
 



 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ISBN 952-15-0464-1 (printed) 
ISBN 952-15-1414-0 (PDF) 
ISSN 0356-4940 
 
 
TTKK- PAINO, Tampere 2000 



To my dearest Marjo, Mikael and Samuel





��������	
�����
������

ACKNOWLEDGEMENTS

This study was carried out at the Ragnar Granit Institute, Tampere University of Technology.
The clinical measurements were made in Tampere University Hospital and in the UKK
Institute. Scientific research is today a matter of teamwork, and any credit for this work is
equally due to my co-workers and colleagues who have been involved in the research projects.
Especially I wish to thank several people and organizations who have had an important
influence on this undertaking and my research.

I would like to take the opportunity of expressing my gratitude to the director of the Institute
and the supervisor of the thesis, Professor Jaakko Malmivuo, who provided me with the
facilities to conduct research at the Ragnar Granit Institute. His guidance during the project has
been invaluable. I am equally indebted to Assistant Professor Jari Hyttinen, PhD, for his
guidance and support in the field of ECG research. Profoundest thanks go likewise to Rami
Lehtinen, PhD, for his valuable contribution during this work. Co-operation with him at the
time of the preparation of individual articles was interesting and very fruitful. The important
contribution of Henri Vänttinen, Lic.Tech, to this project is here also acknowledged.

My sincere thanks must also go to Professor Väinö Turjanmaa, MD, Head of the Department
of Clinical Physiology, and Docent Kari Niemelä, MD, of the Division of Cardiology in the
Department of Internal Medicine at Tampere University Hospital for the opportunity to use
their clinical materials and for their valuable suggestions in articles where they operated as co-
authors. I would also express my gratitude to Docent Harri Sievänen and Professor Ilkka Vuori
from the UKK Institute for their valuable contribution to this project. Rainer Harjunpää, MSc,
Ari Virtanen, MSc, Jukka Niemi, MSc, Mika Isotalo, MSc, Mika Järvinen, Tiina Metsäranta,
MA, Anne Puustelli and Raimo Lamminen are sincerely thanked for their technical support in
the processing data material, and at the same time I also thank all those who were involved in
the collection of clinical materials.

It was an honor to have as examiner of this thesis Docent Jaakko Hartiala (University of
Turku), Docent Markku Mäkijärvi (Helsinki University Hospital) and Docent Ilkka Korhonen
(VTT Information Technology, Tampere). I acknowledge with deep gratitude their comments
and the effort and time they spent on my thesis.

I would like to thank Robert MacGilleon, MA, for his careful revision of the English of this
thesis. Also the many comments made during the preparation of individual articles by
Professor Martin Arthur, PhD, Simon Walker, PhD, and Jim Rowland are acknowledged.

I thank the staff of the Ragnar Granit Institute for the exceptional spirit and inspiring working
atmosphere I was privileged to enjoy. Especially I express my thanks to Professor Hannu
Eskola and Assistant Professor Juha Nousiainen; I greatly appreciate their useful suggestions
and encouragement in the preparation of this work. I also wish to express my gratitude to our
secretary Soile Lönnqvist, who has handled many practical issues and situations so kindly and
readily.

I gratefully acknowledge the financial support received from the Academy of Finland,
Tampere University of Technology, the Finnish Cultural Foundation (Pirkanmaa Fund), the
Emil Aaltonen Foundation, the Ella and Georg Ehrnrooth Foundation, the Wihuri Foundation
the Ida Montin Foundation, the Tampere City Science Foundation, the Finnish Cardiac Society,
and the Ragnar Granit Foundation; the assistance has been essential during this project.



���������������	
�����


I wish to record my indebtedness to all my friends for much needed diversions and for having
time to listen to never-ending detailed accounts of my researches. I express my appreciation to
my parents Matti Viik and Riitta Venekoski for all their support and care and special thanks
belong to my sister Kristiina and to my brother Ari-Pekka for being so helpful in many
practical matters. In addition, I would like to thank my mother- and father-in-law, Helvi and
Antti Saarinen, for unselfish support in everyday issues.

My deepest gratitude and warmest thanks belong to my beloved wife Marjo and my wonderful
sons Mikael and Samuel. Marjo has had the strength to encourage and understand me and my
sons have cheered me up in countless ways during this long procedure despite the fact that I
have had all too little time for them.

Tampere, Finland
August, 2000

Jari Viik



��
�������������

ABSTRACT

In Finland, coronary artery disease (CAD) is the main cause of death among the middle-aged
population. The exercise electrocardiographic (ECG) test is the most widely used non-invasive
method of assessing CAD. However, diagnostic performance in conventional analysis of the
exercise ECG is limited to approximately 75%; many patients in need of treatment may thus be
excluded from subsequent examinations and too many are needlessly referred for further
investigation, causing unnecessary anxiety. The objectives of this series of studies were to
compare and assess the diagnostic properties of the ECG leads and to evaluate the effect of
number and selection of leads on these properties in the detection of CAD, using different ST
and ST/HR variables.

Studies of the diagnostic properties of the standard 12 ECG leads and comparisons of the ST
and ST/HR variables have been made in different clinical populations comprising 409 patients
and subjects undergoing the computerized exercise ECG test: 128 patients with significant
CAD proved by coronary angiography, 220 patients with a low likelihood of CAD, and 61
asymptomatic volunteer subjects. The principal statistical method adopted in comparing the
discriminative capacities of the exercise ECG variables was receiver operating characteristic
(ROC) analysis. Comparisons of sensitivity at fixed specificity were made using McNemar’s
�����������	
��
���
 2-test for paired proportions.

Marked differences were observed in the diagnostic properties of individual leads. In each
variable the highest areas under the ROC curves were in chest leads V5 and V6, and in limb
leads I and –aVR. However, the cut-off criterion applied to leads I and aVR should be 50%
smaller. The most deficient areas under the ROC curves were distinctly chest lead V1 and limb
lead aVL in all variables (p < 0.0001 vs. V5 and I in each variable). The areas under the ROC
curves for end-exercise ST-segment depression defined as maximum value over the lead set
with 5, 9 and 12 leads were 0.894, 0.859 and 0.791, respectively. A statistically significant
difference was observed between each lead set. Comparison between the ECG variables
showed the superiority of ST/HR hysteresis.

In conclusion, the exercise ECG leads have dissimilar diagnostic properties in the detection
of CAD and the fixed partition criterion for each lead is inappropriate. The diagnostic
properties of ST/HR hysteresis were significantly better than those of the other exercise ECG
variables used.

Keywords: exercise ECG, ECG leads, coronary artery disease
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1 INTRODUCTION

Despite the aggressive and effective treatment of acute episodes of coronary syndromes and
intensified efforts in primary and secondary prevention, cardiovascular disease remains the
major cause of death in most Western industrial societies. The major component in
cardiovascular disease mortality is atherosclerotic coronary artery disease (CAD). In Finland,
CAD is the direct cause of death in one out of three cases in the middle-aged population.
According to Statistics Finland244 the age-standardized annual mortality rate for ischemic heart
disease has declined markedly during the last 30 years, from 820 (in 1969) to 490 (in 1997)
cases per 100,000 individuals. However, stabilizing rates of incident myocardial infarction
combined with an aging population tend to increase the total number of CAD patients. Thus,
the total burden of ischemic heart disease to the community has decreased less than one would
expect on the basis of age-standardized mortality rates231. The statistics244 also indicates that
the annual mortality rate (13,000) among Finns with CAD has been more or less constant for
some 30 years. The annual mortality rate among men with CAD has slightly decreased,
whereas that among women has increased 40% during these three decades. Furthermore, the
statistics of the Finnish Heart Association81 reflect that more than 600,000 Finns suffer from
cardiovascular disease, half of them from CAD. No considerable decrease in the total annual
CAD mortality rate is thus to be expected in the near future.

Generally, the first laboratory examination undertaken in a case of suspected CAD is the
exercise test with electrocardiogram (ECG). This mode of testing constitutes a noninvasive tool
for evaluation of the cardiovascular system’s response to exercise under carefully controlled
conditions. In spite of the development of other more sophisticated diagnostic techniques, the
exercise ECG test remains an important and the most widely adopted diagnostic approach in
the evaluation of individuals with suspected or known CAD. If the test result is positive or
unreliable the patient is referred for more detailed examinations: exercise isotope myocardial
imaging or exercise echocardiogram or, if the need for surgery is obvious, directly to coronary
angiography. In view of the major role of the exercise ECG in this procedure, its diagnostic
accuracy should be high. The conventional analysis of the exercise ECG for the detection of
CAD is based on ST-segment changes, mainly the magnitude of the ST depression. However,
according to reports where the diagnostic accuracy of the ST depression has been evaluated by
meta-analyses or multicenter databases60, 61, 91, the mean sensitivity and specificity were limited
(68% and 77%, respectively). This means that many patients in need of treatment may be
excluded from the following examinations while too many are needlessly referred for further
investigation and will inevitably suffer unnecessary anxiety.

In view of the limited diagnostic accuracy of the conventional ST-segment criteria, new
ECG variables, computerized exercise scores, multivariate and compartmental analysis, and
other novel methods have been proposed to improve the diagnostic accuracy of the exercise
ECG. During the last two decades, research has emphasized the adjustment of ECG variables
to heart rate (HR). A number of researchers claim that the heart rate-adjusted variables improve
diagnostic accuracy over the conventional criteria in CAD detection7, 25, 72, 73, 80, 102, 107, 114, 123,

125, 129, 133-135, 151-153, 184, 186, 193, 195-200, 204, 206-210, 232, 234, 236-238. However, inconsistent results have
also been obtained27, 86, 106, 145, 185, 219, 250. Another important research field in the area of
exercise ECG has been detailed observation of the recovery phase and merging of exercise and
recovery phases25, 29, 30, 47, 49, 108, 123, 127, 144, 146-148, 151, 152, 187, 194, 195, 200, 226, 230, 233.

Interest in improving the exercise ECG variables has focused on a search for new variables
and their verification in different study populations. The basis in evaluation has been the use of
the maximum value of the variable as a diagnostic parameter. The effects arising from the
exercise ECG leads used and their number and selection on the diagnostic properties of the
variables have been less intensively investigated and discussed.
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The present study was designed to compare the diagnostic properties of the standard
exercise ECG leads, to examine the effect of number and selection of leads on the diagnostic
properties of ST and ST/HR variables and to assess the diagnostic properties of ST/HR
hysteresis in the detection of CAD.
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2 REVIEW OF THE LITERATURE

2.1 Purpose of exercise test
The main purpose of the exercise test is to determine the condition and capacity of the
cardiovascular and respiratory organ systems86, 158. During exercise both systems are stressed
and the ability to respond adequately to this stress is a measure of their physiological condition.
The oxygen lack in the myocardium arising from increased stress is closely related to ECG
changes and angina pectoris. Thus, the ECG is always recorded during the exercise test and
plays an essential part in the detection of CAD. In addition to the resting ECG, the exercise
ECG test is the most widely used means of diagnosis in patients with suspected ischemic heart
disease and in functional evaluation of patients with known heart disease86, 158.

The test may consist of static (isometric) or dynamic (isotonic) exercise or a combination of
both82. In static exercise the patient maintains constant muscular contraction without movement
(e.g. handgrip). The purpose of dynamic exercise is to generate rhythmic muscular activity
resulting from movement. By merit of the progressive workloads, increasing heart rate and
increasing oxygen uptake, dynamic exercise is better for the diagnosis of ischemia and is more
widely used in clinical testing82. The exercise test modalities can also be divided into arm or
leg and supine or upright exercise testing82, 86, 92, 214. Despite the development of a wide variety
of modalities for dynamic exercise testing (e.g. steps, escalators, ladder mills and walking test),
the most common means are the bicycle ergometer and the treadmill82, 86. In Europe the
majority of exercise tests are performed with a bicycle ergometer in upright position, whereas
in the United States treadmill exercise tests predominate.

Protocols for the exercise test vary in different countries and even in different hospitals. The
objective common to all is nonetheless to obtain the subjective maximal stage in about 12
minutes with an incremental workload82, 92, 214. In principle, the protocols developed can be
divided into slow progressive (tetraangular) or fast progressive (triangular) (Figure 2.1). In the
former the uniform workload increment occurs every 3-4 minutes and is generally 40-50 W for
men and 25-40 W for women (bicycle ergometer), whereas in the triangular test the increment
is generally 10-20 W and the duration of each load shorter, normally 1 minute. The exercise
protocols are generally individualized for each patient such that the duration of exercise time
would be appropriate82, 86.

The exercise test can be maximal or submaximal. The true maximum is achieved when the
measured oxygen uptake is not increased despite an increase in workload. The exercise test is
considered to be maximal when the patient appears to make maximum effort, reaches the
predicted maximum heart rate calculated by age, or when other clinical endpoints are reached82,

92, 120, 214. In the case of a submaximal exercise test, the test is terminated when the patient
reaches 85% or 90% of age-predicted maximal heart rate. The use of the heart rate as a
measure of maximality of exercise is questionable82, 86, 92, 184, 214. The formulas for the age-
predicted maximum rate are mean values defined from different studies; the age-predicted
target rate is thus maximal for some subjects and submaximal for others. In addition, the heart
rate response to exercise can be altered by medication. In consequence of these problems the
subjective intensity of the exercise must also be evaluated during exercise testing. Subjective
intensity can be measured using the Borg scale33, 34, linear or nonlinear, where the patient
expresses a subjective grade of exercise using numerical values.
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2.2 Ischemia-induced electrophysiological disorders
In ischemic conditions the blood flow in the heart muscle is insufficient, usually due to a
stenosis in the coronary artery. Myocardial ischemia leads to a deviant electrical condition and
a partial loss of mechanical contraction of the heart. The electrophysiological changes it causes
can be to detected by ECG on the body surface (illustration of ECG complex with named
waveforms is presented in figure 2.2). In the first state of the ischemia recharge (repolarization)
of the myocardial cells is delayed, and this can be seen in changes of T-wave105, 157. A
continued ischemic state generates constant injury currents, which produces ST-segment
changes. Prolonged lack of oxygen hampers myocardial activation (depolarization) or even
causes a total local loss of depolarization (infarct). In the infarct condition all electrical activity
in that region of the myocardium ceases86, 105, 157.

2.3 Exercise-induced changes in ECG
Besides the increase in heart rate, exercise-induced electrical changes can be seen in ECG
waveforms. During exercise P-wave magnitude increases and the P-axis becomes more
vertical. The T-wave magnitude decreases during early exercise and after exercise, but at
maximum exercise increases. Changes in Q-wave are usually very small, but it may become
slightly larger at maximal exercise. The R-wave amplitude is observed to decrease near
maximal effort and the S-wave increases. The obvious response to the increase in heart rate is
shortening of the PR, QRS and QT intervals. These changes occur in normal subjects and are
usually related to a normal heart rate response86, 120, 158, 240, 270.

The most prominent abnormal response in ECG during the exercise test is an ST-segment
deviation, mostly depression caused by subendocardial ischemia269. ST-segment elevation is
less common 190 and has been associated with reciprocal changes for the ST depression,
transmural or epicardial injury, and also coronary spasm89, 156, 272. In addition to ST-segment
deviation a deep T-wave inversion46, 88, an increase in R-wave17, 31, 32, 54, 55, 100, Q-waves19, 20, 53,

78, 98, 189, 191, QRS changes4, 5, 15, 36, 37, 93, 111, 119, 168-171, 174, 178, 254 and QT interval8, 136, 137, 149, 227, 229,

243, 245, 246 are considered to be sensitive in the detection of CAD. However, there are also many

Figure 2.1. The different exercise protocols. The upper three are tetraangular and the lower three
triangular. In each case the subjective maximum exertion should be obtained in 12 minutes. The
most popular protocols are incremental loading and fast incremental loading.
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studies yielding discrepant results, which would suggest that ST-segment deviation is still the
most accurate exercise ECG variable for CAD detection56, 58, 64, 83, 114, 241, 252, 271.

2.4 Traditional ST-segment analysis
The conventional interpretation of the exercise ECG in the context of CAD detection is based
on analysis of ST-segment changes during the exercise test. It has indeed been stated that an
exercise-induced ST depression is a better marker for CAD than is exercise-induced angina180.
However, there are controversies as to the interpretation of exercise-induced ST-segment
changes. Depending on the site of the ischemia in the myocardium and the location of the ECG
lead, depression or elevation of the ST-segment is detected. The most common type of
ischemia, the subendocardial, produces ST-segment depression in electrodes above the
ischemic region. Generally, an ST depression of 0.10 mV (1.0 mm) or more with respect to
baseline (PR-segment) is considered to constitute an ischemic response. Not only the absolute
amount of ST depression, but also the shape is meaningful (Figure 2.2). If the ST depression is
horizontal or downsloping it is held to be of greater clinical significance and to indicate more
severe CAD. One textbook in this field86 gives the precept that ST depression should be
considered abnormal only if horizontal or downsloping. However, there is also controversy as
to whether an ascending ST depression should be considered an ischemic ECG response43, 62,

124, 141, 222, 235, 247 and whether the horizontal or downsloping signify more severe CAD30.
Furthermore, the ST depression can be determined by the absolute value of the depression at
peak exercise or by its relative value between rest and peak exercise (∆ST depression). The
latter, moreover, can be defined using absolute values of ST-segment deviation or ignoring all
ST elevation values (i.e. changing these to zero values) at rest and peak exercise.

Computerized ECG: Computerized ECG measurement facilitates interpretation of the
ECG during exercise by reducing the noise level using averaging or median methods71, 158, 228.
In addition, it improves interpretation by quantitative ECG analysis. Comparison between
computer ECG analysis and visual interpretation for characterization of ST-segment depression
has shown that the computer algorithm using median averaged beats is a reasonable surrogate
for visual interpretation of the exercise ECG (with at least similar diagnostic accuracy), which

Figure 2.2 The categories of ST-segment depression. a) rapidly upsloping, b) slowly upsloping,
c) horizontal, and d) downsloping.
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makes it a valuable source of confirmation for physician readings in large research trials and in
clinical settings10, 11, 57, 63, 68, 79, 85, 112, 176, 187, 218, 239, 242.

In computerized exercise ECG, the ST-segment depression is usually measured at fixed time
intervals from the QRS-offset, the J point. However, no standard prevails for the length of this
interval. In the literature the most widely used intervals are 60 (ST60) and 80 (ST80) ms after
the J point (Figure 2.2). Selection of the optimal point is not self-evident. ST80 is widely used,
but it is not applicable at high heart rates because the earlier depolarization of the ventricles
causes this measurement point to slip over the T-wave. The use of ST40 has been suggested to
avoid this problem, but it is disturbed by the repolarization of the atria. ST60 is thus
recommended as a compromise especially in automated computer systems239, 242. Supporting
this, several authors have found ST60 to be the most accurate in identification of exertional
ischemia57, 66, 152, 196, 201, 205, 228, 236, 241. However, the use of the J point (ST0) has also proved
viable218, 225 and a textbook by Froelicher and Myers86 as well as exercise standards82

recommend that ST-segment measurements be made at the J point.
Recovery phase: At the beginning of the era of exercise testing, ECG measurements were

made only before and after stress. With technical development of ECG apparatus and signal
analysis facilitating ECG measurements during stress, the main interest is currently focused on
ECG changes during the exercise phase. However, several investigators suggested that the
diagnostic accuracy of the exercise test can be improved by considering also ST-segment
changes during recovery1, 25, 29, 77, 85, 108, 123, 127, 144, 151, 194, 226, 230, 233.

It is generally assumed that early onset of ST-segment depression and its prolonged
recovery after exercise signify more severe CAD. Ellestad and co-workers77 studied the time
course of ST-segment depression during and after exercise testing in 462 subjects, who also
had coronary angiograms taken. It emerged that patients with early onset and late offset ST
depression and patients with resting ST depression which was accentuated with exercise had a
high prevalence of significant CAD and three-vessel disease. Observation of the time course of
ST depression during and after exercise was found to add significantly to the information
gained during exercise testing. Other researchers have also stressed the importance of relating
ST-T changes to the time of their occurrence during and after exercise14, 95, 257.

Bogaty and associates29 explored the pattern of appearance and disappearance of ST-
segment depression in 12-lead exercise testing of subjects with CAD and its relation to the
severity of disease in 34 consecutive patients. They noted that the first lead to show positivity
during exercise also developed maximum ST depression in three out of four patients and was
the last lead to lose positivity in recovery in 94% of cases. They also noted that the greater ST
depression was associated with a greater number of positive leads. However, the correlation of
ST depression and recovery time with the severity of CAD was poor.

Resting ECG abnormalities: The presence of ST-T-wave abnormalities in the resting ECG
has been reported as a predictor of CAD especially in men51, 52, 75, 117, 179, 182. Meyers and
associates166 in a study of 95 patients who underwent isotope exercise test concluded that ST-
segment analysis with exercise testing is not reliable in patients with resting ECG
abnormalities. On the other hand, Kalaria and Dwyer122 studied the ability of the exercise ECG
test to detect ischemia in stable CAD patients with ST depression on the resting ECG and
found that the presence of ST depression on the resting ECG does not impair detection of
ischemia by exercise ECG. Recently, Fearon and colleagues79 obtained similar results in a
large cohort of patients with resting ST-segment depression and no prior myocardial infarction.

ST-segment and CAD severity: Several researchers have studied the relation between the
ST-segment changes and CAD severity. Many note the importance of a downsloping ST
depression together with early onset and prolonged duration in detecting 3-vessel or left main
CAD18, 40, 95, 162, 257. Ribisl and associates219, in their study of 607 male patients using
discriminant function analysis, demonstrated that the maximum amount of horizontal or
downsloping ST depression in exercise and/or recovery was the most powerful predictor of
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severe CAD. Also other researchers12, 57, 216, 232 using the conventional criterion of the degree of
ST depression have found similar results evidencing a relation between ST depression and
severity of CAD. Recently, Tavel and Shaar249 in a study of 331 patients with ischemic
myocardial nuclear defects have shown that the magnitude of ST depression and lead
distribution correlate directly with the extent of ischemia. It is apparent that extensive CAD is
more likely to be present in a patient who evidences substantial ST-segment changes, which
can be seen in multiple leads.

ST-segment and R-wave: In addition, ST-segment changes combined with R-wave
amplitude changes on exercise testing have been held to improve the diagnostic accuracy of the
exercise ECG in the detection of CAD23, 32, 113. Ellestad and associates76 report that correction
of ST depression for R-wave amplitude is especially useful in patients with a low precordial R-
wave. Cheng and co-workers45 demonstrated that a ∆ST-segment depression of 0.5 mm and a
decrease in R-wave amplitude in the same lead during exercise testing improved the sensitivity,
specificity and positive predictive value of the exercise ECG. However, the mechanism of such
interaction between ST depression and a decrease in R-wave amplitude remains unclear.

ST-segment in women: It is evident that the diagnostic accuracy of exercise-induced ST-
segment changes depends on the prevalence of CAD in a given study population, but several
studies have shown that the accuracy of ST changes is lower in women than in men16, 39, 65, 97,

116, 204, 215, 220, 223. A meta-analysis of the accuracy of exercise ECG91 with 147 studies including
24,074 patients (most of whom were men) indicated a weighted mean sensitivity of 68% and a
specificity of 77%. Using similar selection criteria a meta-analysis142 comprising 19 studies
including 3,721 women showed a weighted mean sensitivity of 61% and a specificity of 70%.
The increased fraction of false-positives in women results in part from the lower incidence of
CAD in females.

2.5 Standard ECG leads in detection of CAD
The exercise ECG lead systems commonly applied are bipolar, the Mason-Likar 12-lead and
the three-dimensional vectorcardiographic. The most widely used is the Mason-Likar
modification of the standard 12-lead system164, where the conventional wrist and ankle
electrodes are placed at the base of the limbs. The 12-lead system comprises six limb and six
chest leads. The chest leads are unipolar, the reference for them being the so-called Wilson
central terminal (average of the potentials at the right and left arms and left leg). Three of the
limb leads are bipolar, measuring the potential difference between two points, and another
three are augmented unipolar leads, when the reference for the measurement electrode is the
average of two other limb leads. Figure 2.3 illustrates the electrode placement in the Mason-
Likar 12-lead system and the corresponding lead directions.

Number of ECG leads: The number of ECG leads has been a difficult topic over a number
of decades in the matter of detecting CAD by exercise ECG. As far back as the 1970s, several
researchers18, 42, 224, 251 demonstrated that the sensitivity of the exercise test could be improved
by using multiple leads. Subsequently other researchers38, 84, 85, 177, 187, 241 suggested that the use
of 12 leads does not significantly improve the sensitivity or diagnostic accuracy of the exercise
ECG in the detection of CAD over lead V5. Several studies181, 188 have shown that ST-segment
changes isolated to inferior sites are frequently false-positive responses. Recently, Tavel and
Shaar249 established that virtually all ECG abnormalities detected included the lateral
precordial leads (V4 to V6). Involvement of anterior or inferior leads was almost always seen in
conjunction with changes in ≥1 of the lateral leads, and reflected extensive ischemia with
greater magnitude of ST depression. However, the diagnostic criterion of ST depression is
generally applied to the ECG lead with the deepest ST depression occurring at peak exercise.
Using this kind of approach, the sensitivity of the ECG test can be enhanced. Although
sensitivity can be improved by increasing the number of leads, the number of false-positive
responses increases concomitantly and the specificity of the test is thus reduced. In view of this
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problem, the exercise standards82 and guidelines92 recommend use of V5 with some bipolar or
inferior lead patterns. A textbook by Froelicher and Myers86 likewise states that lead V5, or a
similar bipolar lead along the long axis of the heart is adequate for patients with normal resting
ECG and that at least two additional leads orthogonal to lead V5 are required for patients with
abnormal resting ECG. Recently, Michaelides and associates172 have demonstrated that the use
of right precordial leads along with the standard six left precordial leads during exercise ECG
greatly improves the sensitivity of exercise testing for the diagnosis of CAD. The most
surprising result in their study was that the improvement in sensitivity was achieved without
any loss of specificity. However, the result has as yet not been confirmed by other researchers.

Bertolet and associates24, on the basis of a study of the influence of varying precordial ECG
electrode placement on the detection of exercise-induced ST-segment shifts, concluded that
serial ECGs recorded from similar but not exactly the same precordial ECG electrode positions
should yield similar results for the detection of ischemia, but time-to-onset or -offset of
ischemia may differ.

Localization of ischemia: The correlation between ST-segment deviation and ischemia site
has occupied many researchers. Several have reported a positive correlation between ST-
segment depression101, 165, 167, 173, 224, 248 on exercise and the site of coronary arterial obstruction,
but others2, 38, 69, 74, 84, 88, 104, 140, 163, 249, 259-261 have found no correlation between the site of ST-
segment depression and that of myocardial ischemia. Instead many studies44, 69, 70, 88, 89, 101, 156,

163, 167, 173, 249, 256 have shown uncommon ST-segment elevation to be useful in predicting the
site of coronary artery narrowing. Froelicher and Myers86 note in their textbook that the
subendocardial and nontransmural locations of most exercise-induced ischemia make it
unreasonable to expect surface ECG recordings to reflect the extent, magnitude and location of
the ischemic tissues.

Figure 2.3. The Mason-Likar modification of the standard 12-lead electrode placement for
exercise test and corresponding idealized lead directions of limb and chest leads.
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2.6 ST/HR analysis
ST/HR slope: The inclusion of heart rate in ST-segment analysis was proposed over 30 years
ago. In 1969 Bruce and McDonough35 demonstrated the competence of ST-segment changes as
a function of heart rate in CAD detection. In 1980 Elamin and colleagues73 reported results
with a new exercise test parameter, the ST/HR slope, assumed to detect the presence and
severity of CAD. The ST/HR slope was measured as the maximal rate of progression of ST-
segment depression relative to increases in heart rate. The unit for the ST/HR slope is µV/beats
per minute (bpm) (Figure 2.4). The steepest ST/HR slope in each lead was obtained by
comparing the statistically significant slope (p for correlation coefficient <0.05) of the final
three points with that obtained by progressively including further points at earlier levels of
exercise. The diagnostic variable was defined as the steepest statistically significant ST/HR
slope. Since this initial study several other researchers have proved the ability of the ST/HR
slope in the detection of CAD and even in discrimination of the severity of the condition6, 7, 13,

21, 80, 94, 99, 126, 130, 132, 135, 192, 196, 200, 202, 204, 206, 207, 209, 217, 232, 234, 236.
ST/HR index: Apparently in consequence of the complexity of calculating the ST/HR

slope, a simple modification of the slope, designated the ST/HR index, was introduced by
Detrano and associates64. This index proportions the ST segment alteration during exercise to
the change in heart rate from rest to peak effort (Figure 2.4). The unit for the ST/HR index is
µV/bpm. Identically to the ST/HR slope, the ST/HR index was calculated for each ECG lead
and the diagnostic variable was the maximum value of these ST/HR indices. Two kinds of
ST/HR index definitions have been used in the literature, the differences between them lying in
the processing of the ST elevations. The original definition introduced by Detrano’s group64

stated that the ST/HR index is calculated as the overall change in ST-segment depression
divided by the overall change in heart rate during exercise. Accordingly, both the ST
depression and the ST elevation are included at the beginning and end of the exercise phase.

Figure 2.4. Calculation of the ST/HR slope and ST/HR index. ST-segment depression (positive
magnitude on vertical axis) is plotted against exercise heart rate. The ST/HR slope is defined by
linear regression as the final three (or more) data points. When more than one linear correlation is
statistically significant, the greatest value is taken as the test result for the patient. The ST/HR index
is obtained by dividing the total change in ST-segment depression by the total change in HR.
HR = heart rate; bpm = beats per minute.
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However, other researchers have modified (or applied) the definition in such a way that all ST
elevations have been ignored, corresponding to the zero value of ST depression. The precise
mathematical ST/HR index equation using the ST-segment alterations with sign produces a
negative ST/HR index value if the ST-segment descends during exercise; the positive
responses, however, are agreed to have positive values in the ST/HR index. Since the
introduction of the ST/HR index several researchers have demonstrated its superior diagnostic
capability over the conventional ST depression57, 102, 107, 114, 130-132, 135, 150, 152, 186, 195, 196, 199, 200, 202,

208-210, 236.
Some researchers have nevertheless expressed suspicion regarding the superior capability of

the ST/HR index; several studies have failed to find any advantage over the conventional ST
depression27, 28, 85, 106, 145, 185, 219. On the other hand, the one major observation made by Morise
and coworkers184, 186 was that the accuracy of the ST/HR index was only marginally better than
standard ST-segment criteria in patients who underwent angiography, but when clinically
normal subjects were used, the index was definitely more accurate than standard criteria. On
this basis they concluded that the demonstration of improved accuracy with the ST/HR index
depends on the population being tested.

HR recovery loop: Although the diagram of the ST-segment depression against the heart
rate during the postexercise recovery phase was alleged by Bruce and McDonough35 to be
different for normal patients and for patients with ischemic heart disease as far as back 1969,
this observation was only quantitatively proved in 1989 by Okin and associates194. This Cornell
group introduced a dichotomous diagnostic variable, the HR recovery loop194, 195, 200, 205, which
provided significantly better diagnostic accuracy in the detection of CAD than did the standard
ST depression criterion. The HR recovery loop records whether the ST depression at 1 minute
of recovery is less or greater than that at matched heart rate during exercise. The direction of
the HR recovery loop is considered to be clockwise (i.e. the non-ischemic direction) or
counterclockwise (ischemic direction) when the ST depression at 1 minute of recovery is
smaller or greater, respectively. A further development to the HR recovery loop was introduced
by Kamata and associates123, using two additional categories for the ST/HR loop pattern, one
for clockwise rotation with quick ST recovery and one for ST depressions recovering at a
constant rate. However, the HR recovery loop considers only the first minute of the recovery
period, although the subsequent period may convey relevant information. In addition, the
magnitude of the ST depression difference between the exercise and recovery phases relative to
heart rate may have independent diagnostic potential. For this reason, the continuous ST/HR
variables which utilize the diagnostic information provided by the ECG during the postexercise
recovery phase, have recently been a target for development and study25, 108, 151.
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3 OBJECTIVES OF THE STUDY

The objectives of this serial study were:

1) to compare the diagnostic properties of the individual exercise ECG leads in the
detection of CAD using different ST and ST/HR variables [I, V],

2) to evaluate the effect of the number and selection of leads on the diagnostic properties
of the variables [I, VI],

3) to evaluate the importance of the cut-off criterion for different leads and variables [I, V,
VI],

4) to assess and compare the overall diagnostic performance of the variables [III, IV, V],

5) to evaluate the reproducibility of the variables in an asymptomatic middle-aged
population [IV],

6) to develop a computer program for the visualization of the temporal changes in ECG
variable [II] and

7) to investigate the effect of the extent and location of the myocardial ischemic injury on
the ST-segment and ST/HR slope using computer model simulations [VII].

Structure of the serial publication article by article:

Publication I. The diagnostic properties of the individual exercise ECG leads of the standard
12-lead system were compared in discrimination of male patients with CAD from patients with
a low likelihood of the disease. Furthermore, the importance of the number of leads was
evaluated when using the maximum ST-segment depression value derived from three different
lead sets and the effect of a lead-specific cut-off criterion applied to leads I and -aVR was
studied.

Publication II. The computer program, ECG Variable Cine, was constructed for
visualization of continuous ECG variable (e.g. ST-segment) analysis simultaneously over all
measured leads during the exercise test. The program also includes the 3D-presentation mode
for stationary images of ECG variable alteration during the whole exercise test simultaneously
in all leads.

Publication III. The novel diagnostic variable, ST/HR hysteresis, which integrates ST/HR
analysis of both the exercise and postexercise recovery phases in the exercise ECG test, was
evaluated with 347 clinical patients. The diagnostic properties of ST/HR hysteresis were
compared to the end-exercise ST depression, ST depression during recovery, or the ST/HR
index, all of which variables cover either the exercise or recovery phase alone, using the
maximum value defined from nine leads.

Publication IV. The reproducibility of ST/HR hysteresis, ST/HR index and end-exercise ST
depression was determined in an asymptomatic middle-aged population, the age-cohort most
often referred to exercise ECG tests. Maximal exercise ECG tests were performed twice within
a period of 6 to 8 months.
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Publication V. The diagnostic performances of the individual ECG leads and the effect of
lead selection on the ST/HR and ST depression variables were compared in the discrimination
of patients with angiographically proven CAD from those with a low likelihood of the disease.

Publication VI. The effect of the number and the selection of ECG leads on the diagnostic
properties of ST/HR hysteresis was assessed when using the maximum value over different
numbers of ECG leads in the detection of CAD. In addition, the effects arising from an
increase in the number of leads were examined in relation to the cut-off criterion applied.

Publication VII. The relation between ST-segment deviation and features of ischemic injury
was studied by computer model. The presumed linear relationship between the ST/HR slope
and the extent and location of ischemia was studied in detail, and simulations were carried out
for the case of single and multivessel CAD. This article describes an application of an accurate
source-volume conductor model in the theoretical evaluation and analysis of the ST-segment
deviation and ST/HR slope arising from the exercise ECG.



*����������	������	
�������

4 MATERIAL AND METHODS

4.1 Patient material
The patient material comprised 409 patients and subjects who had undergone the computerized
exercise ECG test. Clinical measurements for 348 patients (214 men and 134 women) were
made in Tampere University Hospital (Tampere, Finland) and 61 asymptomatic subjects (28
men and 33 women) were exercised in the UKK Institute (Tampere, Finland). The patient
group consisted of 128 patients with significant CAD proved by coronary angiography and 13
patients with no significant CAD according to coronary angiography, 18 patients, who had no
myocardial ischemia or infarction according to technetium-99m sestamibi (MIBI) single-
photon emission computed tomography (SPECT), and 189 patients with a low likelihood of
CAD. Coronary angiographies and MIBI SPECT myocardial perfusion imaging were carried
out in Tampere University Hospital.

Tampere University Hospital patient material: The computerized exercise data on 1507
consecutive patients were digitally stored for later analysis in Tampere University Hospital. All
patients had been referred for routine clinical exercise ECG testing and there were no voluntary
subjects. Patients with either left or right bundle branch block pattern in resting ECG were
excluded, likewise those with recent myocardial infarction (MI) and those without ECG
recording of at least 3 minutes during the recovery phase. The patients’ usual medication was
not discontinued.

The maximum time between the exercise test and coronary angiography was set at 180 days.
The inclusion criteria for patients with CAD were ≥50% coronary artery stenosis according to
coronary angiography in at least one major coronary artery and no angioplasty or surgical
operations between the exercise test and coronary angiography. After these restrictions there
were 128 patients (101 men and 27 women) who comprised the CAD group. Of these, 49 had
significant stenosis in all three major coronary arteries or in the left main coronary artery, 33
had two-vessel and 46 one-vessel disease.

The reference group consisted of 13 patients (4 men and 9 women) with no significant
stenosis according to coronary angiography within 180 days of the exercise test, no angioplasty
or surgical operations between the exercise test and angiography and no previous MI. Also the
18 patients (9 men and 9 women) free of any perfusion defects in MIBI SPECT were included
in the reference group. In addition, 189 patients (100 men and 89 women) who had no history
of any cardiac disease, had normal resting ECG, had no anginal-type chest pain and cardiac
medication were included in this group. In probabilistic assessment, the reference group can be
assumed to have a low likelihood (p < 0.05) of CAD67.

UKK Institute patient material: The 61 middle-aged (51 to 54 years) asymptomatic
volunteers completed a maximal exercise ECG test twice at the UKK Institute within a period
of 6 to 8 months. The subjects gave informed consent prior to the study. Each subject was
sedentary (vigorous exercise no more than twice a week), non-smoking, non-dieting, and not
excessively obese (body mass index <33). The subjects accustomed themselves to the exercise
procedure by performing a submaximal test one month before the first maximal test. Careful
medical screening was undertaken prior to both maximal tests, and none was found to yield an
abnormal resting ECG or a history or symptoms of cardiovascular, musculoskeletal, respiratory
or other chronic disease which might limit maximal exercise testing. Between the repeated tests
the subjects were asked to maintain their living habits unchanged, and during the study period
none showed any clinical signs of evolving heart or other disease.
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4.2 Exercise ECG test
All exercise tests were performed on a bicycle ergometer using a computerized recording
system. The ECG recordings were made with a SYSTEM II EXES recorder (Siemens-Elema,
Solna, Sweden) and with a Marquette Case 12 recorder (Marquette Inc., Milwaukee, WI,
U.S.A) in Tampere University Hospital and in the UKK Institute, respectively. The lead system
used was the Mason-Likar modification of the standard 12-lead system164 in both centers. In
Tampere University Hospital the graded protocol followed a standard clinical routine with an
initial workload of 40W for women and 50W for men and an increment of 40W and 50W
every 4 minutes for women and men, respectively. In the UKK Institute the initial workload
was 10 W for women and 20 W for men and the incremental load was 10 W and 20 W every
minute for women and men, respectively. The exercise tests were sign- and symptom-limited
maximal tests using the recommended criteria for termination9, 82, 92, 105, 158; fatigue or chest
pain were the reasons for termination in most cases.

ST-segment amplitude, heart rate and workload data were automatically determined by
commercial analyzers from the representative ECG complex at intervals of 60 seconds by
SYSTEM II EXES and at intervals of 12 seconds by Marquette CASE 12 throughout the
�
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systems. Computer-determined ST-segment amplitudes were defined at 60 ms after the J-
junction152, 196, considering the end of PR-segment as the isoelectric line, for each of the 12
leads from the beginning of the exercise test up to the first three consecutive minutes of post-
exercise recovery. ST-segment amplitude, heart rate and workload data were stored digitally
for further processing and analysis.

4.3 Exercise ECG variables
ST-segment depression: Representing the conventional ST-segment analysis, the end-exercise
ST depression (STend) and ST depression at 3 minutes of recovery (STrec) were determined
from the 12-lead system.

HR recovery loop: The HR recovery loop was determined as described by Okin and
colleagues194. The ST-segment depression at one minute of recovery was compared with that at
the matched heart rate. If the depression at one minute of recovery was less than that at
matched heart rate during recovery, the direction of the HR recovery loop was considered to be
clockwise (i.e. nonischemic), and if the ST depression at one minute of recovery was greater
than or equal to that at matched heart rate during recovery, the direction of the loop was
considered to be counterclockwise (i.e. ischemic). The HR recovery loop was determined in the
lead with deepest end-exercise ST-segment depression.

ST/HR index: Calculation of the ST/HR index was made as suggested by Detrano and
associates64: The overall ST-segment deviation at end of exercise was divided by the exercise-
induced change in heart rate. Thus, both the ST depression and the ST elevation are included in
the beginning and in the end of the exercise phase. The ST-segment depressions are expressed
as positive values and ST-segment elevation as negative. Calculation of the ST/HR index is
illustrated in Figure 4.1.

ST/HR hysteresis: ST-segment changes during the exercise phase and up to three minutes
of recovery were plotted as a function of heart rate, termed here the ST/HR diagram. ST-
segment depression was plotted in upward direction on the vertical axis, and negative values
represent ST-segment elevation. ST/HR hysteresis was calculated by integrating the difference
in ST depression between the exercise and recovery phases over the heart rate from the
minimum heart rate during recovery to the maximum heart rate in the exercise test. The
integral was divided by the heart rate difference over the integration interval in order to
normalize the ST/HR hysteresis with respect to the recovery heart rate decrement. This variable
represents the average difference in ST depressions between the exercise and recovery phases
at an identical heart rate up to three minutes of recovery. The determination of ST/HR
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hysteresis using a single lead ST/HR diagram is graphically illustrated in Figure 4.1.
The pairs of ST depression and heart rate were measured before commencement of exercise,

at the end of each minute of exercise, at the end of exercise and at the end of the first three
consecutive minutes of the recovery phase. Data on the subjects in the UKK Institute were
recorded by the Marquette Case 12, which provided the higher 12-second sampling interval.
Thus the data pairs for every 12 seconds during the first three minutes of the recovery phase
were included in the ST/HR diagram in the UKK Institute subjects.

4.4 Coronary angiography
Selective coronary angiography was performed using the Judkins technique50, 96. In all cases
each coronary artery was imaged in multiple views. The degree of stenosis was defined as the
greatest percentage reduction in luminal diameter in any view compared with the nearest
normal segment. Coronary artery disease was considered significant when ≥50% luminal
narrowing was present in at least one major coronary artery (left main, left anterior descending,
left circumflex, or right coronary artery). Coronary angiograms were interpreted without
knowledge of the exercise ECG data.

4.5 Myocardial perfusion imaging
The isotope studies were carried out using technetium-99m sestamibi (MIBI) myocardial
perfusion imaging. The MIBI imaging procedure followed the standard clinical routine22, 90, 159.
Distribution images were determined by computer analysis of the results obtained from single-
photon emission computed tomography (SPECT). Regional perfusion defects were determined

Figure 4.1. Determination of ST/HR hysteresis and ST/HR index from the ST/HR diagram of a
single ECG lead. ST and HR data pairs are plotted immediately prior to start of exercise, at the
end of each minute of exercise, at peak exercise, and at the end of the first three minutes of
recovery. The ST-segment depression is plotted in upward direction on the vertical axis (negative
values represent ST elevation). This figure illustrates the contradictory results between the ST/HR
hysteresis and the ST/HR index arising from the inclusion of the recovery phase; the sign and
value of the ST/HR hysteresis would be negative, indicating non-ischemic response, whereas the
sign and value of the ST/HR index would be positive, indicating ischemic response.
A = area between the recovery and exercise ST depression values; HR = heart rate; bpm = beats per minute.
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visually in the anterior, lateral, posterior, inferior, apical, and septal regions of the left
ventricle. Abnormalities in myocardial perfusion were identified as abnormal distribution
images. Perfusion defects were classified into four categories: (1) reversible, (2) persistent but
partially reversible, (3) normal, and (4) fixed, those types corresponding to (1) myocardial
ischemia, (2) a combination of myocardial ischemia and infarction, (3) no perfusion defects,
and (4) myocardial infarction (MI) or scar tissue. Patients with categories 1 and 2 in at least
one region of the left ventricle were classified as having myocardial ischemia.

4.6 Computer thorax model
An accurate computer model of the thorax as a volume conductor was constructed by the finite
difference method118, 253. The torso geometry was constructed from a digitized computed
tomography scan with 10 mm spacing obtained from a 40-year-old man. The model comprised
91,282 elements defined by a nonuniform rectangular grid. In the heart region extra layers were
interpolated between those obtained from computed tomography to provide 5 mm resolution.
The lungs, spine, sternum, heart, aorta and intracavitary blood masses, all of which have
different resistivities, were included in the model.

The analysis was based on experimental evidence and on the solid angle approach following
the framework suggested by Okin and Kligfield203, 205. However, in the solid angle theory the
foundation derives from the assumption that the human thorax can be described as a
homogeneous unbounded volume conductor161. We extended this conception by including the
effects of the constituents of the volume conductor and the basic factors arising in multivessel
CAD. By reason of the solid angle approach, the source-volume conductor model assumed a
linear relationship between heart rate and extent of ischemia.

A homogeneous, subendocardial, stationary, radially-oriented double-layer source was used
to simulate ischemic injury sources110, 160, 183, 221. Double-layer sources were defined within the
myocardial region of the thorax model in the anterior, lateral, inferior, posterior, septal and
apical sections of the endocardium of the left ventricle. Larger ischemic sources were formed
by combining the effects of the smaller regional sources. Anteroseptalapical and
posteroinferior sources were formed representing the regions supplied by the left anterior
descending coronary artery (LAD) and right coronary artery (RCA), respectively. The lateral
source represented the region supplied by the left circumflex coronary artery (LCX). A double-
layer source strength of 65 mV was used as a source which emerges at the end of an exercise
ECG test121, 128.

4.7 Data analysis and statistical methods
The age of the patients, maximum workload, maximum heart rate achieved and continuous
diagnostic variables are given as means and standard deviations (SD). Sensitivity and
specificity were used as parameters of the accuracy of a diagnostic test/variable. Sensitivity
describes the number of abnormal (positive) patients revealed by the test divided by all
diseased patients. Specificity is defined as the number of normal (negative) patients identified
in the test divided by all patients without disease. Diagnostic accuracy was derived by dividing
the correct classifications by all patients tested. Sensitivity, specificity and diagnostic accuracy
are given as percentages.

The quantitative and non-quantitative study population variables were analyzed by Student’s
t test and non-parametric χ2-test with Yates’ correction, respectively. The principal statistical
method for comparison of the discriminative capacities of exercise ECG variables was receiver
operating characteristic (ROC) analysis. In addition, when comparisons of sensitivity at fixed
specificity were made, McNemar’s modification of the χ2-test for paired proportions was used.

ROC analysis was used because it allows comparison of continuous diagnostic variables
without any partition value (i.e. cut-off criterion or operating point). In ROC analysis the
sensitivity and specificity values are plotted in the ROC space over the range of test
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measurement partition values (Figure 4.2). The area under the ROC curve represents the
overall diagnostic performance, i.e. the probability that a random pair of patients with and
without CAD will be correctly diagnosed103. Due to the nature of the ROC method, the area
under the ROC curve can always be assumed to be at least 50%. Statistical differences between
the areas under two ROC curves were compared using nonparametric analysis of correlated
ROC curves59 with a routine written by Vida (version 2.5)258.

In study IV, which examined the inherent non-diagnostic variability of ST/HR hysteresis,
ST/HR index and end-exercise ST depression, the reproducibilities of the exercise ECG
variables between repeated measurements were determined as recommended by Bland and
Altman26. The definition of reproducibility was ±1.96 times SD of the differences between the
pairs of measurements (SDBA) using the same method. This range corresponds to 95% limits of
agreement, within which intra-individual changes should be considered non-significant due to
the inherent variability of the method. As a further measure of reproducibility, the agreement of
interpretation between repeated measurements was defined as the percentage of subjects in
whom the interpretation of both measurements was the same.

Figure 4.2. The receiver operating characteristic curve for chest lead V5 in ST-segment value at
end of exercise. Cut-off criteria presented in the curve are in millivolts (-0.10 mV indicates a
1.0 mm ST depression). The highest diagnostic performance (diagonally the closest point to the
left upper corner) is achieved using a cut-off criterion of 0.00 mV, giving a sensitivity of 75.8%
and a specificity of 74.6%.
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5 RESULTS

5.1 Individual leads in detection of CAD
Comparison of the mean values of ST/HR hysteresis, ST/HR index, STrec and STend between
the patient and reference groups showed statistically highly significant differences in almost
every lead [V]. Only lead aVL did not evince significant differences at a level of p < 0.0001 in
any of the variables used and lead V1 attained a significant difference only in the case of
ST/HR hysteresis. Despite the good discriminative capacity of the individual leads, the results
in publication V also reveal differences between the leads. The areas under the ROC curves for
ST/HR hysteresis, ST/HR index STrec and STend in each individual standard lead as a lead
direction presentation are presented in Figure 5.1 [V]. In each variable the highest areas under
the ROC curves were in chest leads V5 and V6, and in limb leads I and –aVR. The most
deficient areas under the ROC curves were distinctly those in chest lead V1 and in limb lead
aVL in all variables (p < 0.0001 vs. V5 and I in each variable).

A more detailed presentation (mean, standard error and standard deviation) of the values of
STend in each individual lead among male patients is given in Figure 5.2 [I]. The STend values
in the CAD and reference groups are illustrated side-by-side, starting with the CAD group.
Also in this study statistical comparison of the leads showed that the areas under the ROC
curves in leads aVL, and V1, as well as in leads aVF, III, V2, were highly significantly smaller
than in lead V5 (p ≤ 0.0001 in all cases), and no significant differences were detected when
comparing leads I, -aVR, V4, and V6 with lead V5. In addition, the sensitivity values obtained at
95% specificity showed statistically highly significant differences when comparing leads III,
aVL, aVF, V1 and V2 with lead V5 (in all cases p < 0.0001), but not in the case of leads I, -
aVR, V4 and V6.

Figure 5.1. The areas under the receiver operating characteristic (ROC) curves in standard leads
for ST/HR hysteresis, ST/HR index, STrec and STend shown on scales (0% to 100%) in direction of
lead. The horizontal view presents the results for chest leads and the frontal view results for limb
leads. Values are percentages of total ROC space. [V, Figure 1]
HR = heart rate; STend = end-exercise ST-segment depression; STrec = ST-segment depression at 3 minute
recovery.
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5.2 Number and selection of ECG leads when using maximum value
The importance of the number of leads for STend using the maximum search procedure (i.e.
maximum value of STend defined from the selected leads) was evaluated among male patients
with three different lead sets [I]. The lead sets exploited i) all 12 leads, ii) 9 leads (aVL, III and
V1 were excluded) and iii) 5 leads (I, -aVR, V4, V5 and V6) of the standard 12-lead ECG, and
were denoted by A12, A9 and A5, respectively. The most interesting sections of the ROC
curves for lead sets A12, A9 and A5 are presented in Figure 5.3 [I]. In comparing the areas
under the ROC curves, significant differences were found between A5 and A9 (p = 0.0152),
A5 and A12 (p < 0.0001) and A9 and A12 (p = 0.0001). Comparison of the different lead sets
with lead V5 (area under the ROC curve was 0.873) brought out a significant difference only in
the case of V5 and A12 (p = 0.0023). No significant differences were observed between A5 and
V5 (p = 0.0906) or V5 and A9 (p = 0.4181).

By comparing the sensitivities between lead sets at fixed 95% specificity, significant
differences were detected between A5 and A12 (p < 0.0001), A5 and A9 (p = 0.0060) and A9
and A12 (p = 0.0008). A significant difference was also found when comparisons were made
between lead set A5 and lead V5 (p = 0.0133) and between V5 and A12 (p = 0.0003), but no
significant difference was observed between V5 and A9 (p = 0.4227) [I].

The effect of number and selection of leads on the overall diagnostic performance of ST/HR
hysteresis when using the maximum value over the selected leads was assessed in study VI.
The lead sets were composed by increasing the number of leads one by one in the maximum
search procedure so that the area under the ROC curve was as high as possible at every step.
The best individual lead was used as the initial lead. The results obtained with the increase in
the number of leads using the maximum search procedure are presented in Figure 5.4 [VI]. The
figure also shows the order of inclusion of leads.

The maximum value for the area under the ROC curve was achieved when the fourth lead
was included in the maximum search procedure; however, the increase was not significant
(90.7%, p = 0.2960 vs. V5). Inclusion of the eighth lead cut down the area under the curve

Figure 5.2. Standard deviations (SD), standard errors (SE) and means (�) of the ST-segment
values at end of exercise lead by lead. Shaded symbols indicate the coronary artery disease group
and open symbols patients with a low likelihood of the disease. [I, Figure 1]
STend = end of exercise ST-segment value.
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significantly compared to the set giving maximum area, p = 0.0257 vs. the lead set with 4
leads.

Figure 5.3. The receiver operating characteristic (ROC) curves for three different lead sets using
the maximal ST-segment values at end of exercise derived from each lead set. Values adjacent to
the name of the lead set indicate the areas under the ROC curves. Circles indicate a value of 0.10
mV ST-segment depression and squares indicate the nearest cut-off criterion at 95% specificity.
[I, Figure 3]
A12 = all leads of the 12-lead system; A9 = aVL, III and V1 excluded; A5 = leads I, -aVR, V4, V5 and V6.

Figure 5.4. The areas under the receiver operating characteristic (ROC) curves for lead sets having
1 to 12 leads using ST/HR hysteresis. The diagnostic classifier was the maximum value of ST/HR
hysteresis determined from the leads in each lead set. The number of leads was increased one by
one to the maximum search procedure in such a way that the area under the ROC curve was as high
as possible at every step. The order of inclusion of leads is presented in the keybox. [VI, Figure 3]
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 When using all 12 leads in the procedure the decrease in the area under the ROC curve was
highly significant (p < 0.0001 vs. the lead set with 4 leads). Inclusion of leads aVL and V1 in
the maximum search procedure considerably reduced the area under the curve.

5.3 Use of cut-off criteria for ECG leads
The cut-off criteria as well as sensitivities at fixed specificity varied between the individual
leads. This behavior was discernible in all variables. Figure 5.5 [V] presents the ROC curves of
leads V5, I, V1 and aVL with the cut-off criteria yielding nearest to 90% specificity.

The influences of the different cut-off criteria when using several leads were observed in
greater detail for the STend [I] and ST/HR hysteresis [VI]. The specificities and sensitivities for
the maximum values defined from lead sets A12, A9 and A5 using different cut-off criteria are

Figure 5.5. The receiver operating characteristic (ROC) curves for chest leads V5 and V1 and limb
leads I and aVL in each study variable. Cut-off criteria presented in curves indicate variable values
yielding a specificity of 90% (in millivolts for ST/HR hysteresis, ST-segment depressions and in
microvolts per beat per minute for ST/HR index). Numbers after marking of lead express area
under the ROC curves as percentages. Differences between the areas under the curves in leads V5

or I and V1 or aVL were highly significant in each method. No statistically significant differences
were observed between leads V5 and I with any of these variables. [V, Figure 2]
HR = heart rate; STend = end-exercise ST-segment depression; STrec = ST-segment depression at 3 minute
recovery.
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presented in Figure 5.6 (denoted by A to D). For cases A and C the specificity and sensitivity
values were determined using different cut-off criteria for leads I and -aVR and for the other
leads; for example for cases labeled C in the figure, a cut-off criterion of -0.05 mV for test
positivity was applied to leads I and -aVR and a cut-off criterion of -0.10 mV was applied to
the other leads. Using the -0.05 mV criterion for leads I and -aVR, the sensitivity improved by
5 percentage points. Further improvement in sensitivity was achieved when the cut-off
criterion for test positivity was reduced, but at the same time the specificity of the test
decreased. This loss of specificity was smaller in lead set A5 than in lead sets A9 or A12. The
specificity of the lead sets at different cut-off criteria indicated that lead set A5 was superior to
lead sets A9 and A12. Comparing the traditional criterion D (STend from all leads ≤ -0.10 mV)
and criterion C (STI, -aVR ≤ -0.05 mV or STOther ≤ -0.10 mV) a significant difference was
observed in the case of lead set A5 (p = 0.0412). The effects arising from the use of different
global cut-off criteria on the sensitivity and specificity using the maximum value over different
number of leads are demonstrated in Figure 5.3 [I].

 Figure 5.7 presents the sensitivity and specificity values obtained using a fixed cut-off
criterion, 0.01 mV, for the maximum values of ST/HR hysteresis defined from lead sets having
1 to 12 leads [VI]. Up to 3 leads, the rate of increase in sensitivity was much higher than the
rate of decrease in specificity. After the inclusion of the fourth lead, the decrease in specificity
was dominant. A marked decrease in specificity was observed when leads V1 and aVL were
included in the set.

Figure 5.6. The sensitivity and specificity values of three different lead sets using the ST-segment
values at end of exercise for each lead set. Points A to D illustrate the specificity and sensitivity
values for different positive test criteria. The first criterion in A and C is for leads I and -aVR and
the second for the remaining leads (for example in case C, a cut-off criterion of -0.05 mV for test
positivity was applied to leads I and -aVR and a criterion of -0.10 mV was applied to the other
leads). [I, Figure 4]
A12 = all leads of the 12-lead system; A9 = aVL, III and V1 excluded; A5 = leads I, -aVR, V4, V5 and V6.
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5.4 Comparison between variables used
In the population of 347 patients, the diagnostic capabilities of ST/HR hysteresis were
compared with the STend, STrec, ST/HR index and HR recovery loop [III]. The area under the
ROC curve for ST/HR hysteresis (89%) was significantly larger than that for other diagnostic
variables. Also the sensitivity of ST/HR hysteresis at a high specificity level (>80%) was
superior to that of the others. The area under the STend (76%, p < 0.0001 vs. ST/HR hysteresis)
was the smallest, whereas the areas of the STRec (84%, p = 0.0063) and ST/HR index (83%, p =
0.0023) indicated fairly compatible overall diagnostic performance. Due to the dichotomous
nature of the HR recovery loop a ROC curve could not be constructed, instead it resulted in
85% specificity and 72% sensitivity.

Comparison of the areas under the ROC curve between the different variables (values in
Figure 5.1) showed that ST/HR hysteresis also had higher areas under the curves in each
individual lead except for lead aVL [V]. Next was STrec, whereas the order of the ST/HR index
and STend varied between the individual leads. The area under ROC in lead V5 for ST/HR
hysteresis was significantly higher than for STrec (p = 0.0029), ST/HR index (p < 0.0001), and
STend (p < 0.0001). Significant differences were also detected between STrec and STend (p =
0.0011) as well as STrec and ST/HR index (p = 0.0025), whereas there was no significant
difference between STend and ST/HR index (p = 0.3967).

In addition, the agreement between the repeated measurements of the ST/HR hysteresis
(97%) was significantly better than that of the ST/HR index (79%) or STend (74%), and no
significant difference was observed between these two variables [IV].

5.5 Reproducibility of the maximum value of ST and ST/HR variables
The reproducibility of ST/HR hysteresis, ST/HR index and STend was evaluated in 61
asymptomatic middle-aged healthy volunteers who completed the exercise test twice during 6

Figure 5.7. The sensitivity and specificity values using the fixed 0.01 mV cut-off criterion for the
maximum values of ST/HR hysteresis defined from each lead set. The number near the diamond
indicates the number of leads used. The order of inclusion of leads is presented in the keybox. [VI,
Figure 4]
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to 8 months [IV]. Both testing sessions were maximal for all subjects (maximum heart rate
achieved 172 ± 11 bpm vs. 172 ± 11 bpm and respiratory quotient 1.15 ± 0.06 vs. 1.14 ± 0.07).
The maximum values determined from the lead set with nine leads (leads aVL, aVR and V1

were excluded) were used as a representative parameter for each variable. The reproducibilities
were ±0.040 mV, ±1.24 µV/bpm, and ±0.11 mV for ST/HR hysteresis, ST/HR index and STend,
respectively. The Bland-Altman plots of these variables are presented in Figure 5.8. The
agreement of interpretation between the repeated measurements was 97% (59 of 61), 79% (48
of 61), and 74% (45 of 61) for ST/HR hysteresis, ST/HR index and STend, respectively. The
agreement between the repeated measurements of ST/HR hysteresis was significantly better
than that for the ST/HR index (p = 0.0045) or STend (p = 0.0010). No significant difference was
observed between these last mentioned (p = 0.32).

Figure 5.8. Bland-Altman reproducibility plots of ST/HR hysteresis, ST/HR index and STend

between repeated exercise ECG tests. Closed and open circles represent the data points for men
and women, respectively. The differences in exercise ECG variables between repeated
measurements (vertical axes) were calculated by subtracting the value of the second test from
that of the first. [IV, Figure 1]
SDBA = standard deviation of the difference between the repeated measurements; STend = end-exercise ST
depression; HR = heart rate; bpm = beats per minute.
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5.6 Computer program for visualization of temporal changes in ECG variables
A computer program, ECG Variable Cine, was developed for analysis of the ECG variables
gathered during an exercise test. The program makes it possible to image discrete ECG
variables as a continuous cine presentation over the measurement interval. In addition to Cine
presentation the program also includes fast and easy observation of the ECG variable in a
stationary three-dimensional (3-D) image. Figure 5.9 presents the user interface in both
program modes [II]. The Cine and 3-D presentations facilitate observation at a glance of the
ECG variable throughout the entire exercise test and over the selected lead system, making for
faster and more detailed analysis of the exercise ECG. The user can define the number and
order of the leads displayed, and can thus focus more effectively on the leads desired and
compare values between the leads as well as temporal changes in each lead.

Furthermore, the program determines two parameters; the average value of the variable over
the selected leads at every sample moment, and the chronotropic index (CRI), a parameter
which describes the percentage of the heart rate reserve used (assessed by calculating the ratio
of maximum heart rate reserve achieved to the age-predicted maximum heart rate reserve). The
importance of the average value and the CRI was evaluated in the detection of CAD using a
study population comprising 201 male patients, 101 with CAD and 100 clinically normal. The
areas under the ROC curves for the CRI, the average of ST-segment alteration from all 12
leads (Ave12) and the maximum values of ST-segment depression (Max12) at end of exercise
were 88.7%, 85.8% and 79.1%, respectively. The CRI and Ave12 had a significantly higher
area under the ROC curve than the Max12 (p = 0.0176 and p = 0.0290, respectively), but the
difference between CRI and Ave12 was not significant (p = 0.3560). The sensitivity values at
90% specificity were 67.5%, 59.4% and 49.4% for the CRI, Ave12 and Max12, respectively.
Statistical comparison showed a significant difference between the CRI and Max12 (p =
0.0271).

The program allows saving of the values of average and CRI in separate files, which makes
it a very useful tool for scientific researches. The computer program is compatible with a
program previously developed for comprehensive ST/HR analysis154.
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Figure 5.9. The upper figure shows a ECG Variable Cine presentation and the lower figure 3-D
Graphics as a mesh presentation. Control of the Cine presentation is with buttons located in the lower
left-hand margin. Exercise and recovery phases are distinguished by different colors and the previous
values are presented as a shadow on the screen. In the 3-D Graphics heart rate values are presented
with a continuous curve from the beginning to the end of the data. The lower left-hand window is a
menu for patient selection adjacent to which is the menu for leads. [II, Figures 1 and 3]
HR = heart rate; CRI = chronotropic index.
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5.7 Relation between the ST-segment parameters and ischemic injury sources
by computer modeling

The simulations demonstrated that in some cases the ST-segment response may be related to
the extent of ischemia. However, linear regression analysis indicated that the number of vessels
occluded and the ST-segment value (which incorporate the ST/HR slope) had a low likelihood
of linear relationship (the range of responses in each lead was wide). The average and range of
the ST-segment deviations (or relative values of ST/HR slope) in leads I, II, V1, V5 and
maximal ST-segment depression over all 12 leads in four different injury source categories are
presented in Figure 5.10 [VII].

 Figure 5.11 illustrates the ST/HR response in leads I, V2 and V5 to increased extent of
ischemia and the response to varying characteristics of the sources produced by different
occlusions in the coronary arteries [VII]. The figure represents one hypothetical example
comprising a variety of sources where the relationship between the heart rate and ST-segment
changes is considered identical. Other levels of heart rate where different areas become
ischemic are possible, as well as different coefficients describing the relationship between heart
rate and ST-segment changes.

The simulations revealed that larger ischemic sources produce various responses depending
on the source geometry and the ECG lead employed. Linearity of the ST/HR relation in
multivessel disease depends on source geometry and the capabilities of the detecting lead. For

Figure 5.10. Relationship between ST-segment deviation (proportional ST/HR slope) and number
of vessels occluded, showing the average and range of the ST-segment deviation in lead I, II, V1,
V5, and the maximal ST-segment depression of the 12-lead ECG generated by different sources
configurations. Six regional localized sources, three cases of one-vessel disease, three cases of
two-vessel disease, and one case of three-vessel disease are included. [VII, Figure 4 (modified)]
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example, in LAD+RCA disease, lead V2 indicated a nonlinear ST/HR relation, detecting
ischemia caused by RCA as an ST-segment elevation and that of by LAD as an ST-segment
depression (Figure 5.11g). On the other hand, lead I gave a linear ST/HR slope in LCX+RCA
disease (Figure 5.11i) because it did not indicate the RCA disease (Figure 5.11c). Noteworthy
is that lead V5 indicated all source areas as an ST-segment depression, producing ST/HR
relations which appeared quite linear in all cases.
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Figure 5.11. Illustration of ST/HR relations in single- and multivessel disease. ST/HR relations of lead
I, V2 and V5 generated by double-layer subendocardial ischemic injury sources: a) LAD source, b) LCX
source, c) RCA source in single-vessel disease; d), f) and h) sources representing two-vessel disease of
LAD+LCX, LAD+RCA and LCX+RCA, respectively, with similar occlusions in the vessels; e), g) and
i) sources representing two-vessel disease of LAD+LCX, LAD+RCA and LCX+RCA, respectively,
with different occlusions in the vessels producing injury sources at different HR. [VII, Figure 5]
LAD = left anterior descending coronary artery; LCX = left circumflex coronary artery; RCA = right coronary
artery; HR = heart rate.



+�
��

����������

6 DISCUSSION

6.1 Individual leads
For each variable the highest overall diagnostic performances according to ROC analysis were
achieved in chest leads V4, V5, V6 and limb leads I, -aVR[I, V]. The excellent overall
diagnostic performances of chest leads V5 and V6 are apparently maintained irrespective of the
analysis method employed. The results support those obtained in previous studies, where the
lateral precordial leads have been found to detect most ST depressions82, 87, 177, 181, 241, 249.
Contrary to the current conception, leads I and –aVR achieved an overall diagnostic
performance comparable to that with lateral precordial leads in each variable. By reason of the
low overall measurement sensitivity, these leads are commonly underestimated in conventional
CAD diagnosis. The relatively low signal value hampers manual analysis and the maximum
values very seldom appear in these leads. One further indubitable reason for the
underestimation of lead aVR is that it is not usually used inverted211, 212. The results here
revealed that more efficient utilization of these leads requires the use of lead-specific cut-off
criteria especially for computerized analysis of the exercise ECG.

Leads aVL and V1 were the most unreliable in the discrimination of patients with CAD and
patients with a low likelihood of the disease. The areas under the ROC curves were the
smallest and highly significantly smaller than those obtained with lead V5 in each variable.
Also inclusion of these leads in the maximum search procedure reduced the overall diagnostic
performance of variables used. Consistent with this observation, leads V1 and aVL have been
excluded in many studies employing the standard 12 leads during exercise tests129, 130, 135, 186, 194,

196-200, 202, 207, 237. This poor overall diagnostic performance is understandable considering the
measurement orientation (lead direction) of those leads. The directions in leads aVL and V1 are
perpendicular to that of the main injury current arising from subendocardial ischemia in the left
ventricle86. Thus, the majority of ischemic responses shown in these leads are modest and
might be observed as either ST depression or ST elevation, which tends to complicate analysis
of the ECG. Moreover, the low diagnostic performance of leads aVL and V1 might derive from
the sensitivity of the leads to interindividual differences in position and rotation of the heart3, 60,

109, 115, 118. On the other hand, the use of these deficient leads is justified for particular patients.
For example ST elevation in V1 and/or aVL in the absence of anterior Q-waves has been
claimed to predict anterior myocardial ischemia with severe LAD obstruction69, 70, 156.
However, diagnostically significant ST elevation during exercise ECG in patients without
resting Q-waves is uncommon41, 69, 156 and when present usually indicates a region of severe
myocardial ischemia69, 156.

6.2 Number and selection of leads in CAD detection
The effect of number and selection of ECG leads on the diagnostic properties of the ECG
variables was studied in studies I, V, VI. Several authors have demonstrated an improvement in
the detection of CAD using multiple leads during the exercise test18, 42, 224, 251; contradictory
results have also been reported38, 84, 85, 177, 187, 249 and the current recommendation claims that
lead V5 (or a combination of V5 and lead II) is adequate for detection of the main ischemic
responses when using the conventional ST depression criterion92. However, in most studies the
usual approach to the analysis of ST and ST/HR variables is to apply the maximum value
defined over several leads (i.e. maximum search procedure) as an ischemic response, the
rationale for such an approach presumably being to ensure adequate sensitivity. However, it is
obvious that increasing the number of leads used in a analysis of ischemic response detection
increases sensitivity, but a problem often arises in the form of an increase in false-positive
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responses (specificity decreases) and the diagnostic accuracy of the lead set does not
necessarily increase.

The results reported in publication I showed that increasing the number of leads to
maximum search procedure has a significant effect on the diagnostic properties of STend. The
use of a lead set comprising the five best leads improved the diagnostic capacity significantly
compared to sets with nine or twelve leads. Furthermore, the area under the ROC curve for a
set of five leads, as well as its sensitivity at a fixed 95% specificity, were more viable than the
corresponding values for any individual lead. The results also indicated that if a certain
specificity level is desired, the number and selection of the leads will also have the crucial
effect on the cut-off criterion used.

According to the results of study VI, the overall diagnostic performance in ST/HR
hysteresis could be enhanced when the number of leads for maximum search procedure was
increased. Especially when using a fixed cut-off criterion, the rate of increase in sensitivity was
markedly higher than rate of decrease in specificity at the beginning of the increase in the
number of leads (Figure 5.7). However, the increase in the overall diagnostic performance
accruing from the inclusion of number of leads was insignificant. In contrast, the decrease after
the ninth lead was marked and reduced below the level achieved with the single lead V5 alone.

As stated in section 6.1, the overall diagnostic performances of the individual leads were
different; clearly then the selection of leads has an influence on the diagnostic performance of
the variable used. According to the results the selection of the leads for the maximum search
procedure was of great importance, even more so than the total number of leads. Leads aVL
and V1 reduced the overall diagnostic performance of the variables. This was somewhat
surprising, in the respect that inclusion of perpendicular leads in the analysis might be assumed
to provide independent information for analysis and thus enhance the overall diagnostic
performance of the variable. This phenomenon might be explained by the fact that the majority
of ischemic responses in these leads are modest and might be observed as either ST depression
or ST elevation, which tends to complicate analysis of the ECG.

The relevance of the number and selection of leads was especially emphasized when
comparison was made between the ST/HR index and STend. With the single lead V5, or any
individual lead, there was no significant difference between the overall diagnostic
performances of the ST/HR index and STend. In contrast, when the maximum value of the
variable defined from nine leads was used the ST/HR index attained a significantly higher
overall diagnostic performance than STend.

6.3 Use of cut-off criteria for the ST and ST/HR variables
Guidelines and standards for the detection of ischemia by conventional ST-segment depression
analysis recommend use of the same fixed cut-off criterion (0.10 mV or 1.0 mm) for every
lead82, 92, 105, 120. Furthermore, many studies84, 155, 177, 251 have shown lead V5 to be capable of
detecting the majority of ischemic responses when a positive test criterion of ≥0.10 mV ST-
segment depression is used. The results in publication I indicate that larger cut-off criteria are
most suitable for the lateral precordial leads (V4-V6) and detailed study with STend showed that
the highest sensitivities at a cut-off criterion of -0.10 mV were to be found in leads V5 and V6,
which is in accord with the foregoing. Using the same -0.10 mV criterion for leads I and -aVR
the number of true-positive responses was extremely low (poor sensitivity). However, the areas
under the ROC curves for these leads indicated overall diagnostic performances as good as
those of the lateral precordial leads and the sensitivities at fixed 95% specificity did not
significantly differ from that with lead V5. Since the different sensitivity distributions of the
individual ECG leads mean that a fixed global cut-off criterion does not treat individual leads
equally, it would be quite natural to use dissimilar cut-off criteria for different ECG leads,
especially for computerized analysis. For example, according to the results here the cut-off
criterion for leads I and -aVR when using STend should be 50% smaller than for the lateral
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precordial leads. These arguments can be verified in the light of Figures 5.1, 5.2, 5.5 and 5.6,
and the results of our computer modeling study [VII] are likewise in accord with these
findings. The results support those in previous studies87, 181, 262 in which it has been suggested
that more detailed, lead-specific criteria should be defined and applied for the ST depression.

Another important issue is the effect of the number of leads on the cut-off criterion. It is
quite obvious that an increase in the number of leads will have an effect on the diagnostic
properties of the variable used. The present results revealed that using the same fixed partition
criterion an increase in the number of leads produces some improvement in sensitivity but at
the same time a loss of the specificity (Figures 5.3. and 5.7). Thus overall diagnostic
performance, as well as diagnostic accuracy, depend in large measure on the population under
investigation (i.e. prevalence of CAD) and it does not necessarily increase but may even be
reduced. Thus, if an equal specificity level is desired, operation with maximum search
procedure over several numbers of leads usually requires a larger cut-off criterion than when
using a single lead. It is apparent that in addition to the number of leads, the selection of the
leads plays an essential role in connection with the maximum search procedure. This would be
more marked if the criterion for optimization of the lead set were based on a fixed cut-off
criterion instead of ROC analysis. On the other hand, the results here also revealed that the
diagnostic accuracy of a variable could be improved using individualized cut-off criteria for
different leads, i.e. applying compartmental analysis.

6.4 Exercise ECG variables
According to the results obtained here, the superiority of ST/HR hysteresis over other variables
was evident [III, IV, V]. ST/HR hysteresis achieved the highest overall diagnostic performance
in each individual lead, except for aVL, and when using the maximum value of variables
defined from the nine leads. Furthermore, the sensitivity of ST/HR hysteresis at a high
specificity (>80%), which is the most important portion of the ROC curve for a diagnostic test
such as the exercise ECG, was higher than that of the others. ST/HR hysteresis had the most
uniform areas under the ROC curves over all 12 leads and the areas under the curves were over
85% in the majority of individual leads. This makes it possible to use ST/HR hysteresis with
greater efficiency and greater versatility than the other variables. The improved overall
diagnostic performance and greater reliability of ST/HR hysteresis may be explained in that the
method integrates the diagnostic information of both the exercise and the recovery phases of
the test. The results of our additional studies go to confirm the superior capability of ST/HR
hysteresis48, 152, 263-266. Likewise, other groups25, 108 using a similar methodology combining ST-
segment analysis during the exercise and recovery phases of the test have achieved improved
diagnostic accuracy over the traditional ECG variables.

One interesting observation was the capacity of the ST depression method during the
recovery phase. STrec gave greater overall diagnostic performances than STend in each lead and
the areas under the ROC curves for STrec were even greater than the corresponding areas of the
ST/HR index, indicating high information content in the recovery phase. This result supports
those in previous studies where the recovery phase has been shown to be of relevance in
detecting CAD1, 25, 29, 77, 108, 123, 127, 144, 151, 194, 226, 230, 233

The difference between STrec and ST/HR index diminished when the maximum value of the
variable over several leads was used compared to the values of individual leads. On the other
hand, use of the maximum value over nine leads increased the difference between the ST/HR
index and STend. It would thus appear that the effective utilization of the ST/HR index in the
detection of CAD requires the maximum search procedure over several leads. Here might lie
one essential reason for the contradictory results in studies where the ST/HR index has been
evaluated. In general, STend yielded the poorest overall diagnostic performances; the results
were nonetheless of the level described in the literature61, 86, 91.



� �����+�
��

���

6.5 Reproducibility of ST and ST/HR variables
The wide intra-individual variability of resting ECG recordings was already reported 30 years
ago175, 268. Thus, the reproducibility of exercise ECG variables is also bound to be relatively
poor, a circumstance which the results of this reproducibility study with asymptomatic middle-
aged individuals confirmed. The magnitude change in the variable, which has to be observed if
the clinician is to be assured that a real diagnostic change has occurred, was surprisingly large.
Similar results were achieved with middle-aged women using STend

267. However, the present
results indicated that the agreement of the interpretation with ST/HR hysteresis appeared to be
significantly better than those with the ST/HR index or STend.

6.6 Computer program for visualization of temporal changes in ECG variables
Temporal analysis of the ECG variables and comparison between different phases of the
exercise test are difficult and time-consuming, especially simultaneous examination of the
variables over several leads. The computer program constructed, ECG Variable Cine, was
designed to assist in this problem. It facilitates visualization of temporal changes in values of
exercise ECG variables over a selected ECG lead system. In addition to a cine feature, the
program includes stationary 3-D presentation for alteration in variables simultaneously in all
selected leads over the measurement data. The user can define the number and order of the
leads displayed, and thus focus more effectively on the leads desired and compare values
between the leads as well as temporal changes in each lead. The Cine and 3-D presentations
facilitate observation at a glance of an ECG variable throughout the entire exercise test and
over the selected lead system enabling a faster and more detailed analysis of the exercise ECG.

In addition to visualization the program determines two diagnostic parameters, the average
value of an ECG variable over the selected leads at every sample moment, and the CRI, which
indicates heart rate response to exercise. A summing method over all 12 leads, similar to our,
has previously been used in the analysis of ST-segment alteration when evaluating patients
with myocardial infarction during and after percutaneous transluminal coronary angioplasty138,

139, 213. However, the crucial difference in our method is that whereas in the summing method
the absolute values (values without sign) of ST-segment deviation are summed over 12 leads,
our method uses signed values. The CRI has been shown to improve the diagnostic accuracy of
the traditional and heart rate-adjusted ST-segment depression criteria for identification of
CAD209 and to be predictive of an increased coronary heart disease incidence148. According to
the results here the average value of ST-segment deviation at the end of the exercise over the
leads and CRI were clinically more competent in the detection of CAD than the maximum
value of end-exercise ST-segment depression.

By merit of Windows-based implementation the ECG Variable Cine program is easy to use
and easy to implement on personal computer (PC)-based ECG apparatus and analyzers. Until
now the program has been used exclusively in research projects.

6.7 Relation between the ST-segment parameters and ischemic injury sources
by computer modeling

The ST-segment, and especially the ST/HR slope, has been held to provide information
regarding ischemic injury sources, for example the extent and location of the injury and the
number of vessels occluded110, 203, 205. The simulations with a computer model of thorax and
heart demonstrated that neither the ST-segment deviation nor the ST/HR slope was directly
proportional to either the area of the ischemic site or the number of vessels occluded. A linear
ST/HR slope representing the entire ischemic section of the exercise test may be expected only
in single-vessel CAD. In multivessel CAD, when the severity and location of the occlusions in
each coronary artery are different, the temporal and spatial diversity of the multiple injury
sources generated will distort the presumed linearity between ST-segment deviation and heart
rate. Thus, in multivessel CAD the ST-segment depression may be lower than in single-vessel
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disease. Furthermore, the linearity of the ST/HR relation depends on the source geometry and
the capabilities of the detecting lead. In addition, the variance of clinical ST/HR slopes is
further increased by interindividual anatomic differences.

On the other hand, according to the present results lead V5 indicated all source areas as an
ST-segment depression, producing ST/HR relations which appeared somewhat linear in all
cases. Furthermore, simulations demonstrated that using a criterion of 0.10 mV for a positive
test result most ischemic responses can be detected with lateral precordial leads.

Since the final linear segment of the ST/HR slope (generally used as a clinical parameter)
did not include all available information on the disease, the view of the ST/HR relation should
be expanded and all the leads in the 12-lead ECG should be considered. Furthermore, more
detailed analysis than that based on a linear regression model of the behavior of the ST/HR
relation of the 12-lead ECG during the exercise test may provide information regarding extent
of injury, number of diseased vessels and extent of occlusions.

6.8 Limitations of the study
The major limitations of the present study pertain to the selection of the study population. The
CAD patients had angiographically proven coronary artery disease, but most of the reference
patients were defined only by clinical history. In an ideal study the entire study population
would have been examined by angiography. This kind of referral bias is of course unavoidable,
since it is unreasonable to investigate all patients by coronary angiography. Furthermore,
retrospective studies always involve the possibility that the interpretation of the exercise ECG
probably affected the decision to proceed with coronary angiography. Taking into account the
more frequent use of exercise ECG testing as a screening test in large populations, the use of a
bipartite study population, which in any case represents real clinical material, would seem
nonetheless to be a relevant approach to this study. In addition, when using ROC analysis as a
statistical method the effect of referral bias on the results is minimized and the results are more
reliable and can more easily be extended to different populations. In any case, the verification
of results must be undertaken with a different patient material.

The implications of the study may be limited in the case of women due to the marked
predominance of men in the material. However, the superiority of ST/HR hysteresis over the
traditional ECG variables among women has been shown in our additional study264. Cardiac
medication (the majority of CAD patients were using beta-blockers) clearly influenced the
results. However, the influence can be assumed to be identical for each lead and thus
comparison of the leads could be made regardless of medication. The number of patients with
one-, two- and three-vessel disease in the CAD group might affect the comparison of the leads.
On the other hand, the patients were distributed quite evenly over all these categories.
Conversely, comparison of the ST and ST/HR analyses might be more susceptible to these
factors. The reproducibility of the exercise ECG variables was studied in asymptomatic
middle-aged subjects. Thus the results for reproducibility are not applied to symptomatic
individuals or to patients with CAD. A reproducibility study with symptomatic or CAD
patients requires markedly shorter interval between repeated exercise ECG tests.

Additional limitations arise from the exercise test protocol used and from computerized
storing. All exercise tests in Tampere University Hospital were performed with a bicycle
ergometer using 4-minute incremental workload. The purpose of this slow progressive protocol
is to produce a steady-state condition at every exercise phase, where by a linear relationship
between the ST-segment and heart rate changes is not to be expected. For this reason the
acceptable number of ST/HR slope values was very small and the ST/HR slope was therefore
not included in the studies. The type of exercise test should not exert any major influence on
the studies, but reproduction of the studies should also be performed with the treadmill. Digital
saving of average complexes and heart rate values during the recovery phase was carried out
every minute. This somewhat scanty sample rate might affect the diagnostic properties of
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ST/HR hysteresis. Usually the heart rate and ST-segment changes during the first minute of the
recovery phase are important and thus a more frequent sampling rate is required for the
accurate determination of ST/HR hysteresis. Especially when the exercise test is not maximal,
the importance of frequent sampling is emphasized. However, sampling rate effects on the
diagnostic properties of ST/HR hysteresis were not studied.

There were several limitations in the computer model study. Although the accuracy of the
numerical methods was validated118, 143, the computer thorax model represents the anatomy of
one individual, and results thus indicate only one case and divergences are to be assumed when
they are applied to other cases or population studies109, 115, 255. In addition, the model did not
consider all inhomogeneities, the most important being anisotropy of the heart muscle. This
may further smooth the body surface potential distributions, thus reducing the ability of the
ECG to identify the injury sources. Also a more detailed model of the source, including the
exact form of the ischemic regions as well as membranic ionic currents, would increase the
accuracy.
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7 CONCLUSIONS

The purpose of this series of studies was to compare and assess the diagnostic properties of the
standard exercise ECG leads and to evaluate the effect of number and selection of leads on
these properties in the detection of CAD when using different ST and ST/HR variables.

The following conclusions can be drawn on the basis of the results of this series:
1) The exercise ECG leads have dissimilar diagnostic properties in the detection of CAD. The

properties of leads I, -aVR, V5 and V6 are most influential, whereas those of leads aVL and
V1 are insufficient in each ST and ST/HR variable.

2) The number and selection of leads has an influence on the diagnostic performance of the
variable used and more attention should thus be paid to the lead chosen for ECG analysis.
The leads aVL and V1 should be excluded when using the maximum value over leads. The
relevance of the number and selection of leads was emphasized when comparison was
made between the ST/HR index and STend. On the other hand, the overall diagnostic
performance of ST/HR hysteresis was uniform and competent in each standard lead. Thus,
ST/HR hysteresis is less sensitive to lead selection than other variables.

3) A use of a fixed cut-off criterion for each individual lead is inappropriate. The effective use
of the STend with leads I and -aVR requires the cut-off criterion applied to these leads to be
50% smaller than that used for lateral precordial leads. An increase in the number of leads
and the selection of leads for the maximum search procedure has an effect on the diagnostic
properties of the variable. If an equal specificity level is desired, operation with maximum
search procedure over several numbers of leads usually requires a larger cut-off criterion
than when using a single lead.

4) In clinical evaluation, the diagnostic properties of ST/HR hysteresis proved highly
competent and significantly better than other variables. The overall diagnostic performance
of the exercise ECG test in the detection of CAD can thus be significantly improved by
computerized analysis of the heart rate-adjusted ST depression pattern during the exercise
and recovery phases of the test.

5) The reproducibility of the ECG variables was poor, indicating that the observed change in
an exercise ECG variable between repeated measurements must be substantial for the
clinician to be confident that a diagnostically significant change has occurred. However, the
results indicated that the agreement of the interpretation with ST/HR hysteresis appeared to
be significantly better than those with the ST/HR index or STend.

6) The constructed computer program, the ECG Variable Cine with a 3-D presentation mode,
facilitates observation at a glance of an ECG variable throughout the entire exercise test
and over a selected lead system, allowing a faster and more detailed analysis of the exercise
ECG. Furthermore, the program determines two parameters; the average value of the
variable over selected leads at every sample moment, and the CRI parameter, which
indicates the heart rate response to exercise. The program is easy to use and easy to
implement on PC-based ECG apparatus and analyzers.

7) Computer model analysis suggested that ST-segment deviation and the ST/HR slope were
not able to indicate the extent of ischemic injury or the number of vessels occluded.





���������
������%

REFERENCES

1. Abhyankar, AD, Agrawal, AG and Mehta, AB. Recovery positive exercise stress test: an indication for
coronary artery disease. J Assoc Physicians India 42:700-2, 1994.

2. Abouantoun, S, Ahnve, S, Savvides, M, Witztum, K, Jensen, D and Froelicher, V. Can areas of myocardial
ischemia be localized by the exercise electrocardiogram? A correlative study with thallium-201 scintigraphy.
Am Heart J 108:933-41, 1984.

3. Adams, MG and Drew, BJ. Body position effects on the ECG: implication for ischemia monitoring. J
Electrocardiol 30:285-91, 1997.

4. Ahnve, S, Savvides, M, Abouantoun, S, Atwood, JE and Froelicher, V. Can myocardial ischemia be
recognized by the exercise electrocardiogram in coronary disease patients with abnormal resting Q waves?
Am Heart J 111:909-16, 1986.

5. Ahnve, S, Sullivan, M, Myers, J and Froelicher, V. Computer analysis of exercise-induced changes in QRS
duration in patients with angina pectoris and in normal subjects. Am Heart J 111:903-8, 1986.

6. Ameisen, O, Kligfield, P, Okin, PM, Miller, DH and Borer, JS. Effects of recent and remote infarction on
the predictive accuracy of the ST segment/heart rate slope. J Am Coll Cardiol 8:267-73, 1986.

7. Ameisen, O, Okin, PM, Devereux, RB, Hochreiter, C, Miller, DH, Zullo, MA, Borer, JS and Kligfield, P.
Predictive value and limitations of the ST/HR slope. Br Heart J 53:547-51, 1985.

8. Arab, D, Valeti, V, Schünemann, HJ and López-Candales, A. Usefulness of the QTc interval in predicting
myocardial ischemia in patients undergoing exercise stress testing. Am J Cardiol 85:764-6, 2000.

9. Arstila, M, Kallio, V and Seppänen, A, eds. Clinical Exercise Testing. Standards for Procedure and
Recommendations for Interpretation (in Finnish). Turku. Publication of the Social Insurance Institution,
1984.

10. Ascoop, CA, Distelbrink, CA and De Lang, PA. Clinical value of quantitative analysis of ST slope during
exercise. Br Heart J 39:212-7, 1977.

11. Atwood, JE, Do, D, Froelicher, V, Chilton, R, Dennis, C, Froning, J, Janosi, A, Mortara, D and Myers, J.
Can computerization of the exercise test replace the cardiologist? Am Heart J 136:543-52, 1998.

12. Aursnes, I, Benestad, AM, Sivertssen, E, Skjaeggestad, O and Grønseth, K. Degree of coronary artery
disease predicted by exercise testing. J Intern Med 229:325-30, 1991.

13. Balcon, R, Brooks, N and Layton, C. Correlation of heart rate/ST slope and coronary angiographic findings.
Br Heart J 52:304-7, 1984.

14. Barlow, JB. The false positive exercise electrocardiogram: value of time course patterns in assessment of
depressed ST segments and inverted T waves. Am Heart J 110:1328-36, 1985.

15. Barnhill, JE, Wikswo, JPJ, Dawson, AK, Gundersen, S, Robertson, RM, Robertson, D, Virmani, R and
Smith, RF. The QRS complex during transient myocardial ischemia: studies in patients with variant angina
pectoris and in a canine preparation. Circulation 71:901-11, 1985.

16. Barolsky, S, Gilbert, C, Faruqui, A, Nutter, D and Schlant, R. Differences in electrocardiographic response
to exercise of women and men: a non-Bayesian factor. Circulation 60:1021-7, 1979.

17. Baron, DW, Ilsley, C, Sheiban, I, Poole-Wilson, PA and Rickards, AF. R wave amplitude during exercise.
Relation to left ventricular function and coronary artery disease. Br Heart J 44:512-7, 1980.

18. Baron, DW, Poole-Wilson, PA and Rickards, AF. Maximal 12-lead exercise testing for prediction of
severity of coronary artery disease. Eur J Cardiol 11:259-67, 1980.

19. Bateman, T, Gray, R, Maddahi, J, Rozanski, A, Raymond, M and Berman, D. Transient appearance of Q
waves in coronary disease during exercise electrocardiography: consideration of mechanisms and clinical
importance. Am Heart J 104:182-4, 1982.

20. Bateman, TM, Czer, LS, Gray, RJ, Maddahi, J, Raymond, MJ, Geft, IL, Ganz, W, Shah, PK and Berman,
DS. Transient pathologic Q waves during acute ischemic events: an electrocardiographic correlate of
stunned but viable myocardium. Am Heart J 106:1421-6, 1983.

21. Berényi, I, Hajduczki, IS and Böszörményi, E. Quantitative evaluation of exercise-induced ST-segment
depression for estimation of degree of coronary artery disease. Eur Heart J 5:289-94, 1984.

22. Berman, DS, Kiat, H, Van Train, K, Garcia, E, Friedman, J and Maddahi, J. Technetium 99m sestamibi in
the assessment of chronic coronary artery disease [see comments]. Semin Nucl Med 21:190-212, 1991.

23. Berman, JA, Wynne, J, Mallis, G and Cohn, PF. Improving diagnostic accuracy of the exercise test by
combining R-wave changes with duration of ST segment depression in a simplified index. Am Heart J
105:60-6, 1983.



 &��������������


24. Bertolet, BD, Boyette, AF, Mardis, M and Hill, JA. Effect of precordial electrocardiographic electrode
placement on ST-segment measurement during exercise. Clin Cardiol 18:223-4, 1995.

25. Bigi, R, Maffi, M, Occhi, G, Bolognese, L and Pozzoni, L. Improvement in identification of multivessel
disease after acute myocardial infarction following stress-recovery analysis of ST depression in the heart rate
domain during exercise. Eur Heart J 15:1240-6, 1994.

26. Bland, JM and Altman, DG. Statistical methods for assessing agreement between two methods of clinical
measurement. Lancet 1:307-10, 1986.

27. Bobbio, M and Detrano, R. A lesson from the controversy about heart rate adjustment of ST segment
depression. Circulation 84:1410-3, 1991.

28. Bobbio, M, Detrano, R, Schmid, JJ, Janosi, A, Righetti, A, Pfisterer, M, Steinbrunn, W, Guppy, KH, Abi-
Mansour, P, Deckers, JW, et al. Exercise-induced ST depression and ST/heart rate index to predict triple-
vessel or left main coronary disease: a multicenter analysis. J Am Coll Cardiol 19:11-8, 1992.

29. Bogaty, P, Gavrielides, S, Mure, P, Gaspardone, A and Maseri, A. Duration and magnitude of ST-segment
depression during exercise and recovery: a symmetric relation. Am Heart J 129:666-71, 1995.

30. Bogaty, P, Guimond, J, Robitaille, NM, Rousseau, L, Simard, S, Rouleau, JR and Dagenais, GR. A
reappraisal of exercise electrocardiographic indexes of the severity of ischemic heart disease: angiographic
and scintigraphic correlates. J Am Coll Cardiol 29:1497-504, 1997.

31. Bonoris, PE, Greenberg, PS, Castellanet, MJ and Ellestad, MH. Significance of changes in R wave
amplitude during treadmill stress testing: angiographic correlation. Am J Cardiol 41:846-51, 1978.

32. Bonoris, PE, Greenberg, PS, Christison, GW, Castellanet, MJ and Ellestad, MH. Evaluation of R wave
amplitude changes versus ST-segment depression in stress testing. Circulation 57:904-10, 1978.

33. Borg, G, Holmgren, A and Lindblad, I. Quantitative evaluation of chest pain. Acta Med Scand Suppl 644:43-
5, 1981.

34. Borg, GA. Psychophysical bases of perceived exertion. Med Sci Sports Exerc 14:377-81, 1982.
35. Bruce, RA and McDonough, JR. Stress testing in screening for cardiovascular disease. Bull N Y Acad Med

45:1288-305, 1969.
36. Cantor, A, Goldfarb, B, Mai, O and Battler, A. Ischemia detection in women: the diagnostic value of

exercise QRS duration changes. J Electrocardiol 31:271-7, 1998.
37. Cantor, A, Hendler, N and Cristal, N. Shift from left to right axis deviation during ischemia. J Electrocardiol

25:237-41, 1992.
38. Carlens, P, Forssell, G, Jonasson, R, Landou, C and Orinius, E. Does post-exercise ST depression reflect

local ischemia or some global effect in the left ventricle? Acta Med Scand 217:181-7, 1985.
39. Cerqueira, MD. Diagnostic testing strategies for coronary artery disease: special issues related to gender. Am

J Cardiol 75:52D-60D, 1995.
40. Chahine, RA, Awdeh, MR, Mnayer, M, Raizner, AE and Luchi, RJ. The evolutionary pattern of exercise-

induced ST segment depression. J Electrocardiol 12:235-9, 1979.
41. Chahine, RA, Raizner, AE and Ishimori, T. The clinical significance of exercise-induced ST-segment

elevation. Circulation 54:209-13, 1976.
42. Chaitman, BR, Bourassa, MG, Wagniart, P, Corbara, F and Ferguson, RJ. Improved efficiency of treadmill

exercise testing using a multiple lead ECG system and basic hemodynamic exercise response. Circulation
57:71-9, 1978.

43. Chaitman, BR and Hanson, JS. Comparative sensitivity and specificity of exercise electrocardiographic lead
systems. Am J Cardiol 47:1335-49, 1981.

44. Chaitman, BR, Waters, DD, Théroux, P and Hanson, JS. S-T segment elevation and coronary spasm in
response to exercise. Am J Cardiol 47:1350-8, 1981.

45. Cheng, SL, Ellestad, MH and Selvester, RH. Significance of ST-segment depression with R-wave amplitude
decrease on exercise testing. Am J Cardiol 83:955-9, A9, 1999.

46. Chikamori, T, Doi, YL, Furuno, T, Yonezawa, Y and Ozawa, T. Diagnostic significance of deep T-wave
inversion induced by exercise testing in patients with suspected coronary artery disease. Am J Cardiol
70:403-6, 1992.

47. Cole, C, Blackstone, E, Pashkow, F, Snader, C and Lauer, M. Heart-rate recovery immediately after exercise
as a predictor of mortality. N Engl J Med 341:1351-7, 1999.

48. Cole, C, Lehtinen, R, Viik, J, Diaz, L, Foody, J, Okin, P and Lauer, M. Prognostic implications of hysteresis
of the ST-segment/heart rate recovery loop following maximal exercise. J Am Coll Cardiol 35 Suppl A:213-
4, 2000.

49. Cole, CR, Foody, JM, Blackstone, EH and Lauer, MS. Heart rate recovery after submaximal exercise testing
as a predictor of mortality in a cardiovascularly healthy cohort. Ann Intern Med 132:552-5, 2000.



���������
����� �

50. Conti, CR. Coronary arteriography. Circulation 55:227-37, 1977.
51. Crenshaw, JH, Mirvis, DM, el-Zeky, F, van der Zwaag, R, Ramanathan, KB, Maddock, V, Kroetz, FH and

Sullivan, JM. Interactive effects of ST-T wave abnormalities on survival of patients with coronary artery
disease. J Am Coll Cardiol 18:413-20, 1991.

52. De Bacquer, D, De Backer, G, Kornitzer, M and Blackburn, H. Prognostic value of ECG findings for total,
cardiovascular disease, and coronary heart disease death in men and women. Heart 80:570-7, 1998.

53. de Caprio, L, Ascione, L, Cuomo, S, Vigorito, C, Brienza, A, Acanfora, D, Papa, M, Donatiello, A, Chieffo,
C and Rengo, F. Evaluation of exercise-induced Q-wave amplitude changes and their clinical value. J
Electrocardiol 21:45-53, 1988.

54. de Caprio, L, Cuomo, S, Bellotti, P, Adamo, B, Postiglione, M, Vigorito, C and Rengo, F. R wave amplitude
changes during stress testing. Comparison with ST segment depression and angiographic correlation. Am
Heart J 99:413-8, 1980.

55. de Caprio, L, Cuomo, S, Vigorito, C, Meccariello, P, Romano, M, Zarra, AM and Rengo, F. Influence of
heart rate on exercise-induced R-wave amplitude changes in coronary patients and normal subjects. Am
Heart J 107:61-8, 1984.

56. Deanfield, JE, Davies, G, Mongiadi, F, Savage, C, Selwyn, AP and Fox, KM. Factors influencing R wave
amplitude in patients with ischaemic heart disease. Br Heart J 49:8-14, 1983.

57. Deckers, JW, Rensing, BJ, Tijssen, JG, Vinke, RV, Azar, AJ and Simoons, ML. A comparison of methods
of analysing exercise tests for diagnosis of coronary artery disease. Br Heart J 62:438-44, 1989.

58. Deckers, JW, Vinke, RV, Vos, JR and Simoons, ML. Changes in the electrocardiographic response to
exercise in healthy women. Br Heart J 64:376-80, 1990.

59. DeLong, ER, DeLong, DM and Clarke-Pearson, DL. Comparing the areas under two or more correlated
receiver operating characteristic curves: a nonparametric approach. Biometrics 44:837-45, 1988.

60. Detrano, R. Variability in the accuracy of the exercise ST-segment in predicting the coronary angiogram:
how good can we be? J Electrocardiol 24 Suppl:54-61, 1992.

61. Detrano, R, Gianrossi, R and Froelicher, V. The diagnostic accuracy of the exercise electrocardiogram: a
meta-analysis of 22 years of research. Prog Cardiovasc Dis 32:173-206, 1989.

62. Detrano, R, Gianrossi, R, Mulvihill, D, Lehmann, K, Dubach, P, Colombo, A and Froelicher, V. Exercise-
induced ST segment depression in the diagnosis of multivessel coronary disease: a meta-analysis. J Am Coll
Cardiol 14:1501-8, 1989.

63. Detrano, R, Salcedo, E, Leatherman, J and Day, K. Computer-assisted versus unassisted analysis of the
exercise electrocardiogram in patients without myocardial infarction. J Am Coll Cardiol 10:794-9, 1987.

64. Detrano, R, Salcedo, E, Passalacqua, M and Friis, R. Exercise electrocardiographic variables: a critical
appraisal. J Am Coll Cardiol 8:836-47, 1986.

65. Detry, J, Kapita, B, Cosyns, J, Sottiaux, B, Brasseur, L and Rousseau, M. Diagnostic value of history and
maximal exercise electrocardiography in men and women suspected of coronary heart disease. Circulation
56:756-61, 1977.

66. Detry, JM, Robert, A, Luwaert, RJ, Rousseau, MF, Brasseur, LA, Melin, JA and Brohet, CR. Diagnostic
value of computerized exercise testing in men without previous myocardial infarction. A multivariate,
compartmental and probabilistic approach. Eur Heart J 6:227-38, 1985.

67. Diamond, GA and Forrester, JS. Analysis of probability as an aid in the clinical diagnosis of coronary artery
disease. N Engl J Med 300:1350-8, 1979.

68. Do, D, Marcus, R, Froelicher, V, Janosi, A, West, J, Atwood, JE, Myers, J, Chilton, R and Froning, J.
Predicting severe angiographic coronary artery disease using computerization of clinical and exercise test
data. Chest 114:1437-45, 1998.

69. Dunn, RF, Freedman, B, Bailey, IK, Uren, RF and Kelly, DT. Localization of coronary artery disease with
exercise electrocardiography: correlation with thallium-201 myocardial perfusion scanning. Am J Cardiol
48:837-43, 1981.

70. Dunn, RF, Freedman, B, Kelly, DT, Bailey, IK and McLaughlin, A. Exercise-induced ST-segment elevation
in leads V1 or aVL. A predictor of anterior myocardial ischemia and left anterior descending coronary artery
disease. Circulation 63:1357-63, 1981.

71. Ejdeback, J, Angelhed, JE, Bjuro, T, Falk, KJ, Schlossman, D and Varnauskas, E. Computerized exercise
ECG in the diagnosis of critical coronary lesions. Cardiology 69:22-33, 1982.

72. Elamin, MS, Boyle, R, Kardash, MM, Smith, DR, Stoker, JB, Whitaker, W, Mary, DA and Linden, RJ.
Accurate detection of coronary heart disease by new exercise test. Br Heart J 48:311-20, 1982.

73. Elamin, MS, Mary, DA, Smith, DR and Linden, RJ. Prediction of severity of coronary artery disease using
slope of submaximal ST segment/heart rate relationship. Cardiovasc Res 14:681-91, 1980.



 ���������������


74. Elhendy, A, van Domburg, RT, Bax, JJ and Roelandt, JR. The significance of stress-induced ST segment
depression in patients with inferior Q wave myocardial infarction. J Am Coll Cardiol 33:1909-15, 1999.

75. Elhendy, A, van, DR, Bax, J and Roelandt, J. Gender differences in the relation between ST-T-wave
abnormalities at baseline electrocardiogram and stress myocardial perfusion abnormalities in patients with
suspected coronary artery disease. Am J Cardiol 84:865-9, 1999.

76. Ellestad, MH, Crump, R and Surber, M. The significance of lead strength on ST changes during treadmill
stress tests. J Electrocardiol 25 Suppl:31-4, 1992.

77. Ellestad, MH, Thomas, L, Ong, R and Loh, J. The predictive value of the time course of ST segment
depression during exercise testing in patients referred for coronary angiograms. Am Heart J 123:904-8,
1992.

78. Famularo, MA, Paliwal, Y, Redd, R and Ellestad, MH. Identification of septal ischemia during exercise by
Q-wave analysis: correlation with coronary angiography. Am J Cardiol 51:440-3, 1983.

79. Fearon, WF, Lee, DP and Froelicher, VF. The effect of resting ST segment depression on the diagnostic
characteristics of the exercise treadmill test. J Am Coll Cardiol 35:1206-11, 2000.

80. Finkelhor, RS, Newhouse, KE, Vrobel, TR, Miron, SD and Bahler, RC. The ST segment/heart rate slope as
a predictor of coronary artery disease: comparison with quantitative thallium imaging and conventional ST
segment criteria. Am Heart J 112:296-304, 1986.

81. Finnish Heart Association. Statistics: Cardiovascular Diseases in Finland. Finnish Heart Association. 2000
(http://www.sydantautiliitto.fi/englanti/cardiovascular.html).

82. Fletcher, GF, Balady, G, Froelicher, VF, Hartley, LH, Haskell, WL and Pollock, ML. Exercise standards. A
statement for healthcare professionals from the American Heart Association. Writing Group. Circulation
91:580-615, 1995.

83. Fox, K, England, D, Jonathan, A and Selwyn, A. Inability of exercise-induced R wave changes to predict
coronary artery disease. Am J Cardiol 49:674-9, 1982.

84. Fox, RM, Hakki, AH and Iskandrian, AS. Relation between electrocardiographic and scintigraphic location
of myocardial ischemia during exercise in one-vessel coronary artery disease. Am J Cardiol 53:1529-31,
1984.

85. Froelicher, VF, Lehmann, KG, Thomas, R, Goldman, S, Morrison, D, Edson, R, Lavori, P, Myers, J, Dennis,
C, Shabetai, R, Do, D and Froning, J. The electrocardiographic exercise test in a population with reduced
workup bias: diagnostic performance, computerized interpretation, and multivariable prediction. Veterans
Affairs Cooperative Study in Health Services (QUEXTA) Study Group. Quantitative Exercise Testing and
Angiography. Ann Intern Med 128:965-74, 1998.

86. Froelicher, VF and Myers, JN. Exercise and the Heart. 4th ed. Philadelphia, Pennsylvania. W.B. Saunders
Company. 2000.

87. Froelicher, VFJ, Wolthius, R, Keiser, N, Stewart, A, Fischer, J, Longo, MRJ, Triebwasser, JH and
Lancaster, MC. A comparison of two bipolar exercise electrocardiographic leads to lead V5. Chest 70:611-6,
1976.

88. Fuchs, RM, Achuff, SC, Grunwald, L, Yin, FC and Griffith, LS. Electrocardiographic localization of
coronary artery narrowings: studies during myocardial ischemia and infarction in patients with one-vessel
disease. Circulation  66:1168-76, 1982.

89. Gallik, DM, Mahmarian, JJ and Verani, MS. Therapeutic significance of exercise-induced ST-segment
elevation in patients without previous myocardial infarction. Am J Cardiol 72:1-7, 1993.

90. Garcia, EV, Cooke, CD, Van Train, KF, Folks, R, Peifer, J, DePuey, EG, Maddahi, J, Alazraki, N, Galt, J,
Ezquerra, N, et al. Technical aspects of myocardial SPECT imaging with technetium-99m sestamibi. Am J
Cardiol 66:23E-31E, 1990.

91. Gianrossi, R, Detrano, R, Mulvihill, D, Lehmann, K, Dubach, P, Colombo, A, McArthur, D and Froelicher,
V. Exercise-induced ST depression in the diagnosis of coronary artery disease. A meta-analysis. Circulation
80:87-98, 1989.

92. Gibbons, RJ, Balady, GJ, Beasley, JW, Bricker, JT, Duvernoy, WF, Froelicher, VF, Mark, DB, Marwick,
TH, McCallister, BD, Thompson, PDJ, Winters, WL, Yanowitz, FG, Ritchie, JL, Cheitlin, MD, Eagle, KA,
Gardner, TJ, Garson, AJ, Lewis, RP, O’Rourke, RA and Ryan, TJ. ACC/AHA Guidelines for Exercise
Testing. A report of the American College of Cardiology/American Heart Association Task Force on
Practice Guidelines (Committee on Exercise Testing). J Am Coll Cardiol 30:260-311, 1997.

93. Glazier, J, Chierchia, S, Margonato, A and Maseri, A. Increase in S-wave amplitude during ischemic ST-
segment depression in stable angina pectoris. Am J Cardiol 59:1295-9, 1987.

94. Goldberg, N, Schifter, D, Butte, A and Stein, R. Comparison of ST-segment/heart rate slope analysis with
standard ST-segment measurement criteria to outcome of exercise thallium-201 imaging. Am J Cardiol
76:1097-8, 1995.

http://www.sydantautiliitto.fi/englanti/cardiovascular.html


���������
����� �

95. Goldschlager, N, Selzer, A and Cohn, K. Treadmill stress tests as indicators of presence and severity of
coronary artery disease. Ann Intern Med 85:277-86, 1976.

96. Grossman, W, ed. Cardiac catheterization and angiography. 3rd ed. Philadelphia. Lea & Febiger, 1986.
97. Guiteras, P, Chaitman, BR, Waters, DD, Bourassa, MG, Scholl, JM, Ferguson, RJ and Wagniart, P.

Diagnostic accuracy of exercise ECG lead systems in clinical subsets of women. Circulation 65:1465-74,
1982.

98. Haiat, R and Chiche, P. Transient abnormal Q waves in the course of ischemic heart disease. Chest 65:140-
4, 1974.

99. Hajduczki, I, Berényi, I, Enghoff, E, Malmberg, P and Erikson, U. Qualitative and quantitative evaluation of
the exercise electrocardiogram in assessing the degree of coronary heart disease. J Electrocardiol 18:55-62,
1985.

100. Hakki, AH, Iskandrian, AS, Kutalek, S, Hare, TW and Sokoloff, NM. R wave amplitude: a new determinant
of failure of patients with coronary heart disease to manifest ST segment depression during exercise. J Am
Coll Cardiol 3:1155-60, 1984.

101. Halon, DA, Mevorach, D, Rodeanu, M and Lewis, BS. Improved criteria for localization of coronary artery
disease from the exercise electrocardiogram. Cardiology 84:331-8, 1994.

102. Hamasaki, S, Nakano, F, Arima, S, Tahara, M, Kamekou, M, Fukumoto, N, Yamaguchi, T, Kihara, K,
Shono, H, Nakao, S and Tanaka, H. A new criterion combining ST/HR slope and deltaST/deltaHR index for
detection of coronary artery disease in patients on digoxin therapy. Am J Cardiol 81:1100-4, 1998.

103. Hanley, JA and McNeil, BJ. The meaning and use of the area under a receiver operating characteristic
(ROC) curve. Radiology 143:29-36, 1982.

104. Haraphongse, M, Kappagoda, T and Rossall, RE. Localization of coronary artery disease with exercise
induced ST segment depression: coronary angiographic correlation. Can J Cardiol 1:92-6, 1985.

105. Heikkilä, J, ed. ECG - basis and interpretation [EKG - perusteet ja tulkinta]. 2nd ed. Hämeenlinna. Orion-
yhtymä, 1991.

106. Herbert, WG, Dubach, P, Lehmann, KG and Froelicher, VF. Effect of beta-blockade on the interpretation of
the exercise ECG: ST level versus delta ST/HR index. Am Heart J 122:993-1000, 1991.

107. Herpin, D, Ferrandis, J, Borderon, P, Gaudeau, B, Ragot, S, Gigon, S and Demange, J. Comparison of the
diagnostic accuracy of different methods of measurement of heart rate-adjusted ST-segment depression
during exercise testing for identification of coronary artery disease. Am J Cardiol 76:1147-51, 1995.

108. Herpin, D, Ferrandis, J, Couderq, C, Gaudeau, B, Ragot, S, Gigon, S and Demange, J. Usefulness of a
quantitative analysis of the recovery phase patterns of the ST-segment depression in the diagnosis of
coronary artery disease. Am J Med 101:592-8, 1996.

109. Hoekema, R, Uijen, GJ, van Erning, L and van Oosterom, A. Interindividual variability of multilead
electrocardiographic recordings: influence of heart position. J Electrocardiol 32:137-48, 1999.

110. Holland, RP and Arnsdorf, MF. Solid angle theory and the electrocardiogram: physiologic and quantitative
interpretations. Prog Cardiovasc Dis 19:431-57, 1977.

111. Holland, RP and Brooks, H. The QRS complex during myocardial ischemia. An experimental analysis in the
porcine heart. J Clin Invest 57:541-50, 1976.

112. Hollenberg, M, Budge, WR, Wisneski, JA and Gertz, EW. Treadmill score quantifies electrocardiographic
response to exercise and improves test accuracy and reproducibility. Circulation 61:276-85, 1980.

113. Hollenberg, M, Go, MJ, Massie, BM, Wisneski, JA and Gertz, EW. Influence of R-wave amplitude on
exercise-induced ST depression: need for a gain factor correction when interpreting stress
electrocardiograms. Am J Cardiol 56:13-7, 1985.

114. Hsu, TS, Lee, CP, Chern, MS and Cheng, NJ. Critical appraisal of exercise variables: a treadmill study.
Coron Artery Dis 10:15-22, 1999.

115. Huiskamp, GJ and van Oosterom, A. Heart position and orientation in forward and inverse
electrocardiography. Med Biol Eng Comput 30:613-20, 1992.

116. Hung, J, Chaitman, B, Lam, J, Lesperance, J, Dupras, G, Fines, P and Bourassa, M. Noninvasive diagnostic
test choices for the evaluation of coronary artery disease in women: a multivariate comparison of cardiac
fluoroscopy, exercise electrocardiography and exercise thallium myocardial perfusion scintigraphy. J Am
Coll Cardiol 4:8-16, 1984.

117. Hyde, T, French, J, Wong, C, Straznicky, I, Whitlock, R and White, H. Four-year survival of patients with
acute coronary syndromes without ST-segment elevation and prognostic significance of 0.5-mm ST-segment
depression. Am J Cardiol 84:379-85, 1999.

118. Hyttinen, J. Development of regional aimed ECG leads especially for myocardial ischemia diagnosis.
Doctoral dissertation. Tampere, Finland. Tampere University of Technology, 1994.



  ��������������


119. Igarashi, H, Yamaki, M, Kubota, I, Ikeda, K, Matsui, M, Tsuiki, K and Yasui, S. Relation between
localization of coronary artery disease and local abnormalities in ventricular activation during exercise tests.
Circulation 81:461-9, 1990.

120. Jain, A and Murray, DR. Detection of myocardial ischemia. Curr Probl Cardiol 20:773-824, 1995.
121. Janse, MJ, van Capelle, FJ, Morsink, H, Kléber, AG, Wilms-Schopman, F, Cardinal, R, d'Alnoncourt, CN

and Durrer, D. Flow of injury current and patterns of excitation during early ventricular arrhythmias in acute
regional myocardial ischemia in isolated porcine and canine hearts. Evidence for two different
arrhythmogenic mechanisms. Circ Res 47:151-65, 1980.

122. Kalaria, VG and Dwyer, EM. Ability of the exercise electrocardiogram test to detect ischemia in stable
coronary artery disease patients with ST-segment depression on the resting electrocardiogram. Am Heart J
135:901-6, 1998.

123. Kamata, J, Nakai, K, Kawazoe, K and Hiramori, K. ST-segment/heart rate loop analysis on treadmill
exercise testing can provide diagnostic and prognostic information in patients with stable effort angina.
Coron Artery Dis 6:547-54, 1995.

124. Kansal, S, Roitman, D and Sheffield, LT. Stress testing with ST-segment depression at rest. An angiographic
correlation. Circulation 54:636-9, 1976.

125. Kardash, M, Boyle, R, Elamin, MS, Stoker, JB, Mary, DA and Linden, RJ. Detection of severity of coronary
artery disease by the ST segment/heart rate relationship in patients on beta-blocker therapy. Cardiovasc Res
16:508-15, 1982.

126. Kardash, M, Elamin, MS, Mary, DA, Whitaker, M, Smith, DR, Boyle, R, Stoker, JB and Linden, RJ. The
slope of ST segment/heart rate relationship during exercise in the prediction of severity of coronary artery
disease. Eur Heart J 3:449-58, 1982.

127. Karnegis, JN, Matts, J, Tuna, N and Amplatz, K. Comparison of exercise-positive with recovery-positive
treadmill graded exercise tests. Am J Cardiol 60:544-7, 1987.

128. Kléber, AG, Janse, MJ, van Capelle, FJ and Durrer, D. Mechanism and time course of S-T and T-Q segment
changes during acute regional myocardial ischemia in the pig heart determined by extracellular and
intracellular recordings. Circ Res 42:603-13, 1978.

129. Kligfield, P, Ameisen, O and Okin, PM. Relation of the exercise ST/HR slope to simple heart rate
adjustment of ST segment depression. J Electrocardiol 20 Suppl:135-40, 1987.

130. Kligfield, P, Ameisen, O and Okin, PM. Heart rate adjustment of ST segment depression for improved
detection of coronary artery disease. Circulation 79:245-55, 1989.

131. Kligfield, P, Ameisen, O, Okin, PM and Borer, JS. Evaluation of the exercise electrocardiogram by the ST
segment/heart rate slope. Bull N Y Acad Med 63:480-92, 1987.

132. Kligfield, P and Okin, PM. Heart rate adjustment of ST depression in patients with coronary disease and
negative standard exercise tests. J Electrocardiol 32 Suppl:193-7, 1999.

133. Kligfield, P, Okin, PM, Ameisen, O and Borer, JS. Evaluation of coronary artery disease by an improved
method of exercise electrocardiography: the ST segment/heart rate slope. Am Heart J 112:589-98, 1986.

134. Kligfield, P, Okin, PM, Ameisen, O, Wallis, J and Borer, JS. Correlation of the exercise ST/HR slope with
anatomic and radionuclide cineangiographic findings in stable angina pectoris. Am J Cardiol 56:418-21,
1985.

135. Kligfield, P, Okin, PM and Goldberg, HL. Value and limitations of heart rate-adjusted ST segment
depression criteria for the identification of anatomically severe coronary obstruction: test performance in
relation to method of rate correction, definition of extent of disease, and beta-blockade. Am Heart J
125:1262-8, 1993.

136. Koide, Y, Yotsukura, M, Tajino, K, Yoshino, H and Ishikawa, K. Enhanced detection of ischemic but viable
myocardium by QT interval dispersion on treadmill exercise electrocardiograms of patients with healed
anterior wall myocardial infarcts. Clin Cardiol 23:277-84, 2000.

137. Koide, Y, Yotsukura, M, Yoshino, H and Ishikawa, K. Value of QT dispersion in the interpretation of
treadmill exercise electrocardiograms of patients without exercise-induced chest pain or ST-segment
depression. Am J Cardiol 85:1094-5, 2000.

138. Krucoff, MW, Croll, MA, Pope, JE, Granger, CB, O'Connor, CM, Sigmon, KN, Wagner, BL, Ryan, JA,
Lee, KL, Kereiakes, DJ and al., e. Continuous 12-lead ST-segment recovery analysis in the TAMI 7 study.
Performance of a noninvasive method for real-time detection of failed myocardial reperfusion. Circulation
88:437-46, 1993.

139. Krucoff, MW, Croll, MA, Pope, JE, Pieper, KS, Kanani, PM, Granger, CB, Veldkamp, RF, Wagner, BL,
Sawchak, ST and Califf, RM. Continuously updated 12-lead ST-segment recovery analysis for myocardial
infarct artery patency assessment and its correlation with multiple simultaneous early angiographic
observations. Am J Cardiol 71:145-51, 1993.



���������
����� !

140. Kurata, C, Tawarahara, K, Okayama, K, Kobayashi, A, Yamazaki, N, Kondo, M, Shimono, Y, Sakata, K,
Yoshida, H and Hoshino, T. Localization of exercise-induced myocardial ischemia with ST depression.
Intern Med 31:583-8, 1992.

141. Kurita, A, Chaitman, BR and Bourassa, MG. Significance of exercise-induced junctional S-T depression in
evaluation of coronary artery disease. Am J Cardiol 40:492-7, 1977.

142. Kwok, Y, Kim, C, Grady, D, Segal, M and Redberg, R. Meta-analysis of exercise testing to detect coronary
artery disease in women. Am J Cardiol 83:660-6, 1999.

143. Laarne, P, Eskola, H, Hyttinen, J, Suihko, V and Malmivuo, J. Validation of a detailed computer model for
the electric fields in the brain. J Med Eng Technol 19:84-7, 1995.

144. Lachterman, B, Lehmann, KG, Abrahamson, D and Froelicher, VF. "Recovery only" ST-segment depression
and the predictive accuracy of the exercise test. Ann Intern Med 112:11-6, 1990.

145. Lachterman, B, Lehmann, KG, Detrano, R, Neutel, J and Froelicher, VF. Comparison of ST segment/heart
rate index to standard ST criteria for analysis of exercise electrocardiogram. Circulation 82:44-50, 1990.

146. Lauer, MS, Francis, GS, Okin, PM, Pashkow, FJ, Snader, CE and Marwick, TH. Impaired chronotropic
response to exercise stress testing as a predictor of mortality. JAMA 281:524-9, 1999.

147. Lauer, MS, Mehta, R, Pashkow, FJ, Okin, PM, Lee, K and Marwick, TH. Association of chronotropic
incompetence with echocardiographic ischemia and prognosis. J Am Coll Cardiol 32:1280-6, 1998.

148. Lauer, MS, Okin, PM, Larson, MG, Evans, JC and Levy, D. Impaired heart rate response to graded exercise.
Prognostic implications of chronotropic incompetence in the Framingham Heart Study. Circulation 93:1520-
6, 1996.

149. Lax, KG, Okin, PM and Kligfield, P. Electrocardiographic repolarization measurements at rest and during
exercise in normal subjects and in patients with coronary artery disease. Am Heart J 128:271-80, 1994.

150. Lee, JH, Cheng, SL, Selvester, R and Ellestad, MH. Kligfield-Okin index: revisiting the correction of ST
depression for delta heart rate. Am J Cardiol 85:1022-4, 2000.

151. Lehtinen, R. Improved detection of coronary artery disease by computerized ST-segment depression/heart
rate analysis of the exercise electrocardiogram. Doctoral dissertation. Tampere, Finland. Tampere
University of Technology, 1997.

152. Lehtinen, R, Sievänen, H, Turjanmaa, V, Niemelä, K and Malmivuo, J. Effect of ST segment measurement
point on performance of exercise ECG analysis. Int J Cardiol 61:239-45, 1997.

153. Lehtinen, R, Sievänen, H, Uusitalo, A, Niemelä, K, Turjanmaa, V and Malmivuo, J. Performance
characteristics of various exercise ECG classifiers in different clinical populations. J Electrocardiol 27:11-
22, 1994.

154. Lehtinen, R, Vänttinen, H, Sievänen, H and Malmivuo, J. A computer program for comprehensive ST-
segment depression/heart rate analysis of the exercise ECG test. Comput Meth Prog Bio 50:63-71, 1996.

155. London, MJ, Hollenberg, M, Wong, MG, Levenson, L, Tubau, JF, Browner, W and Mangano, DT.
Intraoperative myocardial ischemia: localization by continuous 12-lead electrocardiography. Anesthesiology
69:232-41, 1988.

156. Longhurst, JC and Kraus, WL. Exercise-induced ST elevation in patients without myocardial infarction.
Circulation 60:616-29, 1979.

157. Macfarlane, PW and Lawrie, TDV, eds. Comprehensive electrocardiology: Theory and practice in health
and disease. 1st ed. Vol. 1. Aylesbury, Bucks, England. Pergamon Press, 1989.

158. Macfarlane, PW and Lawrie, TDV, eds. Comprehensive electrocardiology: Theory and practice in health
and disease. 1st ed. Vol. 2. Aylesbury, Bucks, England. Pergamon Press, 1989.

159. Maddahi, J, Kiat, H, Van Train, KF, Prigent, F, Friedman, J, Garcia, EV, Alazraki, N, DePuey, EG, Nichols,
K and Berman, DS. Myocardial perfusion imaging with technetium-99m sestamibi SPECT in the evaluation
of coronary artery disease. Am J Cardiol 66:55E-62E, 1990.

160. Maehara, K, Kyono, H, Kitaoka, S, Shimizu, Y, Maruyama, Y, Ashikawa, K, Ino-Oka, E and Takishima, T.
A comparison of ST segment deviation and calculated solid angle during acute regional ischemia in the
isolated canine heart at precordial, epicardial and intramyocardial lead surfaces. J Electrocardiol 19:235-46,
1986.

161. Malmivuo, J and Plonsey, R. Bioelectromagnetism - principles and application of bioelectric and
biomagnetic fields. New York, USA. Oxford University Press, 1995.

162. Mannering, D, Bennett, ED, Ward, DE, Dawkins, K, Dancy, M, Valantine, H and Mehta, N. Accurate
detection of triple vessel disease in patients with exercise induced ST segment depression after infarction. Br
Heart J 57:133-8, 1987.

163. Mark, DB, Hlatky, MA, Lee, KL, Harrell, FEJ, Califf, RM and Pryor, DB. Localizing coronary artery
obstructions with the exercise treadmill test. Ann Intern Med 106:53-5, 1987.



 "��������������


164. Mason, RE and Likar, I. A new system of multiple-lead exercise electrocardiography. Am Heart J 71:196-
205, 1966.

165. McHenry, PL, Phillips, JF and Knoebel, SB. Correlation of computer-quantitated treadmill exercise
electrocardiogram with arteriographic location of coronary artery disease. Am J Cardiol 30:747-52, 1972.

166. Meyers, DG, Bendon, KA, Hankins, JH and Stratbucker, RA. The effect of baseline electrocardiographic
abnormalities on the diagnostic accuracy of exercise-induced ST segment changes. Am Heart J 119:272-6,
1990.

167. Michaelides, A, Psomadaki, Z, Richter, D, Dilaveris, P, Andrikopoulos, G, Stefanadis, C, Gialafos, J and
Toutouzas, P. Significance of exercise-induced simultaneous ST-segment changes in lead aVR and V5. Int J
Cardiol 71:49-56, 1999.

168. Michaelides, A, Ryan, JM, Bacon, JP, Pozderac, R, Toutouzas, P and Boudoulas, H. Exercise-induced QRS
changes (Athens QRS score) in patients with coronary artery disease: a marker of myocardial ischemia. J
Cardiol 26:263-72, 1995.

169. Michaelides, A, Ryan, JM, VanFossen, D, Pozderac, R and Boudoulas, H. Exercise-induced QRS
prolongation in patients with coronary artery disease: a marker of myocardial ischemia. Am Heart J
126:1320-5, 1993.

170. Michaelides, AP, Boudoulas, H, Vyssoulis, GP, Skouros, C and Toutouzas, PK. Exercise-induced S-wave
prolongation in left anterior descending coronary artery stenosis. Am J Cardiol 70:1407-11, 1992.

171. Michaelides, AP, Dilaveris, PE, Psomadaki, ZD, Richter, DJ, Andrikopoulos, GK, Pitsilides, N, Dounis, V,
Stefanadis, C and Toutouzas, PK. QRS prolongation on the signal-averaged electrocardiogram versus ST-
segment changes on the 12-lead electrocardiogram: which is the most sensitive electrocardiographic marker
of myocardial ischemia? Clin Cardiol 22:403-8, 1999.

172. Michaelides, AP, Psomadaki, ZD, Dilaveris, PE, Richter, DJ, Andrikopoulos, GK, Aggeli, KD, Stefanadis,
CI and Toutouzas, PK. Improved detection of coronary artery disease by exercise electrocardiography with
the use of right precordial leads. N Engl J Med 340:340-5, 1999.

173. Michaelides, AP, Psomadaki, ZD, Richter, DJ, Dilaveris, PE, Andrikopoulos, GK, Kakaidis, S, Stefanadis,
C, Gialafos, JE and Toutouzas, PK. Exercise-induced ST-segment changes in lead V1 identify the
significantly narrowed coronary artery in patients with single-vessel disease: correlation with thallium-201
scintigraphy and coronary arteriography data. J Electrocardiol 32:7-14, 1999.

174. Michaelides, AP, Triposkiadis, FK, Boudoulas, H, Spanos, AM, Papadopoulos, PD, Kourouklis, KV and
Toutouzas, PK. New coronary artery disease index based on exercise-induced QRS changes. Am Heart J
120:292-302, 1990.

175. Michaels, L and Cadoret, RJ. Day-to-day variability in the normal electrocardiogram. Br Heart J 29:913-9,
1967.

176. Mickelson, JK, Bates, ER, Hartigan, P, Folland, ED and Parisi, AF. Is computer interpretation of the
exercise electrocardiogram a reasonable surrogate for visual reading? Veterans Affairs ACME Investigators.
Clin Cardiol 20:391-7, 1997.

177. Miller, TD, Desser, KB and Lawson, M. How many electrocardiographic leads are required for exercise
treadmill tests? J Electrocardiol 20:131-7, 1987.

178. Miller, WTd, Spach, MS and Warren, RB. Total body surface potential mapping during exercise: QRS-T-
wave changes in normal young adults. Circulation 62:632-45, 1980.

179. Miranda, CP, Lehmann, KG and Froelicher, VF. Correlation between resting ST segment depression,
exercise testing, coronary angiography, and long-term prognosis. Am Heart J 122:1617-28, 1991.

180. Miranda, CP, Lehmann, KG, Lachterman, B, Coodley, EM and Froelicher, VF. Comparison of silent and
symptomatic ischemia during exercise testing in men. Ann Intern Med 114:649-56, 1991.

181. Miranda, CP, Liu, J, Kadar, A, Janosi, A, Froning, J, Lehmann, KG and Froelicher, VF. Usefulness of
exercise-induced ST-segment depression in the inferior leads during exercise testing as a marker for
coronary artery disease. Am J Cardiol 69:303-7, 1992.

182. Mirvis, DM, el-Zeky, F, Vander Zwaag, R, Ramanathan, KB, Crenshaw, JH, Kroetz, FW and Sullivan, JM.
Clinical and pathophysiologic correlates of ST-T-wave abnormalities in coronary artery disease. Am J
Cardiol 66:699-704, 1990.

183. Mirvis, DM, Keller, FW, Ideker, RE, Zettergren, DG and Dowdie, RF. Equivalent generator properties of
acute ischemic lesions in the isolated rabbit heart. Circ Res 42:676-85, 1978.

184. Morise, AP. Accuracy of heart rate-adjusted ST segments in populations with and without posttest referral
bias. Am Heart J 134:647-55, 1997.

185. Morise, AP and Duval, RD. Accuracy of ST/heart rate index in the diagnosis of coronary artery disease. Am
J Cardiol 69:603-6, 1992.



���������
����� #

186. Morise, AP and Duval, RD. Diagnostic accuracy of heart rate-adjusted ST segments compared with standard
ST-segment criteria. Am J Cardiol 75:118-21, 1995.

187. Moussa, I, Rodriguez, M, Froning, J and Froelicher, VF. Prediction of severe coronary artery disease using
computerized ECG measurements and discriminant function analysis. J Electrocardiol 25 Suppl:49-58,
1992.

188. Myers, J and Froelicher, VF. Exercise testing. Procedures and implementation. Cardiol Clin 11:199-213,
1993.

189. Nohara, R, Kambara, H, Suzuki, Y, Tamaki, S, Kadota, K, Kawai, C, Tamaki, N and Torizuka, K. Septal Q
wave in exercise testing: evaluation by single-photon emission computed tomography. Am J Cardiol 55:905-
9, 1985.

190. Nosratian, FJ and Froelicher, VF. ST elevation during exercise testing. Am J Cardiol 63:986-8, 1989.
191. O’Hara, MJ, Subramanian, VB, Davies, AB and Raftery, EB. Changes of Q wave amplitude during exercise

for the prediction of coronary artery disease. Int J Cardiol 6:35-45, 1984.
192. Okin, PM, Ameisen, O and Kligfield, P. A modified treadmill exercise protocol for computer-assisted

analysis of the ST segment/heart rate slope: methods and reproducibility. J Electrocardiol 19:311-8, 1986.
193. Okin, PM, Ameisen, O and Kligfield, P. Detection of anatomically severe coronary artery disease by the

ST/HR slope. Chest 91:584-7, 1987.
194. Okin, PM, Ameisen, O and Kligfield, P. Recovery-phase patterns of ST segment depression in the heart rate

domain. Identification of coronary artery disease by the rate-recovery loop. Circulation 80:533-41, 1989.
195. Okin, PM, Anderson, KM, Levy, D and Kligfield, P. Heart rate adjustment of exercise-induced ST segment

depression. Improved risk stratification in the Framingham Offspring Study. Circulation 83:866-74, 1991.
196. Okin, PM, Bergman, G and Kligfield, P. Effect of ST segment measurement point on performance of

standard and heart rate-adjusted ST segment criteria for the identification of coronary artery disease.
Circulation 84:57-66, 1991.

197. Okin, PM, Bergman, G and Kligfield, P. Heart rate adjustment of the time-voltage ST segment integral:
identification of coronary disease and relation to standard and heart rate-adjusted ST segment depression
criteria. J Am Coll Cardiol 18:1487-92, 1991.

198. Okin, PM and Kligfield, P. Effect of exercise protocol and lead selection on the accuracy of heart rate-
adjusted indices of ST-segment depression for detection of three-vessel coronary artery disease. J
Electrocardiol 22:187-94, 1989.

199. Okin, PM and Kligfield, P. Effect of precision of ST-segment measurement on identification and
quantification of coronary artery disease by the ST/HR index. J Electrocardiol 24 Suppl:62-7, 1992.

200. Okin, PM and Kligfield, P. Identifying coronary artery disease in women by heart rate adjustment of ST-
segment depression and improved performance of linear regression over simple averaging method with
comparison to standard criteria. Am J Cardiol 69:297-302, 1992.

201. Okin, PM and Kligfield, P. On the matter of method in exercise testing. Am Heart J 127:1673-6, 1994.
202. Okin, PM and Kligfield, P. Population selection and performance of the exercise ECG for the identification

of coronary artery disease. Am Heart J 127:296-304, 1994.
203. Okin, PM and Kligfield, P. Solid-angle theory and heart rate adjustment of ST-segment depression for the

identification and quantification of coronary artery disease. Am Heart J 127:658-67, 1994.
204. Okin, PM and Kligfield, P. Gender-specific criteria and performance of the exercise electrocardiogram.

Circulation 92:1209-16, 1995.
205. Okin, PM and Kligfield, P. Heart rate adjustment of ST segment depression and performance of the exercise

electrocardiogram: a critical evaluation. J Am Coll Cardiol 25:1726-35, 1995.
206. Okin, PM, Kligfield, P, Ameisen, O, Goldberg, HL and Borer, JS. Improved accuracy of the exercise

electrocardiogram: identification of three-vessel coronary disease in stable angina pectoris by analysis of
peak rate-related changes in ST segments. Am J Cardiol 55:271-6, 1985.

207. Okin, PM, Kligfield, P, Ameisen, O, Goldberg, HL and Borer, JS. Identification of anatomically extensive
coronary artery disease by the exercise ECG ST segment/heart rate slope. Am Heart J 115:1002-13, 1988.

208. Okin, PM, Kligfield, P, Milner, MR, Goldstein, SA and Lindsay J, Jr. Heart rate adjustment of ST-segment
depression for reduction of false positive electrocardiographic responses to exercise in asymptomatic men
screened for coronary artery disease. Am J Cardiol 62:1043-7, 1988.

209. Okin, PM, Lauer, MS and Kligfield, P. Chronotropic response to exercise. Improved performance of ST-
segment depression criteria after adjustment for heart rate reserve. Circulation 94:3226-31, 1996.

210. Okin, PM, Prineas, RJ, Grandits, G, Rautaharju, PM, Cohen, JD, Crow, RS and Kligfield, P. Heart rate
adjustment of exercise-induced ST-segment depression identifies men who benefit from a risk factor
reduction program. Circulation 96:2899-904, 1997.



 $��������������


211. Pahlm, US, O’Brien, JE, Pettersson, J, Pahlm, O, White, T, Maynard, C and Wagner, GS. Comparison of
teaching the basic electrocardiographic concept of frontal plane QRS axis using the classical versus the
orderly electrocardiogram limb lead displays. Am Heart J 134:1014-8, 1997.

212. Pahlm, US, Pahlm, O and Wagner, GS. The standard 11-lead ECG. Neglect of lead aVR in the classical limb
lead display. J Electrocardiol 29 Suppl:270-4, 1996.

213. Pelter, MM, Adams, MG and Drew, BJ. Computer versus manual measurement of ST-segment deviation. J
Electrocardiol 30:151-6, 1997.

214. Pina, IL, Balady, GJ, Hanson, P, Labovitz, AJ, Madonna, DW and Myers, J. Guidelines for clinical exercise
testing laboratories. A statement for healthcare professionals from the Committee on Exercise and Cardiac
Rehabilitation, American Heart Association. Circulation 91:912-21, 1995.

215. Pratt, CM, Francis, MJ, Divine, GW and Young, JB. Exercise testing in women with chest pain. Are there
additional exercise characteristics that predict true positive test results? Chest 95:139-44, 1989.

216. Pruvost, P, Lablanche, JM, Beuscart, R, Fourrier, JL, Traisnel, G, Lombart, F and Bertrand, ME. Enhanced
efficacy of computerized exercise test by multivariate analysis for the diagnosis of coronary artery disease.
A study of 558 men without previous myocardial infarction. Eur Heart J 8:1287-94, 1987.

217. Quyyumi, AA, Raphael, MJ, Wright, C, Bealing, L and Fox, KM. Inability of the ST segment/heart rate
slope to predict accurately the severity of coronary artery disease. Br Heart J 51:395-8, 1984.

218. Ribisl, PM, Liu, J, Mousa, I, Herbert, WG, Miranda, CP, Froning, JN and Froelicher, VF. Comparison of
computer ST criteria for diagnosis of severe coronary artery disease. Am J Cardiol 71:546-51, 1993.

219. Ribisl, PM, Morris, CK, Kawaguchi, T, Ueshima, K and Froelicher, VF. Angiographic patterns and severe
coronary artery disease. Exercise test correlates. Arch Intern Med 152:1618-24, 1992.

220. Richardson, MT, Holly, RG, Amsterdam, EA and Wang, MQ. The value of ten common exercise tolerance
test measures in predicting coronary disease in symptomatic females. Cardiology 86:243-8, 1995.

221. Richeson, JF, Akiyama, T and Schenk, E. A solid angle analysis of the epicardial ischemic TQ-ST deflection
in the pig. A theoretical and experimental study. Circ Res 43:879-88, 1978.

222. Rijneke, RD, Ascoop, CA and Talmon, JL. Clinical significance of upsloping ST segments in exercise
electrocardiography. Circulation 61:671-8, 1980.

223. Robert, AR, Melin, JA and Detry, JM. Logistic discriminant analysis improves diagnostic accuracy of
exercise testing for coronary artery disease in women. Circulation 83:1202-9, 1991.

224. Robertson, D, Kostuk, WJ and Ahuja, SP. The localization of coronary artery stenoses by 12 lead ECG
response to graded exercise test: support for intercoronary steal. Am Heart J 91:437-44, 1976.

225. Rodriguez, M, Froning, J and Froelicher, VF. ST0 or ST60. Am Heart J 126:752-4, 1993.
226. Rodriguez, M, Moussa, I, Froning, J, Kochumian, M and Froelicher, VF. Improved exercise test accuracy

using discriminant function analysis and recovery ST slope. J Electrocardiol 26:207-18, 1993.
227. Romano, M, Di Maro, T, Carella, G, Cotecchia, MR, Ferro, G and Chiariello, M. Relation between heart

rate and QT interval in exercise-induced myocardial ischemia. Am J Cardiol 56:861-2, 1985.
228. Rossi, L, Carbonieri, E, Castello, C, Rossi, R, Sciarretta, G and Zardini, P. Description and evaluation of a

method for computer analysis of the exercise electrocardiogram. J Electrocardiol 20:312-20, 1987.
229. Roukema, G, Singh, JP, Meijs, M, Carvalho, C and Hart, G. Effect of exercise-induced ischemia on QT

interval dispersion. Am Heart J 135:88-92, 1998.
230. Rywik, TM, Zink, RC, Gittings, NS, Khan, AA, Wright, JG, O’Connor, FC and Fleg, JL. Independent

prognostic significance of ischemic ST-segment response limited to recovery from treadmill exercise in
asymptomatic subjects. Circulation 97:2117-22, 1998.

231. Salomaa, V, Niemelä, M, Miettinen, H, Ketonen, M, Immonen-Räihä, P, Koskinen, S, Mähönen, M, Lehto,
S, Vuorenmaa, T, Palomäki, P, Mustaniemi, H, Kaarsalo, E, Arstila, M, Torppa, J, Kuulasmaa, K, Puska, P,
Pyorälä, K and Tuomilehto, J. Relationship of socioeconomic status to the incidence and prehospital, 28-
day, and 1-year mortality rates of acute coronary events in the FINMONICA myocardial infarction register
study. Circulation 101:1913-8, 2000.

232. Sato, I, Keta, K, Aihara, N, Ohe, T, Shimomura, K and Hasegawa, Y. Improved accuracy of the exercise
electrocardiogram in detection of coronary artery and three-vessel coronary disease. Chest 94:737-44, 1988.

233. Savage, MP, Squires, LS, Hopkins, JT, Raichlen, JS, Park, CH and Chung, EK. Usefulness of ST-segment
depression as a sign of coronary artery disease when confined to the postexercise recovery period. Am J
Cardiol 60:1405-6, 1987.

234. Schiariti, M, Ciavolella, M, Puddu, PE, Giannitti, C, Scali, D, Schad, N and Reale, A. ST/HR slope and
improved exercise ECG detection of myocardial ischemia in patients with suspected coronary artery disease.
J Electrocardiol 24:307-14, 1991.

235. Sheffield, LT. Upsloping ST segments. Easy to measure, hard to agree upon. Circulation 84:426-8, 1991.



���������
����� %

236. Sievänen, H. Development and evaluation of the multivariate ST/HR-analysis for the assessment of
myocardial ischemia. Doctoral dissertation. Tampere, Finland. Tampere University of Technology, 1991.

237. Sievänen, H, Karhumäki, L, Vuori, I and Malmivuo, J. Improved diagnostic performance of the exercise
ECG test by computerized multivariate ST-segment/heart rate analysis. J Electrocardiol 24:129-43, 1991.

238. Sievänen, H, Karhumäki, L, Vuori, I and Malmivuo, J. Compartmental multivariate analysis of exercise
ECGs for accurate detection of myocardial ischaemia. Med Biol Eng Comput 32 Suppl:3-8, 1994.

239. Simoons, ML. Optimal measurements for detection of coronary artery disease by exercise
electrocardiography. Comput Biomed Res 10:483-99, 1977.

240. Simoons, ML. Exercise electrocardiography and exercise testing. Oxford. Pergamon Press, 1989: 606.
241. Simoons, ML and Block, P. Toward the optimal lead system and optimal criteria for exercise

electrocardiography. Am J Cardiol 47:1366-74, 1981.
242. Simoons, ML and Hugenholtz, PG. Estimation of the probability of exercise-induced ischemia by

quantitative ECG analysis. Circulation 56:552-9, 1977.
243. Sporton, SC, Taggart, P, Sutton, PM, Walker, JM and Hardman, SM. Acute ischaemia: a dynamic influence

on QT dispersion. Lancet 349:306-9, 1997.
244. Statistics Finland.Cause of Death 1969-1997. Tilastokeskus. 2000 (http://statfin.stat.fi/statweb/).
245. Stierle, U, Giannitsis, E, Sheikhzadeh, A, Kruger, D, Schmucker, G, Mitusch, R and Potratz, J. Relation

between QT dispersion and the extent of myocardial ischemia in patients with three-vessel coronary artery
disease. Am J Cardiol 81:564-8, 1998.

246. Stoletniy, LN and Pai, RG. Value of QT dispersion in the interpretation of exercise stress test in women.
Circulation 96:904-10, 1997.

247. Stuart, RJ and Ellestad, MH. Upsloping S-T segments in exercise stress testing. Six year follow-up study of
438 patients and correlation with 248 angiograms. Am J Cardiol 37:19-22, 1976.

248. Tanabe, T, Yoshioka, K, Takahasi, K and Usui, K. Correlation of coronary artery stenosis site with anterior
or inferior projection of ST changes induced by treadmill exercise using a newly devised 9-lead Holter
method. Cardiology 81:351-64, 1992.

249. Tavel, M and Shaar, C. Relation between the electrocardiographic stress test and degree and location of
myocardial ischemia. Am J Cardiol 84:119-24, 1999.

250. Thwaites, BC, Quyyumi, AA, Raphael, MJ, Canepa-Anson, R and Fox, KM. Comparison of the ST/heart
rate slope with the modified Bruce exercise test in the detection of coronary artery disease. Am J Cardiol
57:554-6, 1986.

251. Tucker, SC, Kemp, VE, Holland, WE and Horgan, JH. Multiple lead ECG submaximal treadmill exercise
tests in angiographically documented coronary heart disease. Angiology 27:149-56, 1976.

252. Wagner, S, Cohn, K and Selzer, A. Unreliability of exercise-induced R wave changes as indexes of coronary
artery disease. Am J Cardiol 44:1241-6, 1979.

253. Walker, SJ and Kilpatrick, D. Forward and inverse electrocardiographic calculations using resistor network
models of the human torso. Circ Res 61:504-13, 1987.

254. van Campen, CM, Visser, FC and Visser, CA. The QRS score: a promising new exercise score for detecting
coronary artery disease based on exercise-induced changes of Q-, R- and S-waves: a relationship with
myocardial ischaemia. Eur Heart J 17:699-708, 1996.

255. van Oosterom, A and Huiskamp, GJ. The effect of torso inhomogeneities on body surface potentials
quantified using tailored geometry. J Electrocardiol 22:53-72, 1989.

256. Waters, DD, Chaitman, BR, Bourassa, MG and Tubau, JF. Clinical and angiographic correlates of exercise-
induced ST-segment elevation. Increased detection with multiple ECG leads. Circulation 61:286-96, 1980.

257. Weiner, DA, McCabe, CH and Ryan, TJ. Identification of patients with left main and three vessel coronary
disease with clinical and exercise test variables. Am J Cardiol 46:21-7, 1980.

258. Vida, S. A computer program for non-parametric receiver operating characteristic analysis. Comput Meth
Prog Bio 40:95-101, 1993.

259. Viik, J. Development of new synthesized ECG leads and comparison their diagnostic performance.
Licentiate dissertation. Tampere, Finland. Tampere University of Technology, 1994.

260. Viik, J, Hyttinen, J, Lehtinen, R and Malmivuo, J. Improving ischemia diagnosis with synthesized ECG
leads. Computers in Cardiology. Vienna, Austria. IEEE Operations Center. 1995:713-5.

261. Viik, J, Hyttinen, J, Lehtinen, R and Malmivuo, J. Synthesized ECG leads in detection of coronary artery
disease. Med Biol Eng Comput 34 Suppl 1, Part 2:47-8, 1996.

262. Viik, J, Lehtinen, R and Malmivuo, J. Capability of the single ECG leads of the 12-lead system to
discriminate patients with CAD and without CAD - ROC-analysis approach. van Oosterom, A, Oostendorp,

http://statfin.stat.fi/statweb/


!&��������������


T and Uijen, G, eds. XXIInd International Congress on Electrocardiology. Nijmegen, The Netherlands.
University Press Nijmegen. 1995:234-5.

263. Viik, J, Lehtinen, R and Malmivuo, J. Diagnostic capability of ST-segment depression/heart rate hysteresis
during exercise electrocardiography test. Eur Heart J 18 Suppl:674, 1997.

264. Viik, J, Lehtinen, R and Malmivuo, J. ST-segment depression/heart rate hysteresis improves coronary artery
disease detection in women. XIII World Congress of Cardiology. Rio de Janeiro, Brazil. Monduzzi Editore
S.p.A. 1998:905-9.

265. Viik, J, Lehtinen, R and Malmivuo, J. Diagnostic performances of individual electrocardiographic leads in
detection of coronary artery disease using traditional or heart rate-adjusted ST-segment analysis. Med Biol
Eng Comput 37 Suppl. 1:77-8, 1999.

266. Viik, J, Lehtinen, R and Malmivuo, J. Effect of number of electrocardiographic leads in detection of
coronary artery disease when using maximum value of traditional or heart rate-adjusted ST-segment
analysis. Med Biol Eng Comput 37 Suppl. 1:226-7, 1999.

267. Viik, J, Lehtinen, R, Puustelli, A, Sievänen, H and Malmivuo, J. Reproducibility of the ST-depression
measurement during exercise electrocardiographic test in asymptomatic middle-aged women. J Am Coll
Cardiol 33 Suppl. A:560, 1999.

268. Willems, JL, Poblete, PF and Pipberger, HV. Day-to-day variation of the normal orthogonal
electrocardiogram and vectorcardiogram. Circulation 45:1057-64, 1972.

269. Vincent, GM, Abildskov, JA and Burgess, MJ. Mechanisms of ischemic ST-segment displacement.
Evaluation by direct current recordings. Circulation 56:559-66, 1977.

270. Wolthuis, RA, Froelicher, VF, Hopkirk, A, Fischer, JR and Keiser, N. Normal electrocardiographic
waveform characteristics during treadmill exercise testing. Circulation 60:1028-35, 1979.

271. Voyles, WF, Smith, ND and Abrams, J. Directional variability in the R wave response during serial exercise
testing in patients with coronary artery disease. Am Heart J 108:983-8, 1984.

272. Yasue, H, Ogawa, H and Okumura, K. Coronary artery spasm in the genesis of myocardial ischemia. Am J
Cardiol 63:29E-32E, 1989.



ORIGINAL PUBLICATIONS

I Viik J, Lehtinen R, Turjanmaa V, Niemelä K and Malmivuo J.
Correct Utilization of Exercise Electrocardiographic Leads in Differentiation of Men
with Coronary Artery Disease from Patients with a Low Likelihood of Coronary Artery
Disease Using Peak Exercise ST-Segment Depression.
The American Journal of Cardiology 1998:81(8):964-969.*

II Viik J, Vänttinen H and Malmivuo J.
ECG Variable Cine: Computer Program for Presentation of Temporal Changes in ECG
Variables Over Different Number of ECG Leads.
Computer Methods and Programs in Biomedicine 2000:63(2):147-155.

III Lehtinen R, Sievänen H, Viik J, Turjanmaa V, Niemelä K and Malmivuo J.
Accurate Detection of Coronary Artery Disease by Integrated Analysis of the ST-
Segment Depression/Heart Rate Patterns During the Exercise and Recovery Phases of the
Exercise Electrocardiography Test.
The American Journal of Cardiology 1996:78(9):1002-1006.**

IV Lehtinen R, Sievänen H, Viik J, Vuori I and Malmivuo J.
Reproducibility of the ST-Segment Depression/Heart Rate Analysis of the Exercise
Electrocardiographic Test in Asymptomatic Middle-Aged Population.
The American Journal of Cardiology 1997:79(10):1414-1416.

V Viik J, Lehtinen R, Turjanmaa V, Niemelä K and Malmivuo J.
The Effect of Lead Selection on Traditional and Heart Rate-Adjusted ST-segment
Analysis in the Detection of Coronary Artery Disease During Exercise Testing.
American Heart Journal 1997:134(3): 488-494.*

VI Viik J, Lehtinen R and Malmivuo J.
Detection of Coronary Artery Disease Using Maximum Value of ST/HR Hysteresis Over
Different Number of Leads.
Journal of Electrocardiology 1999:32(Suppl):70-75.

VII Hyttinen J, Viik J, Lehtinen R, Plonsey R and Malmivuo J.
Computer Model Analysis of the Relation of ST-Segment and ST/HR Slope Response to
the Constituents of the Ischemic Injury Source.
Journal of Electrocardiology 1997:30(3):161-174.

*) publications abstracted in the textbook Exercise and the Heart (4th edition), by Froelicher and
Myers, published by W.B. Saunders Company.
**) publication abstracted in the 1997 Year Book of Sport Medicine published by Mosby-Year Book,
Inc

http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9576154&dopt=Abstract
http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10960747&dopt=Abstract
http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8916478&dopt=Abstract
http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9165173&dopt=Abstract
http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9327707&dopt=Abstract
http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10688305&dopt=Abstract
http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9261724&dopt=Abstract


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


	viik1.pdf
	viik1.pdf
	Contents (links to document)
	List of Original Publications
	Introduction
	Review of Literature
	Objectives of The Study
	Material and Methods
	Results
	Discussion
	Conclusions
	References
	Original Publication (links to PubMed)





