
Copyright©

Not fo
r Sale

or Co
mmer

cial D
istribu

tion

Unau
thoris

ed us
e pro

hibite
d. Aut

horise
d use

rs can
down

load,

displa
y, view

and p
rint a

single
copy

for pe
rsona

l use

Perspectives in Cardiology / September 2007 1

Trials andTribulations of a
Tachycardia
Keith J. C. Finnie, MB, ChB, FRCPC

Figure 1. ECG on presentation.

ECG
of the Month

A 56-year-old man presents with symptoms and clinical findings consistent with congestive heart
failure. His heart rate is 120 bpm. His ECG is shown in Figure 1.

1. What is the cardiac rhythm?

2. What other ECG abnormalities are present?



ECG
of the Month

The ECG shows a regular wide QRS tachycardia
at a rate of 120 bpm. The QRS morphology is
consistent with right bundle branch block
(RBBB), although the QRS duration of 180 ms is
unusually prolonged for uncomplicated RBBB.
There is right axis deviation (130˚) in the frontal
plane. P waves are not clearly seen in the limb
leads, but what appear to be large,

spiked P waves are readily detected in leads V1
and V2. The diagnostic possibilities include ven-
tricular tachycardia and a regular tachycardia of
supraventricular origin with associated RBBB.

Several of the patient’s previous ECGs,
recorded in the preceding few months, were
available for comparison; all but one had been
reported as showing “sinus tachycardia.” P waves
of sinus origin are invariably positive in lead I,
negative in aVR and generally positive in V4 to
V6; such is clearly not the case here. In order to
clarify the nature of the cardiac rhythm, 6 mg of
adenosine was administered by IV; the resultant
ECG is shown in Figure 2. The rhythm is now
declared as atrial flutter, with an atrial rate of 240
bpm and unusually tall flutter waves in V1.

1.

This Month’s ECG Diagnosis

Figure 2. ECG after the administration of adenosine.
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In addition to the arrhythmia, the QRS axis and
morphology provide some useful information.
There are pathologic Q waves in the precordial
leads, indicative of previous anterior MI. The
R’wave inV1 andV2 is unusually tall (> 10 mm
to 12 mm) for uncomplicated RBBB and, in the
presence of abnormal right axis deviation, sug-
gests right ventricular hypertrophy. Anterolateral
MI may also cause right axis deviation due to a
loss of normal leftward-directed forces, which
may also be caused by left posterior fascicular
block.

An ECHO was performed and confirmed the
presence of a dilated cardiomyopathy, with a
left ventricular ejection fraction estimated at
10% to 15%. Both atria were dilated, especial-
ly the right atrium, likely accounting for the
unusually large flutter waves. It is possible that
a persistent undiagnosed and uncontrolled
tachycardia may have been a contributing fac-
tor to this man’s cardiomyopathy, although the
ECG findings suggest an ischemic basis.
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