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Patterns of Posterior Chest Leads (V7, V8, V9) ECG in Normal Adults
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ABSTRACT

Background and Objectives[] Recently many studies have confirmed positive identification of patients with
posterior infarction through ST segment elevation in the electrocardiogram of posterior chest leads V7 through
V9. However, the ECG patterns from posterior chest leads in normal adults have not been investigated, so this
study was designed to examine such patterns. Subjects and Methods[] We studied 100 patients with normal
conventional 12-lead ECG, normal physical examination and without any history of cardiovascular disease.
Leads V7, V8 and V9 were recorded immediately after routine 12-lead ECG at the same horizontal level as
that of V6 on the posterior axillary line (lead V7), the posterior scapular line (lead V8), and the left border of
the spine (lead V9) ResultsT The upright P waves in leads V7, V8 and V9 were 99%, 99% and 95% upright,
respectively, while the other P waves were isoelectric and none were inverted. The T waves were all upright in
leads V7 and V8, while in lead V9, 98% were upright, 2% were isoelectric and none were inverted. None of
the subjects had a Q wave duration greater than 0.04 second in any of the 3 leads. At 0.08 second after the J
point, only 2 subjects (2%) showed 0.5 to 1.0 mm ST segment elevation, but ST segment elevation was not
greater than 1.0 mm in any of the subjects. Conclusion[] P wave and T wave inversion were absent in all 3
leads. Q wave duration of greater than 0.04 second was also absent in all 3 leads. ST segment elevation was
not greater than 1.0 mm in any of the subjects. (Korean Circulation J 2002532(6):473-478)

KEY WORDS[] Electrocardiography.
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Fig. 1. Posterior lead placement. Lead V7, V8 and V9
were recorded at the same horizontal level of lead Vé
on the posterior axillary line (lead V7), the posterior sc-
apular line (lead V8), and the left border of the spine,
3 cm to the left of the spinous process (lead V9).
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Table 1A. Configuration of leads V7, V8 and V9 (n=100)

V7 V8 V9

+ve P 99 99 95
oP 1 1
-ve P 0 0

+veT 100 100 98

ot 0 0 2

—-veT 0 0 0

+vel positive, —vel negative, 00 isoelecric

Table 1B. Configuration of leads V7, V8 and V9 (n=100)

V7 V8 V9
ar 6 22 45
qars 4 6 7
aR 32 46 36
aRs 47 18 7
r 0 1 2
rs 0 1 0
R 6 5 1
Rs 5 1 2
Total 100 100 100

Table 2. Amplitudes of Q, R, and S waves (n=100)

V7 V8 V9
Q 0.7+ 0.4 0.8+ 0.3 1.0+ 0.4
R 7.5+ 1.8 6.1+ 1.6 4.8+ 1.4
S 0.4+ 0.4 0.2+ 0.2 0.1+ 0.2

Values are expressed as mean+ SD, in millimeters
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Table 3. Prevalence of ST-segment elevation in leads V7, V8, and V9 (n=100)

V7 V8 \'%%%
ST elevation (mm)
0.5-1.0 >1.0 0.5-1.0 >1.0 0.5-1.0 =10
At J point 0 0 0 0 0 0
0.04s after J point 0 0 0 0
0.08s after J point 2 0 0 0
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