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ABSTRACT & COMMENTARY

Who Is Shopping for You?
By Rahul Gupta, MD, MPH, FACP

Clinical Assistant Professor, West Virginia University School of Medicine, Charleston, WV
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SYNOPSIS: In a study of young adults, attempted physician deception to obtain a pharmaceutical drug was found to exist in a limited 
manner along with general characteristics of those patients who may divert medications.

SOURCE: Stogner JM, et al. Deception for drugs: Self-reported “doctor shopping” among young adults. J Am Board Fam Med 2014;27: 
583-593.

Prescription drug misuse and abuse has 
become not only an epidemic but one of the 
major public health concerns in the United 

States in recent years. Overdose deaths, including 
deaths from prescription pain medications, have 
more than tripled since 1999 and now outnumber 
those from heroin and cocaine combined.1 Data 
show that in 2008, drug overdoses in the United 
States caused more than 36,000 deaths. This 
means that in 2008, nearly 100 persons per day 
died of drug overdoses in the United States. Of the 
20,044 overdose deaths resulting from prescription 
drugs, opioid pain medications were involved in 
14,800 deaths (73.8%).2 Emergency department 
visits for prescription drug misuse more than 
doubled between 2004 and 2011. In fact, enough 
prescription pain medications were prescribed in 

2010 to medicate every American adult continually 
for a month. These statistics clearly point to the 
fact that large quantities of prescription drugs 
are reaching unintended users. The health and 
other societal consequences of nonmedical use of 
prescription pharmaceuticals are significant. Data 
also demonstrate that most nonmedical users obtain 
these medications from friends or family, often 
free of cost.3 However, recent data indicate that 
as the reported days of nonmedical use increases, 
opioid pain relievers are obtained from other 
sources, including prescriptions from physicians 
and purchases from a friend or a relative or from a 
drug dealer or a stranger, with greater frequency.4 
Additionally, among nonmedical users reporting 
200-365 days of use, more than one-fourth of 
the opioid pain relievers are most often obtained 
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via prescription from physicians. This 
is especially concerning since the role 
of physicians serving as the front line 
of defense in drug diversion is being 
increasingly recognized. Therefore, it is 
critical to understand the pervasiveness 
of those patients who may attempt to 
deceive physicians and avoid detection in 
order to obtain such prescriptions.

The goal of the study by Stogner et al 
was to assess the prevalence of attempted 
physician deception in a general 
population, explore common motives, 
and evaluate risk factors associated with 
such behavior. The researchers utilized 
a stratified random sampling to obtain 
responses to a self-administered paper 
survey across a locally representative 
sample of 2349 young adults in the 
southeastern United States. With a 
response rate of 80%, the sample 
population was 48.4% male, 68.9% 
white, 24.4% black, and 2.8% Hispanic. 
The mean age of those in the sample 
survey was 20.06 years, and the median 
family income category was $75,000 to 
$99,999. Questions assessing whether 
respondents had attempted to deceive a 
physician to obtain a pharmaceutical drug 
they did not intend to use were able to 
differentiate between whether participants 
were attempting to get a prescription for 
a medication that they intended to abuse 
and whether they intended to sell.

Researchers found that 93 (4%) of 
the respondents self-reported having 
attempted to deceive a physician to obtain 
a pharmaceutical drug. A significantly 
larger portion of men (4.8%) than women 
(3.1%) reported deception. The difference 
also was seen for both motives (abuse 
and sell), although it was proportionally 
larger for selling (2.7% of men, 1.4% of 
women). Approximately half reported 
that selling a portion of the prescription 
was a motivating factor. Authors also 
noted that attempted deception was 
more commonly reported by Hispanics, 
self-identified lesbian/gay/bisexual/
transgender individuals, and those at 
the lowest and highest extremes of the 
income spectrum. Alcohol use, marijuana 
use, and pharmaceutical misuse were also 
each found to be risk factors associated 
with attempted deception. Additionally, 
a significantly larger portion of student 

athletes reported the deception. For the 
purpose of abuse, twice the percentage 
of athletes reported attempted deception 
(7.2% vs 3.3% of nonathletes). To obtain 
pharmaceuticals to sell, there was a four-
fold difference in the reported attempted 
deception (5.6% vs 1.8% of nonathletes).

n COMMENTARY
There has been a striking increase in 
the misuse and abuse of prescription 
medications over the past two decades in 
which prescribed patients either may not 
adhere to the prescribed regimen, or share 
with other individuals with or without 
financial gains. While Pharmaceutical 
drug diversion can take several forms; 
regardless of the route, the excess supply 
of such drugs in the market is ultimately 
the result of generous prescribing. The 
nonmedical use of prescription drugs 
is often perceived to be more socially 
acceptable than the use of illegal drugs 
such as heroin or cocaine. Also fueling 
the epidemic is that the nonmedical use 
of prescription drugs is perceived by 
many as being a safer alternative while 
avoiding the high-risk lifestyle and stigma 
associated with the use of illegal drugs. 
From an economic perspective, this 
epidemic has significant costs in addition 
to the human health impact. A 2011 
study estimated that in 2006, nonmedical 
use of prescription opioids imposed a cost 
of approximately $53.4 billion on the 
U.S. economy — including $42 billion in 
lost productivity, $8.2 billion in increased 
criminal justice costs, $2.2 billion for 
drug abuse treatment, and $944 million in 
medical complications.5

Preventing pharmaceutical drug diversion 
will require multilevel changes. While 
effective statewide prescription drug 
monitoring programs and prescription 
claims review programs by health insurers 
and pharmacy benefit managers may 
assist, it is the physician practice that 
remains at the vanguard of ensuring that 
diversion through deception is minimized 
or eliminated. Nevertheless, practice 
interventions to reduce prescription drug 
diversion must strike a balance between 
reducing the misuse and abuse and 
safeguarding legitimate access to treatment. 

The study by Stogner et al demonstrates 
that physician deception may be 
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inescapable for the physician practice and provides an 
insight into the patient profile. However, physicians 
should be careful not to generalize these results but 
remain appropriately vigilant and develop screening 
criteria as well as protocols for prescribing that 
avoid inadvertently contributing to the recreational 
pharmaceutical use problem. It starts by physicians 
only using opioids in carefully screened and 
monitored patients when non-opioid treatments have 
not been sufficient to treat pain, as recommended in 
evidence-based guidelines.   n
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Medical Treatment Is Effective…But Only  
if It’s Used 
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SYNOPSIS: In this randomized controlled trial, those sleep apnea patients who received a brief (< 1 hour, total) motivational education 
program had substantially better continuous positive airway pressure adherence in a short-term follow-up.

SOURCE: Lai AY, et al. The efficacy of a brief motivational enhancement education program on CPAP adherence in OSA: A randomized 
controlled trial. Chest 2014;146:600-610.

This was a randomized, controlled trial (RCT)
of 100 Chinese patients with obstructive sleep 

apnea (OSA). All patients were provided with 
continuous positive airway pressure (CPAP) machines 
for the 3-month study period, and adherence was 
objectively measured. Patients were randomized to 
usual care or to intervention. 

Usual care was provided by nurses in the sleep 
disorders center and included a 15-minute talk about 
CPAP, an opportunity to try CPAP before titration, 
a post-titration meeting with the medical officer-
in-charge (who explained OSA and that patient’s 
particular test results), and another 15-minute talk by 
nurses on the importance of CPAP therapy and care 
of accessories.  

The brief motivational enhancement education 
program included the usual care component, but 
also an additional session in the morning after CPAP 
titration and a telephone call on day 2 of CPAP use. 
During the session on the morning after titration, the 
subject was shown a 25-minute video about OSA and 
CPAP that featured real-life experiences of a current 
CPAP user. This was followed by a 20-minute, 
patient-centered, face-to-face brief motivational 
interview that included exploration of the barriers 

and facilitators of using CPAP, use of a decision 
matrix to discuss the positive and negative aspects of 
using or not using CPAP, and looking forward to the 
expected outcomes or benefits of using CPAP. This 
interview was conducted by one of the investigators 
who was both a nurse and polysomnographic 
technologist and who had received prior training 
to conduct motivational interviews by a clinical 
psychologist. In addition, a 10-minute phone call was 
made to the subjects by the same interviewer on day 
2 of CPAP use. 

There was no significant difference between the two 
groups in any important measure at baseline; for the 
group as a whole, the mean age was 52 years, mean 
Epworth Sleepiness Scale score was 9, and mean AHI 
was 29/hr. During 3 months of follow-up, only two 
subjects dropped out, one in each group.

During the follow-up period, the subjects in the 
intervention group had greater mean daily CPAP use 
by 2.0 h/d (4.4 vs 2.4 h/d; P < 0.001) In addition, 
there was a four-fold increase in the number using 
CPAP for ≥ 70% of days with ≥ 4 h/d (P < 0.001), 
and greater improvements in daytime sleepiness and 
treatment self-efficacy (P = 0.012) in the intervention 
group. 
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In the control group, compared with 1 week, CPAP 
adherence decreased at 1 month (P < 0.05) and 3 
months (P < 0.05) in all measures. In the intervention 
group, CPAP adherence did not change between 1 
week and 1 month (P > 0.05) but decreased at 3 
months (P < 0.05).

There were positive relationships between CPAP 
adherence and treatment self-efficacy and outcome 
expectancies at 1 month and 3 months, but there 
was no association between CPAP usage and risk 
perceptions during the study period. There was also 
no significant improvement in any score of the three 
health-related quality-of-life scales in the intervention 
group compared with the control group.  

n COMMENTARY
OSA is a highly prevalent and deadly condition, and 
CPAP is clearly the most effective intervention.1-4 As 
with any nonsurgical treatment, adherence to CPAP 
treatment is important; improvement in important 
outcomes such as hypertension and sleepiness is 
contingent on a certain amount of CPAP use.1,3 The 
current “standard” definition of “CPAP adherence” 
is use for at least 4 hours for at least 70% of nights; 
it is not totally arbitrary, since that threshold has 
been used in several studies that have demonstrated 
improved outcomes in those who met it compared to 
those who did not.5 

Unlike adherence with medications, CPAP adherence 
is now easily and routinely measured, and is not 
actually worse than adherence to any chronic medical 
treatment, depending on how adherence is defined.6 
Unlike adherence with medications, continued 
payment for CPAP (masks, parts, supplies, monthly 
rental) by many payers is contingent on meeting 
the definition of adherence described above. (In 
my opinion, however, we are quickly moving to an 
environment where CPAP parts and supplies will be 
readily and cheaply available at large retail outlets 
and on the Internet, and some of the current angst 
about adherence will become moot). 

Thus, clinicians are focused on helping patients 
meet adherence requirements, not only because 
this is much more likely to improve health-related 
outcomes, but also because this may be necessary for 
continued access to therapy. 

This study is important because it is an RCT and 
because the intervention was so brief and did not 
require a physician to administer it. It is also very 
likely that the findings of this study are relevant to 
adherence with all medical therapies. 

So, what was so magical about the “brief 
intervention”? The authors explain that there were 
three particular aspects that they aimed to improve: 
knowledge, motivation, and self-efficacy. Of these, 
knowledge is probably the best documented tool to 
change behavior.7,8 But the control group in this study 
also got education. What was different about what 
the intervention group got was that the additional 
education was presented by a patient just like 
them (in a video), and they also got a motivational 
interview and follow-up phone call. It probably 
didn’t hurt that this intervention took place just as 
sleep study results were disclosed and right before 
CPAP was initiated, in a way and place that was 
convenient for the participants. 

I spend a lot of my clinical time trying to help 
patients use CPAP. The take-home messages for 
me are that personalized education, specific to the 
individual patient, can really make a difference. And 
it doesn’t have to be done by a doctor.   n

REFERENCES
1. Barbe F, et al. Effect of continuous positive airway pressure 

on the incidence of hypertension and cardiovascular events in 
nonsleepy patients with obstructive sleep apnea: A randomized 
controlled trial. JAMA 2012;307:2161-2168. 

2. Mulgrew AT, et al. Risk and severity of motor vehicle crashes 
in patients with obstructive sleep apnoea/hypopnoea. Thorax 
2008;63:536-541.

3. Martínez-García MA, et al. Continuous positive airway pressure 
treatment reduces mortality in patients with ischemic stroke and 
obstructive sleep apnea: A 5-year follow-up study. Am J Respir 
Crit Care Med 2009;180:36-41.

4. Young T, et al. Sleep disordered breathing and mortality: 
Eighteen-year follow-up of the Wisconsin Sleep Cohort. Sleep 
2008;31:1071-1078. 

5. http://www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNProducts/downloads/PAP_Doc-
Cvg_Factsheet_ICN905064.pdf. Accessed Oct. 24, 2014.

6. Simpson SH, et al. A meta-analysis of the association between 
adherence to drug therapy and mortality. BMJ 2006;333:15.

7. Bandura A. Health promotion by social cognitive means. Health 
Educ Behav 2004;31:143-164. 

8. Mazzuca SA. Does patient education in chronic disease have 
therapeutic value? J Chronic Dis 1982;35:521-529. 

Pharmacology Watch Now Available Available Online
The November 2014 issue of Pharmacology Watch is now available exclusively by e-mail or online.  You can access this valuable 
supplement to Internal Medicine Alert at http://www.ahcmedia.com/supplements/.  We will send a PDF copy of this supple-
ment to you by e-mail if you prefer.  Please send an e-mail with your name and/or subscriber number to customerservice@
ahcmedia.com with Digital AHC Supplements in the subject line.  We welcome your feedback and appreciate your continued 
support as a subscriber to Internal Medicine Alert. 



      November 15, 2014 165

PHARMACOLOGY UPDATE

Ledipasvir and Sofosbuvir Tablets (Harvoni®)
By William T. Elliott, MD, FACP, and James Chan, PharmD, PhD
Dr. Elliott is Chair, Formulary Committee, Northern California Kaiser Permanente; and Assistant Professor of Medicine, 
University of California, San Francisco. Dr. Chan is Pharmacy Quality and Outcomes Manager, Kaiser Permanente, 
Oakland, CA

The first fixed-dose combination drug product 
has been approved for the treatment of chronic 

hepatitis C virus (HCV) genotype 1 infection. The 
combination contains a previously approved HCV 
nucleotide analog NS5B polymerase inhibitor, 
sofosbuvir (SOF), and a NS5A inhibitor, ledipasvir 
(LDV). This represents the first treatment option for 
HCV genotype 1 that does not require ribavirin or 
interferon. The combination is marketed by Gilead as 
Harvoni.

INDICATION 
LDV/SOF is indicated for the treatment of chronic 
HCV genotype 1 infection in adults.1

DOSAGE
The recommended dose is one tablet taken once daily 
without regard to meals.1 The duration of treatment 
is 12 weeks for treatment-naïve patients with or 
without cirrhosis and treatment-experienced patients 
without cirrhosis. In treatment-experienced patients 
with cirrhosis, treatment duration is 24 weeks. Each 
tablet contains 400 mg of sofosbuvir and 90 mg of 
ledipasvir.

POTENTIAL ADVANTAGES
The fixed-combination has resulted in viral response 
of 94% or higher in a wide variety of hepatitis C 
genotype 1 patients. This combination does not 
require ribavirin or interferon — two drugs with 
significant side effects in many patients. 

POTENTIAL DISADVANTAGES
LDV/SOF should not be used with P-gp inducers 
(e.g., rifampin, St. John’s wort).1 The most common 
adverse events were fatigue and headache.1  

COMMENTS
LDV/SOF provides a potent fixed-combination for 
HCV genotype 1 virus. LDV is active against S282T 
mutation associated with SOF resistance in NS5B and 
mutations leading to LDV resistance were susceptible 
to SOF.1 LDV/SOF has been evaluated in three Phase 
3 trials in adult subjects with chronic HCV genotype 
1 with compensated liver disease.1,2,3,4 The primary 
efficacy endpoint was sustained viral response 12 
weeks (SVR12) after the end of treatment. One study 
was conducted in treatment-naïve subjects without 
cirrhosis (n = 647), a second was conducted in 

treatment-naïve subjects (n = 865) with or without 
cirrhosis, and a third in treatment-experienced subjects 
with or without cirrhosis who failed prior therapy (n 
= 440). In the first study, subjects were randomized 
to LDV/SOF × 8 weeks, LDV/SOF and ribavirin × 8 
weeks, or LDV/SOF × 12 weeks. SVR12 rates were 
94%, 93%, and 95%, respectively. Relapse rates 
were numerically higher with 8 weeks of treatment 
compared to 12 weeks, 5%, 4%, and 1%, respectively. 
The second study evaluated LDV/SOF with or without 
ribavirin for 12 or 24 weeks in treatment-naïve 
subjects with or without cirrhosis (n = 865). In this 
study, subjects were randomized to LDV/SOF × 12 
weeks, LDV/SOF plus ribavirin × 12 weeks, and the 
same two combinations for 24 weeks. SVR12 rates 
were 99%, 97%, 98%, and 99%, respectively. SVR12 
was 94-100% in those with cirrhosis, 97-99% for 
genotype 1a, and 91-100% in black subjects. The 
third study included subjects who did not achieve SVR 
with peginterferon, ribavirin, and with or without a 
protease inhibitor. These subjects were randomized 
to the same four regimens as in study 2. SVR12 rates 
were 94%, 96%, 99%, and 99%, respectively. For 
those with cirrhosis, SVR rates were 86%, 82%, 
95%, and 100%, respectively. A large percentage of 
subjects with generally poor treatment prognosis (e.g., 
non-CC-IL28B, prior nonresponder to interferon-
based therapy, and previously treated with a protease 
inhibitor) responded in the 92-100% range.4 

CLINICAL IMPLICATION
Ledipasvir and sofosbuvir provides a fixed-
combination with two different mechanisms of action 
and has achieved very high rates of viral clearance in 
patients with genotype 1 without the use of ribavirin 
and interferon. It offers an important advancement in 
the treatment of this chronic disease. The wholesale 
cost is $31,500 for a 28-day supply or $94,500 for 
12 weeks of therapy.   n
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Insulin Pump Outperforms 
Multiple Injections in Type 2 
Diabetes

Source: Reznik Y, et al. Lancet 2014;384:1265-
1272.

Sometimes despite best efforts 
on the part of the clinician and 

the type 2 diabetes patient, A1c 
goals are not met. Although in 
some circumstances the underlying 
limitation to goal attainment is 
readily discernible (hypoglycemic 
episodes, non-compliance, medication 
misadministration, excessive weight 
gain, other adverse effects), it is not 
always so clear. 

The combination of bolus insulin with 
basal insulin is designed to mimic 
endogenous insulin production in 
healthy individuals. Numerous titration 
schedules for both components 
have proven effective in clinical 
trials. Nonetheless, there remains a 
population for whom basal-bolus 
insulin is not sufficiently effective. 
Might the insulin pump provide better 
control in such patients?

Reznik et al performed an open-
label trial comparing insulin pump 
treatment vs optimized basal-bolus 
dosing (n = 331) among patients who 
had previously not been able to attain 
A1c goals using multiple daily doses 
of insulin. The mean baseline A1c at 
enrollment was 9.0%. At 6 months, the 
insulin pump treatment group enjoyed 
a substantially greater A1c reduction 
than the optimized basal-bolus dosing 
group (1.0% vs 0.4%). 

It would be easy to walk away 
from this study with the simplistic 
conclusion “the pump is just better,” 
but that conclusion may be premature. 
First, recall that the group enrolled 
in the trial had already demonstrated 
that they were not highly effective in 
utilization of multiple daily insulin 
doses (baseline A1c 9.0% despite 
utilization of basal-bolus insulin), so 
we should not be surprised that the 
treatment methodology that didn’t 
work before didn’t work again! Second, 

despite the insulin pump, the mean A1c 
reduction at the end of the 6-month 
trial was still insufficient to bring most 
patients to A1c goal (mean A1c in the 
pump group = 7.9%). Finally, insulin 
pump treatment is considerably more 
expensive than multiple injections.   n

When Basal Insulin Plus  
Metformin Is Not Enough

Source: Diamant M, et al. Diabetes Care 2014; 
37:2763-2773.

When lifestyle intervention is 
insufficient to attain control, 

pharmacologic treatment of type 2 
diabetes is generally initiated with 
metformin, unless contraindications 
exist or GI intolerance occurs. Second-
step pharmacotherapy choices are 
diverse, but use of basal insulin is a 
common next step. If glycemic goals 
are not attained with the metformin/
basal insulin combination, what next? 

Since postprandial glucose excursions 
are typically the main component of 
excess glucose load once metformin and 
basal insulin have been optimized, a 
logical next step has been to incorporate 
mealtime (bolus) rapid-acting insulin 
analogues. Unfortunately, despite the 
success that may be attained with this 
methodology, weight gain from the 
additional insulin is not uncommon, and 
the incidence of hypoglycemic episodes 
typically increases.

GLP1 agonists can also have particular 
efficacy for postprandial glucose 
excursions. This head-to-head trial 
compared outcomes of adding bolus 
insulin vs exenatide for patients who 
had not attained A1c goals (mean 
baseline A1c = 8.3%) on metformin 
plus basal insulin. Patients (n = 627) 
were treated for 30 weeks. 

At the conclusion of the trial, A1c 
reductions were essentially equivalent 
for GLP1 agonist or bolus insulin as 
add-on to metformin/basal insulin 
(1.1% decrease in A1c for either add-
on). As would be anticipated, weight 
decreased with exenatide and increased 
with bolus insulin. 

Patients not at goal with the 
combination of metformin plus basal 
insulin may achieve similar levels of 
control by adding either a GLP1 agonist 
or bolus insulin, albeit with significant 
weight change differences.   n

COPD Patients on Triple 
Therapy: The Safety  
of Inhaled Steroid  
Discontinuation

Source: Magnussen H, et al. N Engl J Med 2014; 
371:1285-1294.

Bronchodilators (long-acting beta 
agonists and anticholinergics) 

form foundation therapy for chronic 
obstructive pulmonary disease 
(COPD), and have been found not 
only to provide symptomatic relief, 
but also reduce the frequency of acute 
exacerbations. When COPD becomes 
severe, and especially in patients 
with frequent exacerbations, it is 
appropriate to also include inhaled 
corticosteroids. Often, COPD patients 
are treated with triple therapy: a long-
acting beta agonist (LABA), long-acting 
anticholinergic agent (LACA), and 
inhaled corticosteroid (ICS). Once 
stable, however, some have questioned 
whether continuation of the ICS exerts 
meaningful benefit.

To address this issue, Magnussen et al 
performed a double-blind trial among 
severe COPD patients (n = 2485). 
Patients on triple therapy (LABA + 
LACA + ICS) were randomized to 
either continue on that regimen or 
receive LABA + LACA + placebo ICS. 
The primary outcome of the study was 
time to first moderate or severe COPD 
exacerbation.

ICS withdrawal did not lead to 
any significant change in time to 
COPD exacerbation, dyspnea, or 
other measures of health status at 1 
year. These data would suggest that 
consideration of ICS discontinuation in 
patients on triple therapy may generally 
be accomplished without worsening 
likelihood of exacerbations.   n

Clinical Briefs
By Louis Kuritzky, MD
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ECG Review
By Ken Grauer, MD

Chest Pain and an Anterior ‘Culprit’ 

Scenario: The ECG in the Figure was obtained from a 
patient with new-onset chest pain. What is the likely 
“culprit” artery? Is this patient a good candidate for acute 
reperfusion? 

Interpretation: The rhythm is sinus at about 60/minute. 
There is an obvious acute ST-elevation myocardial 
infarction (STEMI) in progress — with marked ST 
elevation across the precordial leads. The shape of this 
ST elevation is coved (convex-down), in association 
with “hyperacute” (broad and peaked) T waves. Factors 
suggesting that this patient is an ideal candidate for 
acute reperfusion include: 1) large extent of anterior 
involvement with marked ST elevation in multiple leads; 
2) new-onset chest pain by history, in association with 
reciprocal inferior ST depression — both suggesting an 
early stage in evolution; and 3) no precordial lead Q 
waves have yet formed.

STEMIs are almost always associated with acute 
occlusion of a major coronary artery — called the 
“culprit” artery. Evaluation of the initial ECG obtained 
at the onset of chest pain may provide insight to the 
probable site of acute occlusion. Awareness of where to 
look facilitates the angiographer’s task during cardiac 
catheterization, which may expedite angioplasty and stent 
placement if acute reperfusion is attempted. Exclusive ST 
elevation in an anterolateral lead distribution (leads V1-
through-V5 in the Figure) localizes the occlusion to the 
left coronary system. 

• There are several reasons why the “culprit” lesion 
in this case is unlikely to be the left main coronary 
artery. First, acute occlusion of the left main is rarely 
seen in practice, because this lesion most often 
leads to rapid demise of the patient. In addition, ST 
elevation is usually prominent in lead aVR with left 
main occlusion, whereas no more than minimal ST 
elevation is seen in lead aVR in the Figure.

• Instead, the “culprit” lesion in this case is most 
likely to be at a proximal site in the left anterior 
descending (LAD) coronary artery. Factors in favor 
of a proximal LAD location include: 1) ST elevation 
that is most marked in leads V2-through-V4; 2) 
prominent ST elevation already in lead V1 compared 
to no more than minimal ST elevation in lead aVR; 
and 3) reciprocal ST depression in the inferior leads.

• A more distal site of occlusion in the LAD is less 
likely in this case because: 1) more distal LAD 
occlusions rarely manifest such prominent ST 
elevation in lead V1 and V2, and 2) reciprocal ST 
depression may be absent in the inferior leads with 
more distal LAD occlusion, and some inferior ST 
depression is seen here.   n

Figure — ECG from a patient with new-onset chest pain.   


