
Associations Between Initial
Antimicrobial Therapy and Medical
Outcomes for Hospitalized Elderly

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

Synopsis: Initial treatment with a second-generation cephalosporin
plus a macrolide, a nonpseudomonal third-generation

cephalosporin plus a macrolide, or a fluoroquinolone alone was
independently associated with a lower 30-day mortality.

Source: Gleason PP, et al. Arch Intern Med 1999;159:2562-2572. 

Gleason and colleagues reviewed records for almost
13,000 Medicare inpatients with pneumonia. An association

between initial therapy and 30-day mortality was assessed incor-
porating differences in baseline patient characteristics. A non-
pseudomonal third-generation cephalosporin alone was the refer-
ence standard. Three regimens—a nonpseudomonal third-genera-
tion, a second-generation cephalosporin plus macrolide, or a fluro-
quinolone alone—were independently associated with a lower 30-
day mortality. Use of a beta-lactam/beta-lactamase inhibitor plus
macrolide and an aminoglycoside plus another agent were associ-
ated with an increased 30-day mortality.

■ COMMENT BY MARTIN LIPSKY, MD
Pneumonia remains one of the common problems encountered

by internists and family physicians. Each year more than 4 million
adults develop pneumonia, resulting in more than 1 million hospi-
tal admissions. Because of the substantial morbidity and mortality
of this disease, optimal therapy is essential. Current guidelines are
based on expert opinion without many studies that examine
antibiotic choice and patient outcome. 

These two studies shed some light on the outcomes associated
with different antibiotic regimens. Both studies suggest there is
benefit to either adding a macrolide to a cephalosporin as part of
the initial therapy or that using a fluoroquinolone alone improves
outcomes. Surprisingly, the commonly used regimen of a beta-lac-
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tam/beta-lactamase inhibitor or aminoglycoside in con-
junction with another agent did not do as well. 

Although further study is needed before there can be a
firm recommendation about the best initial therapy,
adding a macrolide to the initial therapy for elderly
patients with pneumonia seems to reduce mortality.
Although future controlled studies will be helpful to
confirm what antibiotic regimen yields the best outcome,
given the relative safety of macrolides and fluoro-
quinolones clinicians might consider using these agents
as part of initial therapy now, while awaiting corroborat-
ing evidence. One caveat pointed out by Gleason et al,
regarding the quinolones is that their advantages should
be weighed against the risk of developing widespread
resistance to these agents.   ❖

Mortality Among Recent 
Purchasers of Handguns
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Although male handgun purchasers had
increased suicide rates compared to the general popula-
tion, the rates were even more dramatically increased
among female handgun purchasers.

Source: Wintemute GJ, et al. N Engl J Med 1999;341:
1583-1589.

Despite recent restrictions put in place in
many states, handgun ownership remains common

in the United States. More than one-fourth of all men
and approximately one in 12 women own a handgun.
Wintemute and colleagues used data from California in
an attempt to determine whether recent legal purchasers
of handguns were at increased risk for suicide or firearm
death following purchase.

All persons who purchased handguns from licensed
firearm dealers in California in 1991 (238,292 individu-
als) represent the study group. These individuals were
compared to all California residents. Although Winte-
mute et al focused on the first few weeks and months fol-
lowing handgun purchase, the cohort was followed for
six years. 

Suicide was the leading cause of death during the ini-
tial 12 months following handgun purchases, accounting
for nearly one-fourth of all deaths in the study group.
When suicide by means of a firearm was specifically
examined, it ranked second only to heart disease as a
cause of death among these adult men and women.

Although male handgun purchasers had increased
suicide rates compared to the general population, the
rates were even more dramatically increased among
female handgun purchasers. (See Table.) 

Table 

Adult Females, California, One-Year 
Mortality from Suicide 1991-1992

Handgun Purchasers CA Adult Female
Population

% of Suicides by
Firearm 80.0 29.7

% of all Deaths from
Suicide 39.0 0.8

Modified from: Wintemute GJ, et al. N Engl J Med 1999;341:1583-1589.
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Among women 21-44 years of age, 52% of those who
died during the first year after a handgun purchase had
committed suicide, and 37% had used a firearm as their
method of choice. Among all California women 21-44
years old, 6.5% of those who died had committed suicide
and 2.8% had done so by means of a firearm. Female
purchasers of handguns were 49 times more likely to
commit suicide than the general state population.

In their discussion, Wintemute et al point out that,
because all handgun purchases that served as the basis of
this study were legal, such purchases identified a higher
socioeconomic class than all handgun owners. In addi-
tion, because felons and others with a history of violent
crime are excluded from the ability to purchase hand-
guns in California, the rates found in this study do not
apply to them.

■ COMMENT BY KENNETH L. NOLLER, MD
Rarely have I read an article in a medical journal that

has so dramatically affected me. Most studies have
shown that anyone who lives in a household with a
handgun is at increased risk for a violent death. Many
explanations have been put forward to explain this
increase but individual studies often contradict each
other.

To my knowledge, this is the first large, population-
based study performed in the United States that specifi-
cally looked at death rates among handgun purchasers
and compared them to similar rates in the entire adult
population. The results are disturbing and have great
importance for those of us who provide health care to
women. Although many of us have asked about “guns in
the household” for years, this study suggests that it is
important for us to refine the question and specifically
ask about handgun purchases or planned purchases.
Indeed, because so few handgun purchases are made by
women, the fact that a patient has purchased or is con-
sidering the purchase of a handgun should alert us to the
fact that she might be doing so to provide herself with a
readily accessible method of suicide. I have always been
taught that suicide by firearms was extremely rare in the
female population. While it still occurs less frequently
among women than among men, the fact that a woman
who has purchased a handgun is 49 times more likely to
die from suicide during the next year than the general
female population must be acknowledged.

While there are limitations to this study (any studies
dealing with state-collected statistics have severe limita-
tions), I would strongly urge all readers to review this
article. (Dr. Noller is Professor and Chairman, Depart-
ment of OB/GYN, University of Massachusetts Medical
Center, Worcester, MA.)   ❖

A Prospective Study of 
New Infections with 
Herpes Simplex Virus 
Type 1 and Type 2
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Nearly half of all newly acquired HSV-2
infections are asymptomatic. Asymptomatic infections
are more common in men than in women.

Source: Langenberg AG, et al. N Engl J Med 1999;341:
1432-1438.

This project was initially developed to study
the effectiveness of a vaccine for the prevention of

herpes simplex virus (HSV) infection. The trial vaccine
was found to be ineffective. However, Langenberg and
colleagues determined that the participants were appro-
priate for a prospective study of infection with HSV
types 1 and 2. The enrolled 2393 individuals who were
seronegative for HSV-2, though 63% of the cohort had
antibodies to HSV-1. Most of the study participants
were identified at STD treatment centers and had four or
more sexual partners in the year prior to enrollment.
Twenty-two percent were individuals who were in an
exclusive sexual relationship with a partner with a histo-
ry of HSV-2.

An individual was considered to have acquired an
HSV infection if HSV seroconversion occurred, a cul-
ture was positive for HSV, or both conditions occurred.
The period of follow-up was short, averaging only 15
months. The demographic characteristics of those par-
ticipants who acquired an HSV infection did not differ
from those who did not seroconvert. During the follow-
up period, 155 cases of HSV-2 and 19 cases of HSV-1
(new, primary infections) occurred. The overall rate of
acquisition of HSV-2 was 5.1 cases per 100 person-
years and was higher for women (6.8 per 100 person-
years) than for men (4.4 per 100 person-years). Only
31% of the documented infections in men were sympto-
matic compared to 44% of the cases among women. The
presence of antibodies to HSV-1 at study entry did not
protect against the acquisition of HSV-2. However, indi-
viduals who acquired an HSV-2 infection who were
HSV-1 seropositive at entry were much more likely to
have an asymptomatic initial HSV-2 infection.

A total of 55 of the 155 seroconverters appeared for
examination in one of the clinics because of genital
lesions or other symptoms consistent with HSV infec-
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tions. An additional 3% of the seroconverters gave a his-
tory of typical primary herpes virus infection but did not
appear for examination. Eventually, 79% of the individu-
als who had symptoms of genital HSV infection were
found to have a positive HSV-2 culture, though not all
cultures were positive at the time of the first examination.
Seven individuals with documented HSV-2 conversion
had symptoms that were not typical. These symptoms
included meningitis, cystitis, dysuria, lumbar radicular
pain, urethritis, penile dermititis, and pubic falliculitis.

Overall, only 37% of patients who had HSV-2 sero-
conversion had a clinical diagnosis of genital herpes dur-
ing the course of the trial.

Nineteen individuals developed a primary HSV-1
infection during the trial. Thirty-two percent of these
had genital lesions associated with their serocoversion.
The virus was isolated from five of the six patients with
genital lesions.

Despite the fact that these trials were carried out at
centers where the professional personnel were thorough-
ly familiar with the signs and symptoms of genital her-
pes, there were a few cases of misdiagnosis. Serologic
assays proved to be more accurate than cultures for the
detection of new cases of HSV infection.

■ COMMENT BY KENNETH L. NOLLER, MD
This prospective trial contains information that is

important for all of us who care for both women and
men with HSV genital infections. It is clear that asymp-
tomatic HSV-2 genital infections occur with some fre-
quency. It is also clear, if a person has HSV-1 antibodies
and acquires an HSV-2 infection, he or she is consider-
ably more likely to have an asymptomatic infection than
an individual who did not have the protection of the
HSV-1 antibodies.

I was surprised to see the large difference in the
occurrence of asymptomatic infections between men
and women. Because HSV infections of the vagina tend
to be asymptomatic, I assumed that more women would
have asymptomatic infections than men. The contrary
was true. Most of us who do a lot of colposcopy have
seen vaginal HSV infections in women who have no
clinical history of having had HSV.

While this is a good study that is well-written and
easy to read, I do have one criticism of the conclusions
reached by Langenberg et al. They state in the first sen-
tence of their discussion that, “This prospective study
defines the natural history of newly acquired sympto-
matic and asymptomatic HSV infection in sexually
active adults.” Because their study population is not rep-
resentative of the general population of sexually active
adults, they should have modified their statement by

adding the phrase “attending an STD treatment clinic.”
There may be considerable differences in the rates of
acquisition of the disease and the occurrence of sympto-
matic infections in the general population of sexually
active adults.  ❖

Long-Term Treatment 
with Inhaled Budesonide in
Persons with Mild COPD
who Continue Smoking
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: This paper outlines the effect of the inhaled
steroid budesonide on patients with mild COPD who con-
tinue to smoke. Pauwels and colleagues report that there
was a significant early (6 months) difference between
patients who received the steroid vs. placebo, which then
remained throughout the entire trial (3 years). This differ-
ence was more marked for those patients who had less than
a 36-pack-year smoking history.

Source: Pauwels RA, et al. N Engl J Med 1999;340:
1948-1953.

Chronic obstructive pulmonary disease
(COPD) is a disease with progressive limitation of

airflow. COPD occurs almost exclusively in smokers.1

Smoking cessation has been shown to decrease the rate
of decline of lung function, but smoking cessation is
often unsuccessful.1,2 The decline in lung function in
COPD is related to inflammation in the airways and
replacement of Clara cells by mucous cells. The loss of
Clara cells and their anti-elastase secretion leads to
COPD.3 Inhaled corticosteroids have been shown to
decrease sputum neutrophil counts in patients with
COPD who were still smoking.4 Many small studies
have shown varying effects of inhaled corticosteroids on
pulmonary function in COPD. Kerstjens et al showed
that addition of an inhaled corticosteroid to maintenance
beta 2-agonist reduced morbidity, hyperresponsiveness,
and airway obstruction in patients with a spectrum of
obstructive airway diseases, including asthma and
COPD.5 Weir and Burge demonstrated an improvement
in objective (FEV1) and subjective measurements after
three weeks for COPD in the nonasthmatics.6 However,
Keatings et al demonstrated no significant response to
inhaled budesonide in patients with COPD with respect
to lung function, peak flow, or shortness of breath.7
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Pauwels and colleagues performed a parallel-group,
double-blind, placebo-controlled, randomized, multicen-
ter trial throughout Europe. The primary outcome vari-
able was change over time of Forced Expiratory Volume
in one second (FEV1) after use of a bronchodilator. A
total of 1277 current smokers who failed smoking cessa-
tion and showed compliance with medications were ran-
domized to receive budesonide (Pulmicort, Astra, Swe-
den) 400 mg twice daily or placebo for three years.
Patients had mild to moderate obstructive lung disease
(FEV1/FVC < 70%) with FEV1 between 50-100% of
predicted outcome after bronchodilator treatment.

During the first six months the budesonide group had
a small increase in FEV1 (17 mL/yr) vs. a decrease in the
placebo group (-81 mL/yr). Over the next 2½ years the
rates of decline in the two groups had no significant dif-
ference, with a decrease of 57 mL/yr in the budesonide
group and 69 mL/yr in the placebo group. The median
total decline over three years was 140 mL in the budes-
onide group and 180 mL in the placebo group. Subgroup
analysis showed that over three years patients with less
than 36 pack years of smoking at enrollment had a 120
mL decrease in FEV1 with budesonide versus a 190 mL
decline with placebo (P < 0.001). Patients with greater
than 36 pack years of smoking had a 150-mL decline
with budesonide and a 160-mL decline with placebo (P =
0.57). The budesonide group had a significantly (P <
0.001) greater percentage of skin bruising (10%) than the
placebo group (4%). All other side effects were not sig-
nificantly different, including fractures, cataracts,
myopathy, and diabetes. Decrease in bone densitometry
was also not significant between groups except at the
femoral trochanter, which, paradoxically, favored the
budesonide group.

■ COMMENT BY DAVID OST, MD
Chronic obstructive pulmonary disease is a progressive

disease. Smoking cessation is the only intervention
known to reduce the rate of COPD progression. Unfortu-
nately, it is not successful in the majority of cases. This
has led investigators to develop medications that reduce
the rate of decline in FEV1 in patients who continue to
smoke. The Lung Health Study showed that inhaled iprat-
ropium bromide along with smoking cessation teaching
improved the FEV1 by 47 mL in patients within the first
year, which then declined at a rate of 52 mL/yr in subse-
quent years.1 Previous studies with inhaled corticosteroids
have been of short duration. In the current study, inhaled
corticosteroids provided an initial improvement in FEV1

but, after six months, did not affect the rate of decline
compared to placebo. This initial significant improvement
remained until the end of the study. If one analyzes the

subgroup data, it is evident that the improvement is due to
the effect on patients with less than 36 pack years of
smoking. It would be interesting to see what would hap-
pen to pulmonary functions if the budesonide treatment
stopped after six months or was given intermittently dur-
ing the trial. This study shows that inhaled steroids in
patients with greater than a 36-pack-year smoking history
has little effect but may be useful in those patients with
less smoking history. Patients with concurrent asthma and
COPD may also benefit from inhaled corticosteroids. At
the current time, smoking cessation is still the best way to
reduce the progression of COPD.  ❖

References
1. Anthonisen NR, et al. JAMA 1994;272:1497-1505.
2. Xu X, et al. Amer Rev Respir Dis 1992;146:1345-1348.
3. Jeffery PK. Thorax 1998;53:129-136.
4. Confalonieri M, et al. Thorax 1998;53:583-585.
5. Kerstjens HAM, et al. N Engl J Med 1992;327:

1413-1419.
6. Weir DC, Burge PS. Thorax 1993;48:309-316.
7. Keatings VM, et al. Am J Respir Crit Care Med 1997;

155:542-548.

Pharmacology Update

Aggrenox
By William T. Elliott, MD, FACP, 
and James Chan, PharmD, PhD

Boehringer ingelheim pharmaceuticals has
teamed two old staples—aspirin and dipyridamole—

to create a new agent for the prevention of stroke in
patients who have had a previous stroke or a transient
ischemic attack (TIA). The company received FDA
approval in November for aspirin and extended release
dipyridamole which will be marketed under the trade
name Aggrenox. It joins aspirin, ticlopidine, and clopido-
grel on the list of drugs that are used for stroke prevention.

Indications
Aggrenox is approved to reduce the risk of stroke in

patients who have had transient ischemia of the brain or
complete ischemic stroke due to thrombosis.

Dosage
The recommended dose is aspirin 25 mg and dipyri-

damole 200 mg (1 Aggrenox capsule) twice daily. Drug-
food interaction has not been studied.1
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Potential Advantages
The fixed combination product offers two different

mechanisms of antiplatelet action. Aspirin is a
cyclooxygenase inhibitor, while dipyridamole is
believed to affect platelet aggregation by inhibiting
phosphodiesterase.2 Results from the two-year European
Stroke Prevention Study (ESPS-2) of 6602 patients indi-
cated that this fixed combination reduced the risk of
stroke (fatal or nonfatal) by 37% compared to placebo.
There was also a 16.3% reduction in stroke endpoints
compared to dypyridamole alone and an 18.1% reduc-
tion over aspirin alone (50 mg/day).6

Potential Disadvantages
The frequency of common side effects include

headache (38.2% vs 33.1% for aspirin only) and diar-
rhea (12.1% vs 6.6% for aspirin alone). These tend to
diminish over time.2 Aggrenox has been associated with
a decline in hemoglobin of 0.25 g/dL, hematocrit of
0.75%, and erythrocyte count of 0.13 × 106/mm3.1

Comments
The ESPS-2 trial is the first trial to demonstrate that a

fixed combination of aspirin and dipyridamole is more
effective than aspirin alone. However, the 50 mg daily
aspirin dose used in the trial was at the low end of the rec-
ommended dose range (50-325 mg). The results from pre-
vious trials of this combination have generally been unim-
pressive. After a review of randomized trials involving
combinations of aspirin and dipyridamole, the Antiplatelet
Trialists concluded that the difference between aspirin and
dipyridamole and aspirin alone is likely to be smaller than
the difference between antiplatelet and no antiplatelet
treatment.3,4 The ESPS-2 results, based on an intent-to-
treat analysis, indicated that the fixed combination, com-
pared to aspirin alone, reduced the risk of all strokes (22%,
P = 0.008) and frequency of TIAs (24.4%, P < 0.001).
However, no statistical difference was observed in com-
bined endpoints of stroke or death, death from any cause,
or myocardial infarction. The rates of myocardial infarc-
tion were, however, low in the study groups.1 While thera-
py may lengthen the time to a subsequent stroke, it does
not appear to affect the severity of the recurrent stroke.5

Aggrenox costs $2.95 per day, which is significantly
more than aspirin and and generic dipyridamole (< $1.00).
The manufacturer states in Aggrenox labeling that this
product is not interchangeable with the individual compo-
nents of aspirin and dipyridamole, although this claim
does not seem to be backed up by scientific evidence.

Clinical Implications
Stroke is the third leading cause of death after heart

disease and cancer, and is the leading cause of serious,
long-term disability. About 730,000 people have a
stroke each year and, of these, more than 80% are first
attacks.8 Risk factors for stroke include increasing age,
male gender, hypertension, hyperlipidemia, diabetes,
carotid artery disease, heart disease, tobacco, previous
stroke, and transient ischemic attacks. Unless con-
traindicated, antiplatelet therapy is recommended for
stroke prevention in persons with a history of transient
ischemic attack or a previous thromboembolic stroke.

Aspirin has been the most frequently prescribed drug
and is considered the standard. To balance effectiveness
and tolerability, a lower dose of aspirin (50-325 mg) has
been recommended.7 Several newer products have been
approved by the FDA on the basis of studies compared
to aspirin. These include ticlopidine, clopidogrel, and
the fixed combination of aspirin/dipyridamole, all of
which have shown varying degrees of benefit over
aspirin. It is not clear if one of these products would
replace aspirin as the standard. There are currently no
comparative trials among the newer products.  ❖
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CME Questions
1. According to the article by Wintemute et al, the recent pur-

chase of a handgun is most highly associated with death from
which of the following causes?
a. Suicide 
b. Heart disease
c. Homicide
d. Cancer

2. The best method of slowing the decline of FEV1 in patients with
COPD is:
a. inhaled ipratropium.
b. smoking cessation.
c. inhaled corticosteroids.
d. nothing can slow the rate of decline of FEV1 in COPD.
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Old and New Anti-
Hypertensive Drugs
in Elderly Patients

The swedish trial in old
patients with Hypertension

(STOP-Hypertension study), pub-
lished in 1991, was one of the first
reports to convincingly establish that
beta-blocker and diuretic therapies
were efficacious in achieving reduc-
tions in cardiovascular morbidity and
mortality in elderly patients. STOP-2
is a trial begun in 1992 to compare
‘newer drugs’ (i.e., ACE inhibitors,
calcium channel blockers) with ‘con-
ventional’ treatment (i.e., diuretics,
beta-blockers). Since conventional
treatment has been shown to reduce
important endpoints, it was felt unethi-
cal to include a placebo group.

During a two-year period, adults (n =
6628) with sustained blood pressure
more than 180/105 were randomized to
conventional therapy vs. ACE inhibitors
or calcium channel blockers (approxi-
mately 2000 participants in each group).
ACE inhibitors included lisinopril and
enalapril, calcium antagonists included
felodipine or isradipine, and diuretics/
beta blockers included atenolol, meto-
prolol, pindolol, HCTZ, or HCTZ/
amiloride combination. Patients were
followed up to six years.

Almost half of the patients required
more than one drug for blood pressure
control, but in the monotherapy-suc-
cessful groups, equal levels of blood
pressure lowering were achieved for
each drug treatment. 

Fatal cardiovascular events
occurred with equal frequency in all
drug treatment groups, though frequen-
cy of MI and CHF were significantly
lower in persons receiving ACE
inhibitors than calcium channel block-
ers. Hansson and colleaguses conclude
that older and newer antihypertensive
drugs are equally efficacious in treat-
ment of hypertension; therapeutic
choice, based upon these data, will rest

upon cost, tolerability, and coexisting
disorders.   ❖

Hansson L, et al. Lancet 1999;354:
1751-1756.

Use of Advance
Directives by 
Community-Dwelling
Older Adults

Since 1990, subsequent to the
Self-Determination Act, health care

facilities participating in Medicaid or
Medicare must inform patients in writ-
ing about their rights in reference to
advance directives (i.e., wishes of the
patient about their medical care when
they are seriously ill or near death and
may not be able to directly communi-
cate their express interests). This Act is
focused specifically on inpatient popu-
lations, but sentiment for expanding to
the ambulatory setting is growing. This
study looked at free-living noninstitu-
tionalized older adults to assess the
level of planning for future care.

Study subjects (n = 571) completed a
telephone interview during which they
were essentially asked three questions
based upon the type of medical care
they would want (or not want) in the
event they were ill and unable to make
decisions for themselves: 1) Have you
talked to someone about this issue?; 2)
Have you talked to your doctor about
this issue?; 3) Have you made written
plans for this possibility?

Almost half of respondents had par-
ticipated in discussion of this issue with
someone, but only 13.5% had used a
physician in this regard, and only 16.1%
had written plans. 

The failure of the physician to initi-
ate discussion about advance directives
is commonly noted as a primary stum-
bling block in its accomplishment.
Physicians who find merit in advance
directives for their patients have great
opportunity for enhancing this channel
of interaction.   ❖

Kvale JN, et al. J Clin Outcomes Man
1999;6(1)39-43.

Elevated C-Reactive
Protein Levels in
Overweight and
Obese Adults

Though previously regarded
as a fairly passive storage depot,

the fat compartment is now known to
produce such compounds as Inter-
leukin-6, ultimately being responsible
for as much as 25% of IL-6 made
each day. IL-6 is a stimulant of local
and systemic inflammation, and pro-
motes hepatic acute-phase protein
generation. 

CRP is an acute-phase protein pre-
dictive of risk of coronary heart disease,
MI, ischemic stroke, and peripheral
arterial disease. Visser and associates
sought to elucidate the relationship
between overweight, obesity, and serum
CRP.

From the National Health and
Nutrition Examination Survey
(NHANES III) population, a sample (n
= 16,616) of individuals had BMI mea-
sured in conjunction with CRP. Most
healthy individuals have a CRP level
that is undetectable (designated < 0.22
mg/dL, the lower limit of detection by
currently available measurement
tools); clinical elevation of CRP is
considered a level > 1.00 mg/dL.
Patients with disorders known to influ-
ence CRP (e.g., rheumatoid arthritis)
were excluded from the trial.

Prevalence of detectable CRP levels
rose as BMI increased in both genders.
Frankly elevated CRP levels were 2-6
times more common amont obese indi-
viduals than their normal weight coun-
terparts. Visser et al conclude that these
data suggest a state of low-grade
inflammation in overweight and obese
persons.   ❖

Visser M, et al. JAMA 1999;282:
2131-2135.

Clinical Briefs
By Louis Kuritzky, MD
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In Future Issues: Continuing Screening Mammography in Women Aged 70-79 Years

Clinical Scenario: The 60-year-old woman whose
ECG is shown in the Figure presented to the emergency
department (ED) with shortness of breath. Can you
guess why?

Interpretation: The rhythm is sinus tachycardia at a
rate of 125 beats/minute. The PR and QRS intervals are
normal. The QT interval may be prolonged, although it
is difficult to tell for sure given the rapid rate. Marked
RAD (right axis deviation) is present, as determined by
the predominantly negative QRS complex in lead I.

Regarding assessment for chamber enlargement (and
the explanation of the title of this ECG Review, plus the
answer to our clinical question)—we suspect that this
patient has four chamber enlargement. The tall peaked
(pointed) P wave in standard lead II suggests right atrial
enlargement (RAE). The notched P wave in lead I and
the fairly deep (albeit pointed) negative component to
the P wave in lead V1 suggests that there may also be
left atrial enlargement (LAE). The surprisingly tall R
wave in lead V6 (that exceeds 18 mm) is a less common-
ly invoked voltage criterion for left ventricular hypertro-
phy (LVH), but one that is probably accurate given the

overall clinical picture. Finally, we suspect right ventric-
ular hypertrophy (RVH). Admittedly, QRS morphology
in standard leads I, II, and III is consistent with left pos-
terior hemiblock (LPHB). However, the constellation of
RAD, RAE and an rSr’ pattern in lead V1 is better
explained by proposing RVH. Possible explanation for
this patient’s dyspnea (in view of the ECG findings of
sinus tachycardia and four-chamber enlargement)
include heart failure from dilated congestive cardiomy-
opathy and/or pulmonary hypertension from pulmonary
emboli or end-stage pulmonary disease. Examples of
dextrocardia and lead misplacement were seen in the
two previous ECG Reviews (Intern Med Alert
1999;21:184; Intern Med Alert 1999;21:168). Despite
predominant negativity in lead I of this tracing, the rea-
sons we don’t suspect lead misplacement or dextrocar-
dia here are: 1) that a small positive deflection (r wave)
is seen in lead I of this tracing (no r wave at all was seen
in either of the two previous ECG Reviews); 2) both the
P wave and T wave are upright in lead I here; 3) an
upright P wave is seen in lead II; and 4) there is normal
R wave progression in the precordial leads.   ❖

ECG Review

By Ken Grauer, MD

A Multi-Chambered Problem

Figure. ECG obtained from a 60-year-old woman with shortness of breath.


