
ACUTE SERIAL CHANGES: 
Primarily limited to the S-T Segment (Cont.) 

II. S - T segment 
changes in those 
leads where QRS 
is predominantly 
negative. (S great-
er than R or QS or 
Qr present.) 

A. S-T segment shift from   1. In the V leads. 
isoelectric to elevated. 

B. S-T segment shift from 
isoelectric to depressed. 

2. In L3 and AVF. 

3. In AVR. 

*Fig. Ser22A is from a patient who has had a previous anterior wall myocardial infarct. In Fig. Ser22B, the occurrence of a fresh myocardial infarction in the 
same area has resulted in S-T segment elevation in V2 to V6. 
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Acute anteroseptal myocardial infarction. 

(Excess offiltering in an ECG monitor can cause an isoelec 
tric S-T to appear elevated.) 

Usually acute inferior wall myocardial infarction. 

Reciprocal to S-T depression in other leads from which the 
diagnosis is more readily established. 

A change reciprocal to S-T elevation in some other leads 
where the QRS is upright. More readily diagnosed in those 
leads. 

FIG. Ser22A* 
control 

FIG. Ser22B 

FIG. Ser23A 
control 

FIG. Ser23B 
filtered 
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ACUTE SERIAL CHANGES: 
Primarily limited to the T wave 

A. T wave increasing in ► 1. With no other associated electrocardio-
amplitude. graphic changes. 

I. T wave initially   B. T wave decreasing in 
upright. amplitude (to isoelec-

tric or inverted). 

II. T wave initially
isoelectric or in-
verted. 

1. With no other associated electrocardio-
graphic changes. 

C. T wave becoming deeply   1. With no other associated electrocardio-
inverted. graphic changes. 

A. T wave becoming more 
deeply inverted (more 
negative).

B. T wave becoming up-
right. 

`The diagnosis is based on a careful clinical evaluation and not on the electrocardiographic changes alone. At times the shape of the T wave is suggestive of 
the diagnosis. 
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Minor increases in T wave height are usually 
normal particularly in the V leads where they 
may be due to small changes in lead place-
ment. 
Occasionally seen in the early stages of 
myocardial infarction. Hyperkalemia (early 
stage). 

•••••=1, 

itE 

FIG. Ser24A control 

i 

One of the most frequent and nonspecific   FIG Ser25A control 
electrocardiographic changes not charac-
teristic of any specific entity. 

The most common causes are:* 
I. Angina pectoris 
2. Coronary insufficiency 
3. Nonspecific, often without determinable cause 
4. Digitalis effect (often associated with S-T depression) 

N.-

5. Other drug effects Iquinidine(Fig. Ser27 due to 
quinidine), procaine amide, antimony, etc. ] 

6. Myocarditis 
7. Pericarditis 

8. Return of hyperkalemia to normal 
9. Almost any infectious process may on occasion be 

associated with T wave changes 
10. Secondary to drinking cold water, changing position, 

eating 
11. Autonomic imbalance 
12. Head injury 
13. Development of hypokalemia 

Intramural infarct. 

Diagnostic significance same as BI above. (Fig. Ser29, V2). 

. Recovery from, correction of, or cessation of any of the 
above clinical conditions toward normal. 

• 2. Secondary to the T wave becoming inverted in some 
other lead. The diagnosis is made from the leads where 
the T wave inverts. 

FIG. Ser27A 
control 

FIG. Ser27B 
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ACUTE SIMULTANEOUS SERIAL CHANGES: 
Involving Both QRS and T 

1. Development of an abnormal Q wave in the 
same lead. 

I. Upright T wave 
becoming invert-
ed (or becoming 
less positive). 
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A. Associated with the de-
velopment of the follow-
ing changes in the con-
figuration of QRS. 

B. Associated with increase 
in the duration of QRS. 
(See p. 186.) 

C. Associated with chang-
ing voltage of the QRS. 
(See p. 188.) 

2. Shift in the mean electrical axis of QRS in 
the frontal plane to the right. (Develop-
ment of an Si, Q3 with T becoming 
inverted or lower in the right precordial 
leads and usually L2, L3, and AVF. 

3. Marked shift in the mean electrical axis of 
QRS in the frontal plane to the left (axis 
shift of more than 45 degrees or any shift 
which brings the MEA of QRS to the ab-
normal zone: beyond —30 degrees), with T 
becoming inverted in one or more leads. 



Acute myocardial infarction. 

Acute cor pulmonale. 

Development of left anterior hemiblock. 

Acute myocardial damage. 
Most commonly inferior wall myocardial infarction with Q 
waves appearing in L3 and A VF with or without L2. 

FIG. Ser30A 
control 

FIG. Ser3OB 

FIG. Ser31A 
control 

FIG. Ser31B 

FIG. Ser32A 
control 

FIG. Ser32B 
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ACUTE SIMULTANEOUS SERIAL CHANGES: 
Involving Both QRS and T (Cont.) 

A. Associated with the de-
velopment of the follow-
ing changes in the con-
figuration of QRS. (On 
p. 184.) 

1. Delay in the onset of the intrinsicoid deflec-
tion in the left precordial leads. (T wave 
inverted in the left precordial leads.) 

I. Upright T wave 
becoming invert-
ed (or becoming 
less positive). 
(Cont.) 

B. Associated with increase 
in the duration of QRS. 

2. Delay in the onset of the intrinsicoid deflec-
tion in the right precordial leads. T often 
becomes deeper in VI to V3. 

C. Associated with chang-
ing voltage of the QRS. 
(See p. 188.) 
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Development of left bundle branch block. 

Development of right bundle branch block. 

FIG. Ser33A 

FIG. Ser33B 

FIG. Ser34A 

FIG. Ser34B 
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ACUTE SIMULTANEOUS SERIAL CHANGES: 
Involving Both QRS and T (Cont.) 

A. Associated with the de-
velopment of the follow-
ing changes in the con-
figuration of QRS. 
(On p. 184.) 

B. Associated with increase 
in the duration of QRS. 
(Cont.) 

I. Upright T wave 
becoming invert-
ed (or becoming 
less positive). 
(Cont.) 

3. Without specific delay in the onset of the 
intrinsicoid deflection on either side. (T in-
verted in any lead.) 

C. Associated with chang- > 1. QRS progressively decreasing in voltage. 
ing voltage of the QRS. 
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Development of intraventricular conduction defect. Most 
often due to: 

I. Myocardial infarction. 
2. Secondary to drug toxicity 

(Quinidine toxicity should be suspected when the T 
wave is broad and shallow.) 

3. Tachycardia (See Fig. Ser8.) 
4. Myocarditis 

Pericardial or pleural effusion. 
Possibly acute myocardial infarction. 
Improper standardization of the ECG machine. 

FIG. Ser35A 

FIG. Ser35B 

FIG. Ser36A 
control 

FIG. Ser36B 
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