST-segment elevation on the ECG precordial leads, sometimes
referred to as benign early repolarization, a “normal variant.” In
fact, because some ST-segment elevation is present in most
individuals, baseline ST-segment elevation is not a “variant” at
all.5 The presence of baseline ST-segment elevation can make
the diagnosis of STEMI in patients with ischemic symptoms
difficult.

This is a challenging issue and therefore infrequently studied.
In clinical practice, results for patients who have STEMI that
looks like early repolarization and do not receive immediate
angiography but rule in for myocardial infarction will be called
“non-STEMI.” These patients will be denied timely reperfusion
therapy, and potentially have significant myocardial loss, but the
oversight will not be detected by any study, database, or quality
review. Conversely, results for patients who have early
repolarization and receive catheterization laboratory activation
are not generally tabulated, or if patients have coronary disease
on angiogram or positive biomarker results, their results are
considered a true positive, whether or not the artery was
occluded and the ST-segment elevation was a result of acute
coronary syndrome.

We sought to determine ECG characteristics that would
discriminate ST-segment elevation caused by early
repolarization (normal ST-segment elevation) from that due to
STEMI but resembling early repolarization. We excluded ECGs
with ST-segment elevation immediately recognizable as caused
by STEMI, ie, those with massive ST-segment elevation,
anterior or inferior ST-segment depression, convex or straight
morphology, T-wave inversion, or terminal QRS distortion, and
concentrated on the subtle ECGs. Of 355 STEMIs screened,
212 were obvious and 143 were subtle. The ECG criterion
equation we derived detected 123 of the 143 subtle ones; the
exclusion criteria detected the other 212. Six patients in the
early repolarization group had the exclusion criteria. Thus,
including the exclusions, 335 of 355 anterior STEMIs (94%)

were detected and 149 of 171 early repolarization (87%). t
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lthough not perfect, these criteria are far better than the use of
ny of the many currently used ST-segment elevation criteria. A
ajor strength of our study was deriving the ECG criterion in

ne group of patients and subsequently validating it in a second,
eparate group.

To our knowledge, there has been no previous attempt to
ystematically differentiate early repolarization from anterior
TEMI on the ECG. Furthermore, to our knowledge, this is the
hird (and largest) study to use angiographic outcomes to
valuate ST-segment elevation measurements in acute
yocardial infarction.3,22

Brady et al37 attempted to use “morphologic criteria”
upward concavity) to differentiate normal ST-segment
levation from acute myocardial infarction (as diagnosed by
iomarkers, not angiography) and did so with a sensitivity and
pecificity of 77% and 97%, respectively, but did not separately
eport anterior STEMI versus other locations. For anterior
TEMI, nonconcave morphology has a low sensitivity (65%)
nd high specificity.3,44 We assumed that all nonconcave
orphology was “obvious” myocardial infarction and was

xcluded from the study; at least 40% had upward concavity in
ll of leads V2 to V5. Our results support that nonconcave
orphology has poor sensitivity for anterior STEMI.
Our findings are consistent with previous literature that

uggests there may be a high T-wave amplitudeavg/R-wave
mplitudeavg ratio in acute STEMI40,45-49; however, we found
hat the difference was due to the difference in R-wave
mplitude. We did not confirm that the differences are due to
hanges in the R wave or T wave during evolution of acute
yocardial infarction; they may be solely due to the higher

aseline R-wave amplitude in early repolarization.
Median normal Bazett QTc is 401 msec for men and 414

sec for women, values intermediate between the average of
90 observed in our early repolarization group and 426
bserved in our STEMI group.50 However, it is known that QT
nterval may be prolonged in ischemic myocardium. In
articular, the Bazett QTc may be lengthened during various
ntervals after the onset of injury.51,52 This is the first and most
ensitive change observed on the ECG after coronary balloon
cclusion.53

Cardinal features of early repolarization include a tall R
ave, upwardly concave ST-segment in all of leads V2 to V6, a
istinctive J wave, an asymmetric T wave (gradual upslope,
teep descent), and early R-wave transition (Figure 2B).54-57

evertheless, it is at times difficult to make an
lectrocardiographic distinction between STEMI and early
epolarization in the patient with symptoms suggestive of
yocardial ischemia. Our study confirms the value of tall R
aves in distinguishing early repolarization from subtle STEMI.
lthough lower degrees of upward concavity, upright T wave in
1, and T wave in V1 greater than T wave in V6 were more
revalent in the subtle STEMI versus early repolarization group,

hey offered little in additional diagnostic utility.
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Our data suggest that commonly used voltage criteria are not
accurate for anterior STEMI, regardless of criteria and whether
measured at the J point or 60 ms after the J point. This result is
consistent with that of the 2 other studies that evaluated ECG
criteria in angiographically proven left anterior descending
occlusion.3,22 Studies of acute myocardial infarction as
diagnosed by creatine kinase MB fraction also did not find an
accurate ST-segment elevation cutoff and reported that a
subjective analysis of the ECG was better than their measured
criteria and that computerized algorithms were inaccurate in the
diagnosis of acute myocardial infarction.24-27 Nevertheless,
societies promote the use of millimeter criteria to diagnose
STEMI.58 The American College of Emergency Physicians
2006 guidelines state that indications for reperfusion therapy
(thrombolytics or percutaneous coronary intervention) are “ST
elevations greater than or equal to . . . 0.2 mV (2 mm) in 2 or
more contiguous precordial leads lacking features of non-
infarction causes of ST-segment elevation (eg, early
repolarization. . .)”59; however, no guideline is given on
differentiating STEMI from early repolarization.

An online calculator for the multivariate equation can be
found on the right-hand side of Dr. Smith’s60 ECG blog
(http://hqmeded-ecg.blogspot.com).

R-wave amplitude is lower in subtle (ie, not clearly
diagnostic) STEMI than in early repolarization and is the single
most important distinguishing variable, better than ST-segment
elevation. Each of the 3 findings of upright T wave in V1, T
wave in V1 greater than T wave in V6, and J-wave notching
distinguish the 2 entities but are much inferior. The
combination of R-wave amplitude, QTc, and ST-segment
elevation (at 60 ms after the J point) measurements can
distinguish subtle STEMI from early repolarization with high
sensitivity and specificity. R-wave amplitude is lower, ST-
segment elevation greater, and QTc longer for subtle anterior
STEMI versus early repolarization. In combination with other
clinical data, this criterion could be an important adjunct in the
diagnosis of anterior STEMI, and because ECG measurements
are increasingly analyzed by computer algorithms,
implementation would not be difficult.

Supervising editor: Keith A. Marill, MD

Author contributions: SWS conceived and designed the study,
collected the control group and part of the study group
patients, managed the data, and drafted the article. LAP
performed the statistics and assisted in article preparation.
AK gathered most of the study group patients, conducted
much of the measurement, was involved with some ECG
analysis, and entered all the data into the database. TDH
created the database from which most of the study patients
were drawn; he also helped in design and manuscript
preparation. MR, RJC, KH, ES, and MG conducted
measurements. SWS takes responsibility for the paper as a

whole.

54 Annals of Emergency Medicine
unding and support: By Annals policy, all authors are required
o disclose any and all commercial, financial, and other
elationships in any way related to the subject of this article
s per ICMJE conflict of interest guidelines (see
ww.icmje.org). The authors have stated that no such

elationships exist.

arn CME credit: Continuing Medical Education is available for
his article at http://www.ACEP-EMedHome.com.

ublication dates: Received for publication January 19, 2011.
evisions received August 12, 2011; November 30, 2011;
anuary 9, 2012; and January 17, 2012. Accepted for
ublication February 6, 2012. Available online April 19, 2012.

ddress for correspondence: Stephen W. Smith, MD, E-mail
mith253@umn.edu.

EFERENCES
1. Wang K, Asinger RW, Marriott HJ. ST-segment elevation in

conditions other than acute myocardial infarction. N Engl J Med.
2003;349:2128-2135.

2. Kosuge M, Kimura K, Toshiyuki I, et al. Electrocardiographic
criteria for predicting total occlusion of the proximal left anterior
descending coronary artery in anterior wall acute myocardial
infarction. Clin Cardiol. 2001;24:33-38.

3. Smith SW. Upwardly concave ST segment morphology is common
in acute left anterior descending coronary occlusion. J Emerg
Med. 2006;31:69-77.

4. Hiss RG, Lamb LE. Electrocardiographic findings in 122,043
individuals. Circulation. 1962;25:947-961.

5. Surawicz B, Parikh SR. Prevalence of male and female patterns of
early ventricular repolarization in the normal ECG of males and
females from childhood to old age. J Am Coll Cardiol. 2002;40:
1870-1876.

6. Larson DM, Menssen KM, Sharkey SW, et al. “False-positive”
cardiac catheterization laboratory activation among patients with
suspected ST-segment elevation myocardial infarction. JAMA.
2007;298:2754-2760.

7. Kontos MC, Kurz MC, Roberts CS, et al. An evaluation of the
accuracy of emergency physician activation of the cardiac
catheterization laboratory for patients with suspected ST-segment
elevation myocardial infarction. Ann Emerg Med. 2010;55:423-
430.

8. Barge-Caballero E, Vazquez-Rodriguez JM, Estevez-Loureiro R, et
al. Prevalence, etiology and outcome of catheterization laboratory
false alarms in patients with suspected ST-elevation myocardial
infarction. Rev Esp Cardiol. 2010;63:518-527.

9. Prasad SB, Richards DA, Sadick N, et al. Clinical and
electrocardiographic correlates of normal coronary angiography in
patients referred for primary percutaneous coronary intervention.
Am J Cardiol. 2008;102:155-159.

0. Brady WJ. ST segment elevation in ED adult chest pain patients:
etiology and diagnostic accuracy for AMI. J Emerg Med. 1998;16:
797-798.

1. Brady WJ, Perron A, Ullman E. Errors in emergency physician
interpretation of ST-segment elevation in emergency department
chest pain patients. Acad Emerg Med. 2000;7:1256-1260.

2. Brady WJ, Perron AD, Ullman EA, et al. Electrocardiographic ST
segment elevation: a comparison of AMI and non-AMI ECG
syndromes. Am J Emerg Med. 2002;20:609-612.

3. Otto LA, Aufderheide TP. Evaluation of ST segment elevation
criteria for the prehospital electrocardiographic diagnosis of acute

myocardial infarction. Ann Emerg Med. 1994;23:17-24.

Volume , .  : July 

http://hqmeded-ecg.blogspot.com
http://www.icmje.org
http://www.ACEP-EMedHome.com
mailto:smith253@umn.edu


2

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

Smith et al Electrocardiographic Differentiation of Early Repolarization
14. Eagle KA, Nallamothu BK, Mehta RH, et al. Trends in acute
reperfusion therapy for ST-segment elevation myocardial infarction
from 1999 to 2006: we are getting better but we have got a long
way to go. Eur Heart J. 2008;29:609-617.

15. Tricomi AJ, Magid DJ, Rumsfeld JS, et al. Missed opportunities
for reperfusion therapy for ST-segment elevation myocardial
infarction: results of the Emergency Department Quality in
Myocardial Infarction (EDQMI) study. Am Heart J. 2008;155:471-
477.

16. Jayroe JB, Spodick DH, Nikus K, et al. Differentiating ST elevation
myocardial infarction and nonischemic causes of ST elevation by
analyzing the presenting electrocardiogram. Am J Cardiol. 2009;
103:301-306.

17. Turnipseed SD, Bair AE, Kirk JD, et al. Electrocardiogram
differentiation of benign early repolarization versus acute
myocardial infarction by emergency physicians and cardiologists.
Acad Emerg Med. 2006;13:961-966.

18. Wagner GS, Macfarlane P, Wellens H, et al. AHA/ACCF/HRS
recommendations for the standardization and interpretation of
the electrocardiogram: part VI: acute ischemia/infarction: a
scientific statement from the American Heart Association
Electrocardiography and Arrhythmias Committee, Council on
Clinical Cardiology; the American College of Cardiology
Foundation; and the Heart Rhythm Society. Endorsed by the
International Society for Computerized Electrocardiology. J Am
Coll Cardiol. 2009;53:1003-1011.

19. Macfarlane PW, Browne D, Devine B, et al. Modification of ACC/
ESC criteria for acute myocardial infarction. J Electrocardiol.
2004;37(suppl):98-103.

20. Macfarlane PW. Age, sex, and the ST amplitude in health and
disease. J Electrocardiol. 2001;34(suppl):235-241.

21. Rokos IC, French WJ, Mattu A, et al. Appropriate cardiac cath lab
activation: optimizing electrocardiogram interpretation and clinical
decision-making for acute ST-elevation myocardial infarction. Am
Heart J. 2010;160:995-1003.e8.

22. Schmitt C, Lehmann G, Schmieder S, et al. Diagnosis of acute
myocardial infarction in angiographically documented occluded
infarct vessel: limitations of ST-segment elevation in standard
and extended ECG leads. Chest. 2001;120:1540-1546.

23. Martin TN, Groenning BA, Murray HM, et al. ST-segment deviation
analysis of the admission 12-lead electrocardiogram as an aid to
early diagnosis of acute myocardial infarction with a cardiac
magnetic resonance imaging gold standard. J Am Coll Cardiol.
2007;50:1021-1028.

24. Massel D, Dawdy JA, Melendez LJ. Strict reliance on a
computer algorithm or measurable ST segment criteria may
lead to errors in thrombolytic therapy eligibility. Am Heart J.
2000;140:221-226.

25. Bell JB, Leibrandt PN, Greenfield JC, et al. Comparison of an
automated thrombolytic predictive instrument to both diagnostic
software and an expert cardiologist for diagnosis of an ST
elevation acute myocardial infarction. J Electrocardiol. 2000;
33(suppl):259-262.

26. Menown IB, Mackenzie G, Adgey AA. Optimizing the initial 12-lead
electrocardiographic diagnosis of acute myocardial infarction. Eur
Heart J. 2000;21:275-283.

27. Kudenchuk PJ, Ho MT, Weaver WD, et al. Accuracy of
computer-interpreted electrocardiography in selecting patients
for thrombolytic therapy. J Am Coll Cardiol. 1991;17:1486-
1491.

28. Rude RE, Poole WK, Muller J, et al. Electrocardiographic and
clinical criteria for recognition of acute myocardial infarction
based on analysis of 3,697 patients. Am J Cardiol. 1983;52:936-

942.

Volume , .  : July 
9. Rouan GW, Lee TH, Cook EF, et al. Clinical characteristics and
outcome of acute myocardial infarction in patients with initially
normal or nonspecific electrocardiograms (a report from the
Multicenter Chest Pain Study). Am J Cardiol. 1989;64:1087-1092.

0. Fesmire FM, Percy RF, Bardoner JB, et al. Usefulness of
automated serial 12-lead ECG monitoring during the initial
emergency department evaluation of patients with chest pain.
Ann Emerg Med. 1998;31:3-11.

1. Fesmire FM, Percy RF, Wears RL, et al. Initial ECG in Q wave and
non-Q wave myocardial infarction. Ann Emerg Med. 1989;18:741-
746.

2. Henry TD, Sharkey SW, Burke MN, et al. A regional system to
provide timely access to percutaneous coronary intervention for
ST-elevation myocardial infarction. Circulation. 2007;116:721-
728.

3. Henry TD, Unger BT, Sharkey SW, et al. Design of a standardized
system for transfer of patients with ST-elevation myocardial
infarction for percutaneous coronary intervention. Am Heart J.
2005;150:373-384.

4. Engelen DJ, Gorgens AP, Cheriex EC, et al. Value of the
electrocardiogram in localizing the occlusion site in the left
anterior descending coronary artery in acute myocardial infarction.
J Am Coll Cardiol. 1999;34:389-395.

5. Sadanandan S, Hochman JS, Kolodziej A, et al. Clinical and
angiographic characteristics of patients with combined anterior
and inferior ST-segment elevation on the initial electrocardiogram
during acute myocardial infarction. Am Heart J. 2003;146:653-
661.

6. Birnbaum Y, Kloner RA, Sclarovsky S, et al. Distortion of the
terminal portion of the QRS on the admission electrocardiogram
in acute myocardial infarction and correlation with infarct size and
long-term prognosis (Thrombolysis in Myocardial Infarction 4
Trial). Am J Cardiol. 1996;78:396-403.

7. Brady WJ, Syverud SA, Beagle C, et al. Electrocardiographic ST
segment elevation: the diagnosis of acute myocardial infarction
by morphologic analysis of the ST segment. Acad Emerg Med.
2001;8:961-967.

8. Smith SW. ST elevation in anterior acute myocardial infarction
differs with different methods of measurement. Acad Emerg Med.
2006;13:406-412.

9. Forest RS, Shofer FS, Sease KL, et al. Assessment of the
standardized reporting guidelines ECG classification system: the
presenting ECG predicts 30-day outcomes. Ann Emerg Med.
2004;44:206-212.

0. Smith SW. T/QRS amplitude ratio best distinguishes the ST
elevation of anterior left ventricular aneurysm from anterior acute
myocardial infarction. Am J Emerg Med. 2005;23:279-287.

1. Savelieva I, Yi G, Guo X, et al. Agreement and reproducibility of
automatic versus manual measurement of QT interval and QT
dispersion. Am J Cardiol. 1998;81:471-477.

2. Manno BV, Hakki AH, Iskandrian AS, et al. Significance of the
upright T wave in precordial lead V1 in adults with coronary artery
disease. J Am Coll Cardiol. 1983;1:1213-1215.

3. Barthwal SP, Agarwal R, Sarkari NB, et al. Diagnostic significance
of T I � T III and TV1 � TV6 signs in ischaemic heart disease. J
Assoc Physicians India. 1993;41:26-27.

4. Kosuge M, Kimura K, Ishikawa T, et al. Value of ST-segment
elevation pattern in predicting infarct size and left ventricular
function at discharge in patients with reperfused acute
anterior myocardial infarction. Am Heart J. 1999;137:522-527.

5. Collins MS, Carter JE, Dougherty JM, et al. Hyperacute T wave
criteria using computer ECG analysis. Ann Emerg Med. 1990;19:
114-120.

6. Hochrein J, Sun F, Pieper KS, et al. Higher T-wave amplitude

associated with better prognosis in patients receiving

Annals of Emergency Medicine 55



5

5

5

5

5

5

6

Electrocardiographic Differentiation of Early Repolarization Smith et al
thrombolytic therapy for acute myocardial infarction (a GUSTO-1
substudy). Global Utilization of Streptokinase and Tissue
plasminogen activator for Occluded Coronary Arteries. Am J
Cardiol. 1998;81:1078-1084.

47. Raitt MH, Maynard C, Wagner GS, et al. Appearance of abnormal
Q waves early in the course of acute myocardial infarction:
implications for efficacy of thrombolytic therapy. J Am Coll Cardiol.
1995;25:1084-1088.

48. Wilkins ML, Pryor AD, Maynard C, et al. An electrocardiographic
acuteness score for quantifying the timing of a myocardial
infarction to guide decisions regarding reperfusion therapy. Am J
Cardiol. 1995;75:617-620.

49. Engblom H, Heden B, Hedstrom E, et al. ECG estimate of
ischemic acuteness and time from pain onset for predicting
myocardial salvage in patients undergoing primary percutaneous
coronary intervention. AHA abstract 2404. Circulation.
2007;116(suppl II):II-528.

50. Mason JW, Ramseth DJ, Chanter DO, et al. Electrocardiographic
reference ranges derived from 79,743 ambulatory subjects. J
Electrocardiol. 2007;40:228-234.

51. Cinca J, Figueras J, Tenorio L, et al. Time course and rate
dependence of Q-T interval changes during noncomplicated acute
transmural myocardial infarction in human beings. Am J Cardiol.
1981;48:1023-1028.

52. Doroghazi RM, Childers R. Time-related changes in the Q-T
interval in acute myocardial infarction: possible relation to local
hypocalcemia. Am J Cardiol. 1978;41:684-688.

53. Kenigsberg DN, Khanal S, Kowalski M, et al. Prolongation of the
QTc interval is seen uniformly during early transmural ischemia.

J Am Coll Cardiol. 2007;49:1299-1305.

56 Annals of Emergency Medicine
4. Kambara H, Phillips J. Long-term evaluation of early repolarization
syndrome (normal variant RS-T segment elevation). Am J Cardiol.
1976;38:157-161.

5. Brady WJ. Benign early repolarization: electrocardiographic
manifestations and differentiation from other ST segment
elevation syndromes. Am J Emerg Med. 1998;16:592-
597.

6. Mehta MC, Jain AC. Early repolarization on scalar
electrocardiogram. Am J Med Sci. 1995;309:305-311.

7. Zhou S, Helfenbein E, Lindauer J, et al. Classification of ST-
elevation acute myocardial infarction, acute pericarditis, and
benign early repolarization. J Electrocardiol. 2000;33(suppl 1):
251.

8. Antman EM, Anbe DT, Armstrong PW, et al. ACC/AHA guidelines
for the management of patients with ST-elevation myocardial
infarction—executive summary. A report of the American College
of Cardiology/American Heart Association Task Force on Practice
Guidelines (Writing Committee to Revise the 1999 Guidelines for
the Management of Patients With Acute Myocardial Infarction).
J Am Coll Cardiol. 2004;44:671-719.

9. Fesmire FM, Brady WJ, Hahn S, et al. Clinical policy: indications
for reperfusion therapy in emergency department patients with
suspected acute myocardial infarction. American College of
Emergency Physicians Clinical Policies Subcommittee (Writing
Committee) on Reperfusion Therapy in Emergency Department
Patients With Suspected Acute Myocardial Infarction. Ann Emerg
Med. 2006;48:358-383.

0. Smith SW. Dr. Smith’s ECG blog [calculator is on the right side
on the front page]. Available at: http://hqmeded-ecgblogspot.

com. Accessed January 16, 2012.

Volume , .  : July 

http://hqmeded-ecgblogspot.com
http://hqmeded-ecgblogspot.com


Smith et al Electrocardiographic Differentiation of Early Repolarization
Appendix E1A. Interrater reliability (Pearson correlation coefficie
segment elevation 60 ms after the J point, R-wave amplitude, T
of the derivation group.*

Measurement V2

STEJ 0.83 (0.74–0.89)
†

STE60 0.76 (0.64–0.84)
RA 0.93 (0.89–0.96)
TA 0.94 (0.91–0.96)
TAavg/RAavg 0.79 (0.68–0.86)

Appendix E1b. Interrater reliability (Pearson correlation coefficie
both early repolarization and STEMI cases in the derivation grou

Tangent 0.92 (0.90–0.94)
Perpendicular 0.49 (0.40–0.57)
Concavity

‡
0.32 (0.22–0.42)

*Interrater reliability for these measurements in STEMI has been previously publi
†Data are 95% CI.
‡Perpendicular measurement divided by tangent measurement.
nt) for measurements of ST-segment elevation at the J point, ST-
-wave amplitude, and TAavg/RAavg, from early repolarization cases

Lead

V3 V4

0.69 (0.54–0.80) 0.55 (0.36–0.70)
0.65 (0.49–0.77) 0.66 (0.50–0.77)
0.96 (0.94–0.98) 0.88 (0.81–0.92)
0.84 (0.75–0.90) 0.86 (0.78–0.91)
0.96 (0.94–0.98) 0.96 (0.94–0.98)

nt and 95% CIs) for measurements of “upward concavity” from
p.

0.93 (0.91–0.94) 0.90 (0.88–0.92)
0.75 (0.70–0.79) 0.80 (0.76–0.84)
0.53 (0.45–0.61) 0.56 (0.48–0.63)
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Appendix E2. Demographics and ECG measurements by patient group.*

Measurement

Derivation Group Validation Group

ER MI ER MI

N 70 60 101 83
Age, y 40 (9) 61 (16) 37 (11) 59 (14)
Men, % 91 76 82 74
STEJ V2 1.5 (0.8) 2.4 (1.2) 1.4 (0.7) 2.1 (1.0)
STEJ V3 1.3 (0.7) 2.3 (1.3) 1.4 (0.7) 1.9 (1.2)
STEJ V4 1.0 (0.6) 1.7 (1.1) 1.2 (0.9) 1.5 (1.2)
STE60 V2 2.1 (0.9) 3.4 (1.6) 2.3 (0.9) 3.0 (1.4)
STE60 V3 1.8 (0.8) 3.4 (2.0) 2.1 (0.8) 3.0 (1.6)
STE60 V4 1.2 (0.6) 2.5 (1.8) 1.3 (0.6) 2.3 (1.4)
RA V2 5.6 (4.0) 2.7 (3.1) 5.9 (3.7) 2.4 (2.6)
RA V3 10.9 (6.6) 5.0 (4.9) 10.7 (5.9) 4.1 (4.2)
RA V4 16.4 (7.5) 6.9 (4.7) 18.4 (7.3) 7.4 (5.8)
TA V2 6.5 (3.2) 7.4 (4.0) 6.5 (3.0) 6.8 (3.3)
TA V3 6.6 (2.8) 7.5 (3.8) 6.9 (2.3) 7.4 (4.0)
TA V4 5.4 (2.7) 5.8 (3.4) 5.8 (1.9) 6.1 (3.4)
TAavg/RAavg ratio 0.67 (0.39) 2.4 (2.0) 0.64 (0.38) 3.7 (5.3)
QTc 394 (24) 420 (26) 387 (29) 430 (33)
Upright T wave in V1, % 54 68 40 76
T wave in V1 larger than in V6, % 19 42 12 36
V2 concavity

†
0.11 (0.04) 0.11 (0.07) 0.11 (0.05) 0.10 (0.06)

V3 concavity
†

0.12 (0.05) 0.10 (0.06) 0.12 (0.05) 0.11 (0.07)
V4 concavity

†
0.14 (0.07) 0.11 (0.06) 0.15 (0.05) 0.12 (0.07)

Maximum J-wave notching V2–V6, median 0.13 0.00 0.25 0
Any J-wave notch �0.5 mm, % 33 13 30 15

*Values shown are means (SD) unless otherwise indicated.
†
Perpendicular measurement divided by tangent measurement.
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