ECGCHALLENGE

Persistent Cough,
Peculiar Heart Sound

54-year-old man presents
Awith a four-day history of

productive cough, low-
grade fever, and malaise. The
patient, a long-haul trucker, has
been on the road for the past 30
days, traveling from Florida to
California, and then to New Jer-
sey. He first noticed a change in
his cough after leaving Chicago.
He says he’s tried OTC cough syr-
ups to no avail, and he wants you
to prescribe antibiotics so he can
getback to work. He denies blood

Lyle W. Larson,
PhD, PA-C, iS
clinical faculty in
the Department
of Medicine,
Division of
Cardiology, Cardiac
Electrophysiology,
at the University
of Washington,
Seattle.

L ﬁ y
.-.

clinicianreviews.com

in his sputum; the specimen he
provides on request is yellow,
mucoid, and malodorous.

You know this patient well: He
has been in your patient panel
for the past five years. His active
problem list includes chronic
obstructive pulmonary disease,
hypertension, type 2 diabetes,
obesity, and heavy tobacco use.
He is rarely compliant with any of
the treatment regimens you pre-
scribe, and he frequently misses
scheduled appointments due to
his job.

The patient is divorced, with
no children, and spends most of
his time on the road. His family
history is remarkable for diabetes
and hypertension in both parents.
He had a history of binge drinking
in his early 20s but has never had
a citation for driving under the in-
fluence. He denies current recre-

ational drug use, but he admits to
using amphetamines prior to his
employer’s mandatory drug mon-
itoring. He smokes 2 to 2.5 packs
of cigarettes per day and always
has one in his mouth. His surgical
history includes appendectomy
and cholecystectomy, as well as
two laparoscopic procedures for
abdominal adhesions.

His current medication list
includes an albuterol inhaler,
hydrochlorothiazide, metopro-
lol, and metformin; however, he
states he rarely takes any of them
on a daily basis. He is allergic to
tetracycline, which produces urti-
caria and a rash.

Vital signs include a blood
pressure of 168/114 mm Hg;
pulse, 80 beats/min; respiratory
rate, 14 breaths/min'; 0, satura-
tion, 92% on room air; and tem-
perature, 101°E The review of
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systems is positive for headaches,
toothache in numbers 13 and 14,
and bleeding hemorrhoids. The
remainder of the review is non-
contributory.

The physical exam reveals a
disheveled male who appears un-
comfortable and diaphoretic. His
weight is 314 1b and his height,
70 in. Pertinent physical findings
include consolidation in the right
lower chest that does not change
with coughing. He has coarse re-
spiratory sounds in all other lung
fields. There are no murmurs or
rubs; however, there is a fixed,
split-second heart sound that you
haven'’t heard in previous exams.

The patient’s abdomen is ro-
tund and nontender, with well-
healed surgical scars. Two large,
inflamed hemorrhoids are pres-
ent, and a stool guaiac test is
positive for blood. The peripheral
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exam reveals 2+ bilateral pitting
edema. All pulses are full, and
there are no focal neurologic ab-
normalities.

Given your concern about the
unfamiliar heart sound, you order
an ECG in addition to laboratory
bloodwork and chest x-ray. The
white blood cell count measures
12.4 x 1,000 pL, and the chest x-
ray is consistent with right lower
lobe pneumonia.

The ECG reveals a ventricular
rate of 82 beats/min; PR interval,
148 ms; QRS duration, 82 ms; QT/
QTc interval, 378/441 ms; P axis,
42°; R wave axis, 20°% and T axis,
96°. What is your interpretation of
this ECG?

ANSWER

The correct interpretation of
this ECG includes normal sinus
rhythm, biatrial enlargement,

nonspecific ST-T wave abnormal-
ity, and an RSR' or QR pattern in
V,, suggestive of right ventricular
conduction delay.

Biatrial enlargement by defini-
tion encompasses right atrial en-
largement (criteria include P waves
in leads II, I1I, and aVF measuring
2.5 mm or more) and left atrial en-
largement (evidenced by P waves
in lead I > 110 ms, and a biphasic,
or “notched,” P wave with terminal
negativity inlead V).

Lead V, may be interpreted
as either an RSR' or a QR pat-
tern. However, the QRS duration
of < 120 ms precludes this from
meeting criteria for a right bundle
branch block.

Finally, nonspecific ST-T
wave changes were present in
the precordial leads. These may
be consistent with pulmonary
disease. CR
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