






















































































































































































































































































































P ersonal O UICk Reference Sheets 

Rhythm continued 
rrom: Dubin's Rapid IIlterpretatiorl of EKO's 

published by: Cover Publishing Co., P.O. Box 1092, Tampa. FL 33601, USA 

o ("Heart'" Blocks (pages 135 to 156) 

o 

o 

" 

" o 
< 
'" '" 

o 

o 

<<l's 

Sinus (SA) Block (page 136) An unhealthy Sinus (SA) Node misses one or 
more cycles (sinus pause) ... 

. . . the Sinus Node usually resumes pacing, 
out the pause may evoke an "escape" 
response from an ectopic focus (see page 283). 

A V Block (pages 137 to 144) blocks which delay or prevent atrial impulses from 
reaching the ventricles. 

1° AV Block. . prolonged P-R interval (pages 138, 139). 
P-A interval is prolonged to greater ' 
than .2 sec (one large square). r-/'---';('-- / ..... 

2° AV BloCk . . some P's without QRS response (pages 140 to 142) 
Wenckebach: P·R gradually increases with each 
(page 140), cycle until the last P wave in the 

series does not produce a QRS. 

2. 
• > > • 

Mobitz II: Some P's don't produce a QRS 
(page 141) response. May appear like an 

t
0c.casional drooped QRS. ) 
'-....,. y«. , ... u:.:., ........... • • The same block may persist as a 
repeating 2: 1 (AV) pattern 
(page 142). ----.J, 1 1 ' 
More advanced block may produce , -
a 3: 1 (AV) pattern or even higher 7"""' 

AV ratio (page 142). .f: ... ". T":""""" -.A-l. . , 

3° ("complete") AV Block . . no P's produce a QRS response 

- (pages 143, 144) 

.!: li1 ':} 

30 Block: P waves-SA Node origin. '-"'±j 1J ;<;;.; 
(page 144) QRS's-if narrow, then I '. • ';l 

Junctional focus origin. ..... .--" .. , 

30 Block: 
(page 143) 

P waves-SA Node origin. 
ORS's-if P.V.C.-like, then 
Ventricular focus origin. 

"' 
-+ 

Bun dle Bran ch Block ... find R,R ' in right or left chest leads 
(pages 145 to 155) 

. 
-I. 

..c.;C " g. ;:)ORS in Right B.B.B. (page 150) CAS in left B.B.B. (page 151) 

a: 0 R' 1 ----------1 
: JlLR I With Block I Caution: 

• ....: I the criteria for 1 
I ventricular hypertrophy I 

With left B.B.B. 
infarction is difficult 
to determine. 

'0_ • • :lEE u • " .0 .z u .- . 
• > • • · - c 
1 · , • 0 

< • 

VI or V
Z 

L __ __ ..J 

((Hemiblock". . block of Anterior or Posterior fascicle of the 
Left Bundle Branch (pages 245 to 254). 

Anterior Hemiblock (pages 247 to 249) 

Axis shifts Leftward _ l.A.O. 
look for Q,53 

Posterior Hemiblock (pages 250, 251) 

Axis shifts Rightward _ R.A.D. 
look for S10 3 
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~"" 1.. '£.-J ~~ Axis (pages 158 to 196) s: ~F '!t ~,J,~ ~ 
rrom: Dubin's Rapid Interpretation of EKG's 

published by: Cover Publishing Co., P.O. Box 1092, Tampa, FL 33601, USA 

General Determination of Electrical AXis (pages 158 to 185) 00 
Is QRS positive ( A ) or negative ( y ) in leads I and AVF? - 300 

-j> -T ~ CI . 

[s Axis Normal? (page 181) Determine Axis Quadrant 
(pages 169 to 185) 

QRS in lead I (pages 169 to 176) 
- i. >. ... if CRS is Positive (mainly 
t + above baseline) , then Vecto r points 

- :~ . ./ to positive (patient's left) s ide. 

-------\N j . GRS upright in I and AVF Lu d I { 

orma . "double thumbs-up sign" 

t 2J t , - ~ 

" I.. ~ ... _ 
AVF ~ --"-.'9 AVF 

~ 
+ 

l nd AVF 

QRS in lead AVF (pages 177- 180) 
... if the GRS is mainly Positive, 
then Vector must point downward 
to positive half of sphere. 

Axis in Degrees (pages 186 to 188) 

~ -
t 

After locating Axis Quadrant. find limb lead where QRS is most isoelectric : 

L _ 

Extreme Right Axis Deviation -to' .to· Left Axis Deviation 
lead Axis ' 12 cr.~"",,~,a' lead Axis 

I -+ - 90° I........,. - 90° 
AVL _ - 120° L. .t. - )0' AVR........,. - 600 

III _ - 150° II _ - 30° 
AVF _ - 180° D. AVF........,. 0° 

---------------------~··r.·~~~~~~~~~=$:t:----------------
Right Axis Deviation _uo'~. Normal Range 

lead Axis lead Axis 
AVF -+ + 180° _15 .t· AVF _ A .. 

II ...... + 150" D. III -+ + 30" 
AVR ...... + 120.. ,n IL-__ AVL_ + 60" ·,a' 

I...... +900 I _ +900 

Axis Rotation !left/ right) in the Horizontal Plane (pages 195, 196) 

Find transitional lisoelectricl QRS in 8 chest lead. 

transitional QRS 

Patient's 
Right 

(isoelectric) 

Patient's 
Left 

0 

0 

o 

o 

o 

'" "' > 
o 
C) 



u 
C 

'" '" > 
o 
u 

'" 

Personal Oulck Reference Sheets 

Hypertrophy (pages 197 to 212) 

from: Dubin's Rapid Interpretation of EKG'. 
publillhed by: Cover Publishing Co., P.O. Box 1092, Tampa, FL 33601, USA 

o Atrial Hypertrophy (pages 199 to 203) 

Right Atrial Hypertrophy (page 202) 

o • large, diphasic P wave with tall initial component. 
Initial 

o 

Left Atrial Hypertrophy (page 203) 

• large, diphasic P wave with wide terminal component. 

' ~~i 
:-:. '-- ['.~TI 

~O t ..... I ... 1 
comp ...... t .. 

o 

o 

o 

Ventricular Hypertrophy (pages 204 to 210) 

Right Ventricular Hypertrophy (pages 204 to 206) 

• R wave greater than S in Vi> but R wave gets progressively smaller 
from V1-Vs. 

• S wave persists in V~ and Vs. 

• RA.D. with slightly widened QRS. 

Left Ventricular Hypertrophy (pages 207 to 210) 

S wave in V I (in mm.) 
+ R wave in V I (in mm.) 

Sum in mm. is more than 35 mm. (for L. V.H.) 

• L.A.D. with slightly widened QRS 

• Inverted T wave: 

slants downward slowly up 
rapidly 
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Infarction (pages 21 3 t o 2561 
from: Dubin's Rapid Interpretation of EKG'. 

published by: Cover Publishing Co., P.O. Box 1092, Tampa. FL 33601. USA 

o wave = Infarct ion (sig nif icant O'S only) (pages 225 to 228) 

• Significant Q wave is one millimeter (one small square) 
wide, which is .04 sec. in duration. 
-or is a Q wave 1/3 the amplitude (or more) of the QRS 

complex. 

• Note those leads (omit AVR) where significant Q's are present 
... see next page for determining infarct location, and 

identifying coronary vessel involved. 

o 

o 

Q 
• Old infarcts: Q waves (like infarct damage) remain for a 0 

lifetime. To determine if an infarct is acute see below. 

ST (segment) Elevation = (acute) Injury (pages 220 to 224) (alSO DepreSSiOn! 

• Signifies an acute process, ST segment returns to baseline 
with time. 

• ST Elevation associated with Q waves indicates an acute 
(or recent) infarct. 

• A tiny "non-Q wave infarction" is noted as significant 
ST segment Elevation without associated Q's. Locate 
(next page) by identifying leads where it occurs. 

• ST Depression (pers istent) can represent "subendocardial 
infarction" which involves a small, shallow area just 
beneath the endocardium lining the left ventricle. This 
is a lso a variety of "non-Q wave infarction." Locate 
in the same manner (next page). 

T wave inversion = Ischem ia (pages 218, 219) 

illt'trsi oll 

• Inverted T wave (of ischemia) is symmetrical (left half 
and right half are mirror images). Normally T wave is 
upright when QRS is upright. 

• Usually associated in the same leads with acute 
(ST Elevation) infarction (Q waves) 

• Isolated (non-infarction) ischemia may also be located by 
noting those leads where T wave inversion occurs, then 
identify which coronary vesse l is narrowed . 

* Always obtain patient's previous EKG's for comparison! 

u 
C 

> 
o 
u 
~ 

O~ 

" 

o 

o 

o 
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o 
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Infarction Location 
-and-

Coronary vessel Involvement 
(pages 241 to 256) 

from: Dubin's Rapid Inurpretation of EKG's 
published by: Cover Publishing Co., P.O. Box 1092, Tampa, FL 33601, USA 

coronary Artery Distribution (page 241) 

Infarction Location/ Coronary vessel Involvement (pages 241 to 256) 

(diaphragmatic) 
Q's in II, 111 , and AVF 
(A. o r L. Coronary Artery) 
pages 231, 244 

Q's in I and AVL 
(Circumflex Coronary Artery) 
pages 230, 242. 

Q's in 
V1• V2• VJ • and V4 

(Anterior Descending 
Coronary Artery ) 

pages 229, 242. 
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Miscellaneous (pages 257-276) 
from: Dubin's Rapid IIlterpr£tation of EKG's 

published by: Cover Publishing Co., P.O. Box 1092, Tampa, FL 33601, USA 

Pulmonary Embolism (pages 259, 260) 
• S,Q, .L ,-wide S in I, and large Q and inverted T in III. 
• acute Right B.B.B. (transient, often incomplete) 
• R.A.D . and clockwise rotation 
• Inverted T wave V 1 -......+ V 4 and ST depression in IT 

Artificial pacemakers (pages 269 to 274) 
Modern artificial pacemakers have sensing capabilities as wen as provide 
a regular pacing stimulus. This electrical stimulus records on EKG as a 
tiny vertical spike which appears just before the «captured" cardiac 

response. ~'~I~f~. iii~rf-~-iil+ '" • are "triggered" (activated) when m 
~ the patient's own rhythm ceases r 
~ or slows markedly. -r-i .. ... - __ <; .), _ . .",.....--a 

• are ('inhibited" (cease pacing) if 
the patient's own rhythm 
resumes at a reasonable rate. 

-(tq. ~~tr 1 - e-J ! ! ~_ '.- f __ 
U I !.....:.....:..J, j r I I , ----... , , x 

• will "reset" pacing (at same t 
'- - ---,-

rate) to be synchronous 
with a premature beat, 

I 

I- H::.1 t 
• • 

pacemaker Impulse Delivery (variety of modes): 
__ ,_,''', 
... _---

Ventricular Pacemaker (page 269) 
(electrode in Right Ventricle) 

Atrial pacemaker (page 273) 

Dual Chamber (AV sequential) Pacemaker 
(page 273) 

I ' ~i, 

(Asynchronous) Epicardial Pacemaker (page 27 1) 
Ventricular impulse nor linked to atrial activity, 

Atrial Synchronous Pacemaker (page 273) 
P wave sensed, then aher a brief delay, 

ventricular impulse' is delivered, 

. , 
(~ . /\ .. , 

. ~' 

- ' 'j { • , 

External Non-invasive Pacemaker (page 274) 

o 

o 

o 

o 
C 

'" "' > 
o 
U 
m 

O~ 

" 

o 

o 

o 
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Miscellaneous continued 
from: Dubin's Rapid Interpretation of EKG'. 

published by: Cover Publishing Co., P.O. Box 1092, Tampa, FL 33601. USA 

o Electrolytes 

o 

o 

o 

o 

o 

PotassIum (pages 261, 262) 

• Increased K+ (page 261) 

Moderate Extreme 

+t-' 't .... , ... ' 
"'T' U .... . 

• Decreased K + (page 262) 

Moderate Extreme 

calcium (page 263) Hyper Co" 

" 

short Q-Y 

DigItalis (pages 264 to 266) 

prolonged Q-T 

• Appearance with digitalis (digitalis effect) 
Also: 

• T wave depressed or inverted. 
• Q·T interval shortened . 

• Digitalis Excess ) Digitalis Toxicity 
(blocks) (rapid ectopic discharge) 
• SA Block • Atrial Fibrillation 
• P.A.T. with Block 
• AV Blocks 
• AV Dissociation 

Oulnldlne (pages 267, 268) 

• Quinidine toxicity (page 268) 

• Junctional or Ventricular Tachycardia 
• P.V.C.'s 
• Ventricular Fibrillation 

Quinidine 
..... - T'- ....... . .. ~ _... .' . ,. . ... . ... . 
~:-:-: :.:r::- -: -: .. 

Effects 

. -- .--~ 

.- .- t- · . ... -.......... .. ...-~~ 

·,e --t ...... '.r . -1' r-'-" ..... 1 - . • :-;=- 'TTl ' ... -, •• Q., • ":It;:. 

Torsades de Pointes 
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Practical Tips 
from: Dubin's Rapid Interpretation of EKG', 

published by: Cover Publishing Co., P.O. Box 1092, Tampa. fL 33601, USA 

Dubin's Oulckle Conversion 
-for-

Patient's weight In Pounds to Kilograms 

Pt. wt. in kg. = Half of patient's wt. (in lb .) minus 1110 of that value. 

Examples: 180 lb. pt. 
(becomes 90 minus 9) 

is81~ 

160 lb. pt. 
(becomes 80 minus 8) 

is72~ 

Modified Leads 
-for

Cardiac Monitoring 

140 lb. pt. 
(becomes 70 minus 7) 

is 63 kg.-

Locations are approximate. Some minor adjustment of electrode positions 
may be necessary to obtain the best tracing. Identify the specific lead on 
each strip placed in the patient's record. 

Sensor E lectrode 

+ 

Ground (Neutral 
or Reference) 

Modified 
Lead I 

o e 

Letter 
R (or RA) 
L (or LA) 
G (or RL) 

Modified 
Lead 1/ 

Identification 
Color (inconsistent) 

white 
black 
variable 

o 

o 

o 

u 

= 

" " > 
o 

" ~ 
0; 

" 

o 

o 


