
Effect of Losartin Compared with
Captopril on Mortality in Patients
with Symptomatic Heart Failure

A B S T R A C T  &  C O M M E N T A R Y

Synopsis: In a previous study (ELITE I), the angiotensin II antago-
nist losartin showed an unexpected survival benefit in elderly
patients with heart failure when compared with captopril, an

angiotensin-converting enzyme inhibitor. This follow-up study,
designed to examine this benefit, did not show that losartin was

superior to captopril in improving survival in elderly heart failure
patients but was significantly better tolerated.

Source: Pitt B, et al. Lancet 2000;355:1582-1587.

An unexpected finding of the original evaluation of
losartin in the elderly (ELITE I) study, in which the primary

end point was the effect of treatment on renal function, was an
unexpected survival benefit for the angiotensin II antagonist
losartin over captopril, an ACE inhibitor. This study, ELITE II, was
a large trial designed to confirm whether losartin is superior to cap-
topril for all-cause mortality.

The study examined 3152 patients from 289 outpatient centers in
46 countries. Patients were aged 60 or older with New York Heart
Association Class II to Class IV heart failure and an ejection frac-
tion of 40% or less. Exclusion criteria included previous intolerance
to either drug, systolic pressures greater than 90 mm Hg, diastolic
pressure more than 95 mm Hg, significant stenotic valvular disease,
renal artery stenosis, active myocarditis or pericarditis, and recent
angioplasty, coronary artery bypass surgery, myocardial infarction,
or unstable angina. The study was designed as an event-driven
superiority trial with 90% power to detect a relative 25% difference
in all-cause mortality between treatments.

After a run-in period of 1-28 days of single-blind placebo to
enable adequate stabilization of patients, patients were randomly
assigned to either losartin 12.5 mg once daily, titrated to 25 mg and
up to 50 mg once daily (plus captopril-matched placebo), or capto-
pril 12.5 mg three times a day, titrated to 25 mg, and up to 50 mg
daily (plus losartin-matched placebo).
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Of the 3152 patients, 1578 were randomized to
receive losartin and 1574 captopril. Clinical assessment
was done weekly during titration and then every four
months. The primary end point was all-cause mortality.
Secondary end points were the composite of sudden car-
diac death or resuscitated cardiac arrest. Other outcome
variables included hospital admission, cardiovascular
hospital admission, quality of life, discontinuation of
treatment, and worsening heart failure.

The treatment groups were well matched and only
one patient from each group was lost to follow-up during
a median follow-up period of 18 months. A total of 280
deaths (17.5%) occurred in the losartin group compared
with 250 (15.9%) in the captopril group, with an annual
mortality rate of 11.7% and 10.4%, respectively, which
was not a statistically significant difference. Likewise,
there were no significant differences in sudden death or

resuscitated arrest (9.0% vs 7.3%) between the treatment
groups. Significantly fewer patients in the losartin group
discontinued treatment because of adverse effects (9.7%
vs 4.7%; P < 0.001), including cough 0.3% vs. 2.7%.
Pitt and colleagues concluded that losartin was not supe-
rior to captopril in improving survival in elderly heart
failure patients, but was significantly better tolerated.

■ COMMENT BY MARTIN LIPSKY, MD
In the first ELITE study, with 722 ACE inhibitor-naive

elderly patients with symptomatic heart failure, there was
an unexpected 46% decrease in mortality with losartin
compared with the ACE inhibitor captopril. This follow-
up study was rapidly planned in order to see if this find-
ing was real. The results were completely neutral with the
exception that losartin was less likely to be discontinued.
Although it might be tempting for physicians to initiate a
better tolerated drug, Pitt et al still strongly recommend
an ACE inhibitor as first-line therapy. They point out that
there is substantial evidence that the use of an ACE
inhibitor benefits patients with heart failure and systolic
left-ventricular dysfunction and that it remains to be
established where the angiotensin II antagonists are a
fully effective substitute. However, for those people who
cannot take or tolerate an ACE inhibitor, this study sup-
ports the contention that an angiotensin II antagonist is a
beneficial alternative.   ❖

Medication Supplies and
Health Care Costs in
Older Adults
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: More than one-half of older patients studied
had either too much or too little of their prescribed med-
ications when followed over a three-year period, with
excess costs of $279,000 and missed costs of $602,121
out of a total cost of $1.96 million for the targeted med-
ications. Both the over- and underusers had more hospi-
tal admissions and emergency department visits, with
higher total costs for patients with oversupplies of 
medications.

Source: Stroupe KT, et al. J Am Geriatr Soc 2000;48:760-768. 

Using records from an urban public health
care system that provided care for a predominantly

indigent population, patients older than age 60 were
identified that had at least two ambulatory visits and/or
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one or more hospitalizations between 1993-1995, then
further restricted to patients who had obtained at least
one prescription and one refill. Their unique characteris-
tics, pharmacy records, and costs of health care use were
then tracked from 1994-1996. After patients were elimi-
nated who had less than one year of data available, 4164
remained for the study. Higher total health care costs
were predicted by three-year averages of body mass
index more than 30 and serum albumin less than 3.5
g/dL of all the characteristics studied.

Although patients could use other sources of health
care, internal audits demonstrated that the vast majority of
their patients used only the single system from which the
data was extracted, with 95% of adult general medicine
patients obtaining their prescriptions from system phar-
macies. Service sites included one hospital with an emer-
gency department, and a network of neighborhood health
care centers with pharmacies located both within the cen-
ters and at a central site. Patients were charged actual
acquisition costs of drugs plus $4 for each prescription.

Prescribed medications were assigned to one of 12
drug categories of common medications used for chron-
ic diseases commonly found in older adults. “Prn” and
medications that did not fit into the categories were
eliminated from the study. A ratio was calculated using
the time interval between refills, which measured the
amount of medication available to the patient for con-
sumption. Ratios between 0.8 (80%) and 1.2 (120%) of
prescribed medications were considered appropriate;
less than 80% supply was tallied as an undersupply and
more than 120% as an excess supply. These margins
allowed for extra medications given to ensure supply
before the next office visit (e.g., if a 2-month supply of
drugs was refilled at a visit, the 30-day surplus would
not count as excessive medications). The cost of over-
supply was calculated as a comparison of hypothetical
drug costs of 120% supply compared to actual costs.
Multivariate analysis was also used to determine associ-
ations between medication supply, health care use costs,
and other confounding variables such as age, race, gen-
der, number of conditions, etc.

After three years of study, they found 47% of the
patients had received an oversupply (> 120%) of the tar-
geted prescribed medications and 16% an undersupply
(< 80%). Only 37% received the appropriate supply.
Greater comorbidities were statistically associated with
oversupplies, and the categories most likely to be over-
supplied were oral hypoglycemic drugs, ACE inhibitors,
and digoxin. Most likely to be undersupplied were
nitrates and inhaled respiratory medications. 

Costs for inpatient and outpatient services were
higher for patients with oversupplies of medications,

and lower for those with undersupplies. However, both
were associated with significantly higher probabilities
of hospital admissions and emergency department vis-
its, although the association for undersupplies disap-
peared when the analysis used 90% as the threshold
rather than 80%. Total health care costs for the study
population during the three-year period was more than
$63 million, with $7.1 million for all outpatient phar-
macy costs, and 28% of that for medications used for
the targeted chronic conditions.

■ COMMENT BY MARY ELINA FERRIS, MD
With the advent of restricted pharmacy dispensing

dictated by the patient’s payor source, it is now possible
to track prescriptions filled and refilled with much more
accuracy than ever before. The study group used by
Stroupe and colleagues also had the advantage of a sin-
gle hospital and emergency department as part of their
closed health system, and they had access to ambulatory
records to establish patients with chronic diseases and
gather additional data. Over three years, they were able
to follow the dispensing of selected medications and the
use of health care services within their system with rea-
sonable accuracy to establish their associations. Another
advantage of their system was the low cost of medica-
tions and lack of prescription limits, which reduced cost
and access variables that often contribute to inappropri-
ate medication usage.

Since more than 40% of older adults have two or
more chronic medical conditions, and 90% have at least
one condition, the use of medications becomes a critical
factor in their health care.1 Compliance with prescribed
medications had long been acknowledged as a major
problem, and this study documents a further widespread
problem with simply obtaining the correct supply, fur-
ther complicating the barriers to correct usage according
to dosing directions.

As most clinicians already know by experience, the
study found that patients who don’t fill their prescribed
medications have worse outcomes. What may be sur-
prising, however, is that they also found an association
between oversupplies of medications and higher inpa-
tient and outpatient costs. One might speculate that this
later group of patients was either using too much med-
ication or could have been confused about medication
dosing. Another possible explanation could be that these
patients had frequent medication changes and were
more difficult to manage, although multiple dosing
changes can also lead to compliance problems. It’s also
conceivable that different physicians were giving
patients overlapping prescriptions, which is a well-
known problem when patients have complicated med-
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ical problems with multiple providers. In any event, the
oversupply of medications identified a patient group at
higher risk for hospital admissions, emergency depart-
ment visits, and higher total health care costs.

Although this study only followed the supply of
medications rather than actual patient compliance
with dosing instructions, at least one published study
has confirmed correlation between compliance and
supply.2 Looking at the results from the reverse per-
spective, only 37% of the older patients had the cor-
rect supply of medications, indicating room for
improvement in the areas of medication compliance,
and giving prescribing physicians cause to consider
the effectiveness of their intended therapies. These
results should also provide support for adequate fund-
ing and monitoring of prescribed medications, since
potentially unnecessary costs and hospital use were
associated with inappropriate supplies.   ❖

References
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Effect of Serum Cholesterol
on Long-Term Coronary,
Cardiovascular, and
All-Cause Mortality
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: High serum cholesterol levels in young
adulthood carry a higher risk for CHD later in life.

Source: Stamler J, et al. JAMA 2000;284:311-318.

It has been consistently reported that an ele-
vated serum cholesterol level is a significant risk fac-

tor for the development of coronary artery heart disease
(CHD) and the other major cardiovascular diseases
(CVDs).1-3 The relationship has been demonstrated to be
continuous, graded, extremely strong, predictive, and
independent of other risk factors. Many randomized
controlled trials in middle-aged and older individuals
have clearly demonstrated that effective, sustained
reduction of serum cholesterol levels by dietary mea-
sures and/or pharmacologic means have been effective
in reducing CHD and CVD risk.2,3

Stamler and associates from Northwestern Univer-
sity Medical School recognized that long-term

prospective data studying the effects of baseline cho-
lesterol levels and risk of CHD and CVD in younger
men were quite limited. They, therefore, studied three
cohorts of young men who were not afflicted with
either diabetes mellitus or a history of myocardial
infarction by obtaining baseline serum cholesterol
level measurements. A total of 11,017 men aged 18-
39 years were screened from 1967 to 1973 for the
Chicago Heart Association Detection Project in
Industry. A second cohort of 1266 men aged 25-39
years were examined in the Peoples Gas Company
Study and the third cohort consisted of 69,205 men
aged 35-39 years who were screened for the Multiple
Risk Factor Intervention Trial (MRFIT). Men in all
three cohorts with unfavorable serum cholesterol lev-
els (> 200 mg/dL) had strong gradients of relative
mortality risk. Men with serum cholesterol levels
greater than 240 mg/dL had a CHD mortality risk that
was 2.15-3.63 times greater than the control group
and their CVD mortality was 2.10-2.87 times greater;
finally, their all-cause mortality was increased by
1.31-1.49 more than the control group. Men with
favorable baseline serum cholesterol levels had an
estimated longer life expectancy of 3.8-8.7 years.

■ COMMENT BY HAROLD L. KARPMAN, MD, 
FACC, FACP
The study by Stamler et al provides robust data that

clearly confirmed and re-enforced previous reports4,5

that high serum cholesterol levels in young adulthood
carries a higher risk for CHD later in life and that eleva-
tion of serum cholesterol (or, more specifically, low-
density lipoprotein [LDL] cholesterol) appears to be a
prime atherogenic agent, which causes coronary
arterosclerosis to progress more rapidly throughout
young adulthood.6

Some have argued that cholesterol testing in the
younger age groups is not cost effective because relative-
ly few young people with elevated serum cholesterol lev-
els would be identified by early lipid testing and, besides,
physicians are too busy with acute care medicine to be
concerned with long-term prevention. On the other hand,
Stamler et al have now clearly demonstrated that the
prevalence of cholesterol levels more than 200 mg/dL is
high in young American males, that 9% of young adults
have total cholesterol levels of 240 mg/dL or higher, and
finally, these young adults are particularly susceptible to
the development of premature CHD. 

Obviously, all patients whose serum cholesterol lev-
els are elevated above 200 mg/dL should be counseled
in lifestyle changes such as cigarette smoking cessation,
avoidance of foods containing saturated fats, weight



Internal Medicine Alert 165

control, participating in a regular exercise program, and
avoiding stress, regardless of their age. If nonpharmaco-
logic measures are ineffective in controlling serum cho-
lesterol levels, drugs may have to be used in order to
bring the total serum cholesterol and LDL cholesterol
levels down to appropriate values. Stamler et al’s study
certainly lends support to the concept that serum choles-
terol levels should be measured in male adults who are
aged 20 years and older at least once every five years7 in
order to avoid the long-term mortality due to CHD,
which occurs in statistically significant numbers in one-
third of young adults who have total cholesterol levels
exceeding 200 mg/dL.   ❖
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Pharmacology Update
Mifepristone (Mifeprex—
Danco Laboratories)
By William T. Elliott, MD, FACP, 
and James Chan, PharmD, PhD

On september 28, 2000, the fda approved the
antiprogesterone agent mifepristone for the termi-

nation of early pregnancy. The drug, also known as RU
486, was granted “approvable” status by the FDA in
1996 based on French clinical trial results, but soon was
embroiled in years of bitter debate at the agency. The
approval is coupled with limitations and restrictions on
the use of the drug, which are the culmination of years
of negotiation. Since the drug was first introduced in
France in 1988, more than 620,000 European women
have used it to terminate pregnancy. The drug will be
distributed by Danco Laboratories LLC, under the trade
name Mifeprex. As required by the FDA, the drug will
be supplied directly to qualified physicians and will not
be available in pharmacies.

Indications
Mifepristone is indicated for the medical termination

of intrauterine pregnancy through 49 days’ pregnancy.
Pregnancy is dated from the first day of the last men-

strual period.1

Dosage
Three 200 mg tablets (600 mg) are taken in a single

oral dose. On the third day, the patient is given two
misoprostol tablets (400 µ), unless abortion has
occurred and been confirmed. Approximately 14 days
after the administration of mifepristone, the patient is
evaluated to confirm a complete termination of the
pregnancy. Mifepristone may be administered in a
clinic, medical office, hospital, or under the supervi-
sion of a physician able to assess the gestational age of
an embryo and diagnose ectopic pregnancies. Physi-
cians must also be able to provide surgical interven-
tion in case of incomplete abortion or severe bleeding
as well as access to blood transfusions and resuscita-
tion, if necessary.1

Potential Advantages
Mifepristone/misoprostol is an effective form of med-

ical abortion. For gestational age of 49 days or less,
mean rate of complete abortion is between 92-96%.1,2,5

This method of abortion was found to be acceptable to
American women. In a survey of women in a large U.S.
study who used mifipristone/misoprostol (n = 2121),
95.7% of women would recommend this method to oth-
ers and 91.2% would choose it again. Of women who
had a previous surgical abortion (49.5%), 90% rated
mifepristone/misoprostol as more satisfactory (77%) or
just as satisfactory (13%).3

Potential Disadvantages
The efficacy of mifepristone decreased with

increasing gestational age. In the large U.S. trial (n =
2121), efficacy was 92% in the 49 days or less with a
lower 95% confidence interval of 90%. In the 50-56
days group 84% and 80%, and in the 57-63 days
group, 77% and 74%, respectively.5 About one-half of
the patients reported severe abdominal pain. The
average duration of bleeding was 16 days (median 14
days). In 1% of the women, bleeding was heavy
enough to require surgical intervention.1 There is a
risk of fetal malformation if the treatment fails. In
comparison to surgical abortion, failure rates are
higher, there were more adverse events (cramping,
nausea, vomiting), and higher levels of pain including
post-abortion pain (77.1% vs 10.5%).7

Mifepristone is metabolized by cytochrome P450
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isoenzyme 3A4. Drugs that inhibit this enzyme (e.g.,
ketoconazole, itraconazole, erythromycin, and grape-
fruit juice) may increase levels of mifepristone. On the
other hand, drugs that induce metabolic enzymes (e.g.,
rifampin, phenobarbital, carbamazepine, phenytoin, and
St John’s wort) may lower levels of mifepristone.1

Comments
Mifepristone (RU 486) is an antiprogestin derivative

of norethindrone. In the presence of progesterone,
mifepristone acts as an antagonist. In the absence of
progesterone, mifepristone behaves as a partial agonist.
The drug induces changes in the endometrium that lead
to bleeding within 72 hours.4 These changes are consis-
tent with the withdrawal of progesterone. Many studies
have demonstrated the efficacy of mifepristone.1,2,5 In
patients with gestation of 49 days or less, efficacy
ranged from 92-96%.

These studies were done in healthy patients. Those
with renal, respiratory, hepatic, cardiovascular, and
thromboembolic diseases were generally excluded. In
addition, women who smoked more than 10 cigarettes
per day and those older than the age of 35 were also
excluded. Mifepristone will not be available in pharma-
cies but will be distributed by Danco Laboratories LLC
directly to physicians who meet the qualifications.
These qualifications include having the ability to date
pregnancies accurately and to diagnose tubal pregnan-
cies. Surgery must be available should mifepristone fail
and access to emergency care must be available. The
patients must be given the medication guide that informs
the patient about the mechanism of action of the drug,
potential risks, and importance of follow-up visits. The
patient must also sign an agreement that she has decided
to end her pregnancy. The FDA rules are less restrictive
than those in Britain and France, where the drug is avail-
able only in licensed facilities.6

Clinical Implications
It is estimated that each year in the United States

about 700,000 women undergo a surgical abortion that
may be early enough for medical abortion. Although
the ethical issues surrounding abortion continue to be
debated, mifepristone offers an option to a surgical
abortion and may make abortion more accessible to
some women.   ❖
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Attention Readers

American Health Consultants is happy to announce
that we are opening up our Primary Care Reports
author process to our readers. A biweekly newsletter
with approximately 5000 readers, each issue is a fully
referenced, peer-reviewed monograph. 

Monographs range from 25-35 Microsoft Word doc-
ument, double-spaced pages. Each article is thoroughly
peer reviewed by colleagues and physicians specializ-
ing in the topic being covered. Once the idea for an
article has been approved, deadlines and other details
will be arranged. Authors will be compensated upon
publication. 

As always, we are eager to hear from our readers
about topics they would like to see covered in future
issues. Readers who have ideas or proposals for future
single-topic monographs can contact Associate Man-
aging Editor Robin Mason at (404) 262-5517 or (800)
688-2421 or by e-mail at robin.mason@ahcpub.com.
We look forward to hearing from you.   ❖

CME Questions
36. Which one of the following predicts higher health care 

costs among adults age 60 and older with chronic medical 
conditions?
a. Appropriate supply of medications
b. Excess supply of medications
c. Undersupply of medications

37. Which one of the following is not true about mifepristone?
a. It will be available to women by prescription.
b. It is coupled with the use of misoprostol in 72 hours unless

abortion has occurred.
c. It is indicated through 49 days from the start of the last menses.
d. It is an antiprogestin.

38. The ELITE II study found that:
a. losartin was superior to captopril in improving survival in 

elderly heart failure patients. 
b. losartin was significantly better tolerated by patients than 

captopril.
c. placebo was superior to both losartin and captopril.
d. All of the above
e. None of the above
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NSAIDs and the Risk
of Upper Gastroin-
testinal Bleeding  

The use of nonsteroidal anti-
inflammatory drugs (NSAIDs) is

commonly acknowledged as one of
the most important contributors to
risk for upper gastrointestinal (GI)
bleeding, attributed to inhibition of
COX-1. Among the tools used to try
to reduce such risk, animal studies
have shown that substances that stim-
ulate nitric oxide (NO) in the GI tract
may reduce NSAID-induced gastric
damage. Since agents like nitroglyc-
erin, a prototypic NO source, are
inexpensive, readily available, well
tolerated, and thoroughly studied, if
similar effects were seen in humans,
perhaps GI toxicity of NSAIDs could
be reduced. Of concern, however, is
the knowledge that NO inhibits
platelet aggregation, which in the
face of GI bleeding, might retard
coagulation and, hence, worsen the
problem.

To examine the relationship between
NSAIDs and nitrosovasodilators (e.g.,
nitroglycerin) in respect to GI bleeding,
Lanas and colleagues performed a case-
control study (n = 3353) comparing
persons admitted for GI bleeding with
patients admitted for other diagnoses
and other local outpatients.

Almost half of persons with GI
bleeding had been taking a NSAID in
the week before admission. Increased
risk of GI bleeding associated with
NSAID use ranged from an odds ratio
of 7.4 (mostly traditional dose non-
COX-1-sparing NSAIDs) to 2.4 (low-
dose aspirin), which came as little sur-
prise. On the other hand, use of nitrova-
sodilators was associated with a statisti-
cally significant 0.6 odds ratio of GI
bleeding, and even in persons taking a
NSAID, nitrovasodilator therapy was
associated with a decreased odds ratio

of GI bleed. It is hoped that new NO-
releasing NSAIDs, which are currently
under investigation, will demonstrate
favorable effects on GI toxicities.   ❖

Lanas A, et al. N Engl J Med 2000;
343:834-839.

Comparative 
Efficiency of PSA
Screening Strategies
for Prostate Cancer
Detection

Despite the fact that pro-
state-specific antigen (PSA)

screening has not been proven to
reduce mortality from prostate cancer,
millions of U.S. men undergo this test-
ing annually in hopes that such screen-
ing will have a favorable effect. Suffi-
cient numbers of clinicians have
embraced the intuitive positive effect
of PSA testing that despite unproven
efficacy, using PSA screening has
become perceived more as the norm
than the exception. In an effort to eval-
uate, by means of a statistical marker,
which modifications of PSA screening
might enhance its efficacy, Ross and
colleagues compared several PSA
screening strategies in this trial.

Considerations focused upon the
PSA threshold for prostate biopsy (i.e.,
the PSA level at which biopsy would
be recommended), the frequency of
PSA testing (testing interval), and age
of PSA testing initiation. 

According to Ross et al’s statistical
model, if PSA testing were to begin at
age 40-45 (instead of the more tradi-
tional 50 years of age), followed by
testing every two years at age 50,
mortality would be favorably affect-
ed, with fewer PSA tests and biopsies.
On the other hand, if the threshold for
biopsy of the prostate were to be
reduced below a PSA level of 4.0

ng/mL, no measurable net benefit
would be anticipated.   ❖

Ross KS, et al. JAMA 2000;284:
1399-1405.

White Coat Effect 
of Alcohol

The lifestyle habit of imbibing
alcohol in moderation has been

associated with a reduced risk of
ischemic heart disease, attributed to
such benefits as an improved HDL
cholesterol. On the other hand, the
relationship between alcohol con-
sumption and elevated blood pressure
has also been consistently noted.
Since one reason that the alcohol-
blood pressure relationship has not led
to anticipated negative heart disease
impact might be that alcohol induces
spurious, or transient, BP elevations,
Ryan and Howes studied the relation-
ship between alcohol intake and clin-
ic, as well as ambulatory monitored
blood pressure.

The study group included 121 adult
men with either controlled hyperten-
sion (77%) or who were normotensive.
Persons with established liver disease
were excluded. More than half of par-
ticipants consumed alcohol daily. Alco-
hol consumption was not related to the
systolic blood pressure as measured by
ambulatory monitoring, but was associ-
ated with clinic systolic blood pressure.
Ryan and Howes suggest that much of
the relationship between alcohol con-
sumption and blood pressure is attribut-
able to the white coat effect, as ambula-
tory pressure is not related. Additional-
ly, for persons in whom clinic and
ambulatory blood pressure show
marked discrepancy, a case can be
made for investigation of alcohol intake
as an explanation.   ❖

Ryan WM, Howes LG. Am J Hyper-
tens 2000;13:1135-1138.
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In Future Issues: Helicobacter pylori and Functional Dyspepsia

Clinical Scenario: The telemetry rhythm strips
shown here were obtained from a patient with a long
history of alcohol abuse. Serum potassium and magne-
sium levels were both below normal. Runs of tachycar-
dia similar to those shown seemed to occur each time
the patient turned over on her left side. Do the runs of
wide-complex tachycardia (WCT) represent ventricular
tachycardia (VT)? How certain are you of your answer?
Is it likely to be coincidence (or a product of the teleme-
try nurse’s imagination) that left-sided recumbency
seemed to precipitate this arrhythmia? How would you
treat the rhythm?

Interpretation: Despite the paucity of narrow com-
plexes, the underlying rhythm is sinus, as evidenced by
the presence of two consecutive sinus-conducted beats at
the beginning of the top rhythm strip (upright P wave,
constant PR interval). Periodic isolated sinus beats punc-
tuate both tracings. The runs of WCT are clearly VT. We
say this because: 1) QRS morphology looks like VT (the

QRS is wide and very different from sinus-conducted
beats); 2) there is evidence of AV dissociation (despite the
onset of WCT, the next sinus P wave occurs right on time
at the beginning of several WCT runs, seen as a notch [P’]
in the S wave of the first VT beat); 3) there is a fusion beat
(F) at the onset of each run; 4) there are post-ectopic paus-
es after each run, which are followed by sinus capture
beats; and 5) VT is by far the most common cause of
WCT (and there is no reason at all in this case to suspect
aberrant conduction). The runs of VT seen here are slight-
ly irregular, which can occur with this arrhythmia. 

Although the mechanism is unclear, position changes
(most commonly assumption of the left lateral decubitus
position) probably do precipitate VT in an occasional
patient with ventricular irritability who is predisposed to
ventricular ectopy (Grauer K, et al. Fam Prac Recert
1990;12:32-46). We, therefore, would believe the nurse’s
observation and avoid the left lateral decubitus position,
at least until serum electrolytes were corrected.   ❖

ECG Review

By Ken Grauer, MD

VT on Recumbency?

Figure. Noncontinuous telemetry rhythm strips obtained 
just after the patient turned onto her left side. 
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