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I ntroduction 

In recent years several individuals and working groups have been con
cerned with definition and classification of electrocardiographic findings. 
Both increasing international communication, exchange of data and intro-
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duction of new techniques like computer aided interpretation of the electro
cardiogram, have promoted the need for common language in electrocardiol
ogy. 

Sponsored by the World Health Organization (WHO) and the International 
Society and Federation of Cardiology (ISFC), and financially supported by 
the Dutch Heart Foundation (DHF), this Task Force was composed of mem
bers nominated by various cardiological societies. It has been engaged primar
ily with the definition of terms related to cardiac rhythm. The results are 
presented in the format of a glossary, arranged in alphabetical order, and is 
composed of two sections. The first part consists of acceptable terms and 
synonyms, while in the second part a list of nonpreferred terms (NPT) is given . 
Reasons for discouragement and preferable synonyms have been given. With 
few exception only those terms have been d4)fined that are commonly used 
in clinical electrocardiography and clinical electrophysiology and which have 
bearing on the classification of arrhythmias. Many terms which primarily 
relate to anatomical structures and basic electrophysiological events have not 
been defined. Definitions are given in general terms, preferably with their 
specific electrocardiographic meaning. Since quantitative data may be related 
to special circumstances like age, technique of recording, etc., they have, 
when possible, been avoided. 

Likewise, mechanisms of arrhythmias have not been included in the def
initions of specific disorders of rhythm, although some of them have been 
considered separately. 

The committee realizes that updated specifications of recording equip
ment are highly needed, but considers this aspect beyond their scope of 
assignment. 

This report, as a draft, served as a working document for Task Force I of 
the ten th Bethesda Conference on Optimal Electrocardiography of the 
American College of Cardiology (ACC). Several amendments of the ACC 
group have been incorporated in our report and care has been taken to avoid 
major inconsistencies in the terminology of the two groups. 

I. Acceptable terms and synonyms 

Aberrant conduction The abnormal spread of an impulse through the nor
mal or expected pathway, resulting in an altered ECG wave form. Aberrant 
conduction may occur in the ventricles or within the atria. In cases of altered 
intraventricular conduction of supraventricular impuls es it is preferred to 
reserve the term for conduction over the normal pathway, thus excluding 
conduction over accesory pathways, as in the WPW pattern. Furthermore, 
use of the term aberrant conduction only seems meaningful if a rate-related 
or other functional mechanism underlies the altered spread of excitation. 
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Abortive reentry (see reentry) 

Accelerated rhythm Three or more consecutive impulses from the same 
pacemaker occurring at a rate of less than 100/min, but greater than the 
inherent rate of that pacemaker. In each case, the rate and site of impulse 
formation should be indicated. (see also inherent rate) 

Advanced (second-degree) block A form of second-degree block in whieh 
altemate, or two or more consecutive impulses fail to be conducted. Thus, 
advanced block encompasses 2 : 1, 3 : 1, 4 : 1 block, etc. (see second- and 
third-degree bloek) 

Alternating rhythms Impulse formation at two or more different sites, in 
which one rhythm altemates with the other. Each rhythm should be speci
fied separately, e.g. sinus rhythm altemating with paroxysmal atrial fibrilla
tion, or, sinus rhythm alternating with episodes of accelerated ventricular 
rhythm, in whieh the latter is conducted retrogradely to the SA node. (see 
also dual, multifocal and multiple rhythm) 

Anterograde (orthograde) conduction Conduction of a cardiac impulse in 
a forward direction, e.g. from the atria or A V junction to the ventricles. 
Anterograde indieates a directional movement and is therefore preferred over 
antegrade, in which 'ante' denotes a forward position, as in antechamber. 
(see also retrograde conduction) 

Arrest Cessation of electrical activity of the heart or part of it. Arrest may 
be caused by different electrophysiological mechanisms. Although not 
always possible, it is desirabIe to distinguish arrest from the pause in mani
fest electrical activity caused by exit block. 

Arrhythmia Any cardiac rhythm other than normal sinus rhythm. Such a 
rhythm may be either of sinus or ectopie origin, and either regular or irregu
lar. An arrhythmia may be due to a disturbance in impulse formation or con
duction, or both. It is preferred to use the term arrhythmia only as a general 
heading, and not as a synonym for irregular impulse formation. Thus, use of 
the term sinus arrhythmia is discouraged. It seems better to characterize a 
rhythm by the adjectives regular or irregular. For the same reason the term 
tachyarrhythmia should be avoided. 

A trial dissociation A dual atrial rhythm in which two simultaneously active 
pacemakers do not effect each other's activity or rhythmicity. (see also dual 
rhythm) 

Atrioventricular (A V) block Delay or failure of an impulse to be con-
ducted from the atria to the ventricles (anterograde conduction). 
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Atrioventricular dissociation The independent activation of atria and ven
tricles by differently originating impulses. Activation of the atria may arise 
from the SA node, the atria or the A V junction, while ventricular activatiQn 
arises from the A V junction or the ventricles. Dissociation may occur for 
single activations, or it may last longer. In the presence of captures dissocia
tion is incomplete. When there are no captures during the time of recording, 
dissociation is considered to be complete. AV dissociation is a descriptive 
term, which does not obviate the need to look for the underlying mecha
nism(s). It should not be used as a synonym for complete A V block which may 
be one of the underlying mechanisms of A V dissociation. (see also dual, 
multifocal and multiple rhythm and parasystole ) 

Atrioventricular junction From an electrocardiographic point of view the 
A V junction is defined as the area encompas~ing the approach fibers to the 
A V node, the A V node proper and the nonbranching portion of the common 
A V bun dIe (His). 

Bigeminy A repetitive pattern of two relatively closely spaeed activations 
usually followed by a longer interval. Several mechanisms - which should be 
specific if possible - may underly bigeminy. In its most common form the 
second impulse of the pair is an extrasystole (extrasystolic bigeminy). (see 
also trigeminy) 

Block Delay or failure of impulse propagation. Varying degrees of conduc
tion disturbance may occur anywhere in the heart, in both the anterograde 
and retrograde directions. (see also entrance and exit bloek, A V and V A 
bloek, first-, second- and third-degree bloek) 

Bradycardia Three or more consecutive impulses from the same pace
maker at a rate less than the lower limit of its inherent rate. (see also accele
rated rhythm and tachycardia) 

Bundle branch block (BBB) Delay or failure of condition within a bundIe 
branch. BBB may be complete or incomplete, permanent of intermittent 
(nonpermanent). 

Bundle branch bloek, complete (eBBB) eBBB indicates either absence of 
conduction in a bundIe branch, or delay of such magnitude that ventricular 
activation occurs largely or exclusively through the contralateral bundIe; this 
causes widening of the QRS complex to 0.12 sec or more. 

Bundle branch bloek, incomplete (IBBB) IEBB indicates delay in activa
tion of a ventricle resulting from delayed conduction within the ipsilateral 
bundIe branch. The involved ventricle may be partially activated by the im
pulse from the contralateral bundIe. 

Bundle branch bloek, intermittent (nonpermanent) This indicates the 
intermittence of a BBB pattern. (see also aberrant conduction and perma
nent BBB) 



]31 

Bundle branch block, permanent This indicates the presence of a BBB pat
tem all the time at all rates. 

Cap tu re Usually premature activation of either the atria (atrial capture), 
by a retrogradely conducted ventricular or junctional impulse, or of the ven
tricles (ventricular capture), by an anterogradely conducted supraventricular 
impulse. Captures are most commonly seen during episodes of A V dissocia
tion. They should be distinguished from other types of premature impulses 
(see also extrasystole). The occurrence of a capture at a time when the atria 
or ventricles have already been partially activated by another pacemaker im
pulse results in a mixed or fusion complex, also called partialor incom
plete capture. (see fusion complex) 

Cardiac electrogram (CEG) A uni- or bipolar record of electrical activity 
of the heart, taken with the electrode(s) within a cavity of the heart or in 
contact with the myocardium (direct leads), e.g. intracavitary EG, epicardial 
EG etc. 

CE G's can be further defined according to the position and proximity of 
the recording electrodes to a given structure. Thus, intracavitary electro
grams may be recorded from the right or left atrium (high or low), from the 
region of the atrioventricular (AV) junction (AV junctional EG), from the 
ventricles etc. 

An AV junctional EG may be labelled a Ris bundle electrogram (RBE) 
when a Ris bundie deflection is recorded. If this is not the case the record 
should be called an A V junctional EG. (see also electrocardiogram) 

Complete block (see third-degree block) 

Concealed conduction Partial penetration of an impulse into the A V con
duction system or a pacemaker---myocardial junction, which ex erts an influ
ence on subsequent impulse formation or conduction, or both. 

In a surface ECG lead the penetration of a blocked impulse into a specific 
structure can only be inferred from its effect on subsequent events. 

With intracavitary (e.g. an RBE) or intracellular electrograms it is some
times possible to demonstrate penetration of the blocked impulse to the 
level of recording. In such cases the impulse is not concealed at that level. 

Concealed reentry (see reentry) 

Conduction ratio The ratio of the number of impulses that are formed to 
the number of impulses which are completely propagated. This ratio may be 
constant throughout the record, or it may vary (variabie conduction ratio 
indicating variabie degrees of bloek). Wherever applicable, the conduction 
ratio should be specified. 

Coupling interval The time relationship between two designated events in 
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the cardiac cycle, which are presumed to be linked (coupled) to one another. 
This time relationship may be fixed or constant, or it may vary (variabie 
coupling). Bowever, in cases of independent rhythms (e.g. continuous AV 
junctional or ventricular parasystole with retrograde block of parasystolic 
impulses), when the activity of neither pacemaker is linked to that of the 
other, the term 'varying coupling interval' to denote variabie intervals 
between activations from the two pacemakers, is inappropriate. 

Designation of cardiac electrogram deflections Deflections in the CEG are 
labelled according to the electrical activity they are presumed to represent. 

SAN = sinoatrial nodal deflection 
A VN = atrioventricular nodal deflection 
A = atrial deflection 
B = Bis bun dIe deflection 
V = ventricular deflection 
RB = righ t bundie branch deflection 
LB = left bundie branch deflection 

Recordings of SA and A Vnodal activities have not been universally 
accepted. 

Designation of electrocardiographic deflections 
P = atrial activation 
QRS = ventricular activation 
ST-T = ventricular repolarization 
U = origin uncertain; possibly terminal phase of Purkinje fiber-repolar-

ization 

Dual (double) rhythm The simultaneous and independent occurrence of 
two rhythms. Simultaneous activity of two pacemakers implies that the one 
with the slow er rate of discharge is protected against the impulses of the 
faster one. The protection can be located within the pacemaker-myocardial 
junction (as in parasystole), within the myocardium (as in atrial dissocia
tion), or within the AV conduction system (A V dissociation). Each rhythm 
should be specified separately. (see also alternating, multifocal and multiple 
rhythm) 

Echo Return of an impulse to its chamber or area of origin. This results in 
an atrialor ventricular echo, respectively. The reentrant pathway may be 
within the chamber of origin or other portion of the heart. (see reciprocal or 
reentrant impulse) 

Electrocardiogram (EeG) A uni- or bipolar record of electrical activity of 
the heart taken with the electrodes outside a cardiac cavity and not in con
tact with the myocardium (surface or indirect leads), e.g. esophageal ECG, 
body surface ECG. If Bis bundie activity is recorded with body surface leads 
this should be called a Bis bundie ECG. (see also cardiac electrogram) 
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Entrance block Delayed or failed penetration of an impulse into a pace
making center. When an impulse fails to penetrate and reset (discharge) a 
pacemaker, the latter is said to be protected. When there is delayed or only 
occasional resetting protection is incomplete. (see also exit block) 

Escape (impulse or discharge) Up to two consecutive impulses (SA nodal, 
atrial, AV junctional or ventricular) arising from the same, or occasionally 
from different, pacemaker(s), as a result of undue delay in the formation or 
arrival of the expected impulse of the prevailing rhythm. (see also escape 
rhythm and premature impulse) 

Escape rhythm Three or more consecutive escapes. 

Exit block Delay or failure of an impulse to re ach or discharge the myo
cardium surrounding a pacemaker. This definition also applies to sinoatrial 
conduction. (see also entrance block) 

Extrasystole A premature impulse which usually shows a fixed and proba
bly causal relationship to the preceding activation of the same cardiac cham
ber. Extrasystoles may also be induced electrically or mechanically. In such 
cases a causal relationship to the preceding activation is usually absent. (see 
also capture, echo and premature impulse) 

Fascicular block Fascicular block is an electrocardiographic (electro
physiologic) concept ascribed to a conduction defect in one of the fascicles 
of the left bundie branch. (see fascicular block, anterior and posterior) 

As yet, the EeG pattern of block in the (mid)septal fascicle of the left 
bundie branch is not weU known. Although the concept of fascicular block 
proves very useful and is indeed widely accepted, precise, weU-defined ana
tomical correlates have not been identified. 

Fascicular block, (left) anterior The EeG concept of block in the anterior 
fascicle of the left bundie branch as the basis of delayed activation of the 
anterolateral wall of the left ventricle. (see also fascicular block) 

Fascicular block, (left) posterior The EeG concept of block in the poste
rior fascicle of the left bun dIe as the basis of delayed activation of the poste
rior wallof the left ventricle. (see also fascicular block) 

Fibrillation Irregular, disorganized electrical activity of atna or ventricles. 
In atriaLtibrillation P waves are absent and the baseline consists of irregular 
waveforms which continuously change in shape, duration, amplitude and 
direction. In the absence of advanced or complete A V block, the resulting 
ventricular response is totally irregular (random). In ventricular fibrillation 
QRS and T waves can no longer be identified. The recorded deflections con
tinuously change in shape, duration, magnitude and direction. 
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First degree block Delayed conduction with al: 1 conduction ratio. In 
any individual case the conduction time should be specified. (see also sec
ond- and third-degree block) 

Flutter Rapid and regular electrical activity of atria or ventricles, which is 
characterized in at least one EeG lead, by the absence of an isoelectric line 
between the deflection of the fluttering chamber. 

In atrial flutter the rate of the atria is usually in the range of 200-
350jmin. Some distinguish between typical and atypical forms of atrial 
flutter. In the typical variety the tracing displays a saw-tooth appearance in 
leads II and III, while this is not the case in the atypical form. The distinc
tion between the atypical form of atrial flutter and atrial tachycardia with a 
rapid rate is not always possible. 

In uentricular flutter the ventricular rhythm is regular, the rate usually 
exceeds 250jmin and the components of QRS and T cannot be identified or 
separated. 

Fusion (mixed) complex Simultaneous or near simultaneous activation of 
either atria or ventricles (atrial or ventricular fusion complex, respectively) 
by impulses coming from different directions. This results in an electro
cardiographic complex which is intermediate (mixed) in form between the 
deflections resulting from activation byeach single impulse. (see also cap
ture) 

Gap in conduction A period in the cardiac cycle during which there is 
absence of conduction, whereas conduction occurs with impulses of greater 
and lesser prematurity. Gap in conduction is usually seen during AV or VA 
transmission, but it probably also occurs in other parts of the heart. 

Incomplete (partial) block 
and second-degree block. 

This is a collective noun encompassing first-

Inherent rate The frequency of impulse formation which is generally 
attributed to a given pacemaker localization. The inherent rate may differ 
according to age or other factors. For adults the following values are thought 
to be representative: 

SA node: 50-100jmin 
atrium: not weIl known, probably 40----60 jmin 
AV junction : 40----60jmin 
ventricle : 30-40 jmin 

Interpolation The phenomenon in which a premature impulse, usually of 
ectopic origin, occurs between two consecutive impuls es of another pace
maker, both of which are conducted to the chamber where the premature 
complex arises. The conduction time of the impulse immediately foIlowing 
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the premature discharge is usually prolongcQ, due to concealed conduction 
of the premature impulse. 

Interuals in the cardiac electrogram (eEG) Since the technique of record
ing a CEG may differ, it is necessary to indicate whether a uni- or bipolar 
lead was used, the interelectrode distance, the filter frequency used, the 
frequency response of the recording equipment and the points at which 
interval measurements are made. If, under specific circumstances, the intrin
sic deflection is used in measuring intervals in CEG's, this should be clearly 
stated. Normal values should be given for each laboratory . 

PA: from the earliest onset of the P wave in any of the simulta
neously recorded ECG leads to the onset of A in the CEG (HBE) 

PH: from the earliest onset of the P wave in any of the simulta-
neously recorded ECG leads to the onset of H in the HBE 

AH : from the onset of A to the onset of H in the HBE 
HV: from the onset of H to the onset of V in the HBE 
HQ, HR : from the onset of H in the HBE to the earliest onset of Q or Rin 

any of the simultaneously recorded ECG leads 
RB-V, RB-Q and LB-V, LB-Q: defined in the same way as HV and 

HQ, respectively 

Interuals in the electrocardiogram It is customary to measure these inter-
vals in the limb leads. 

PQ or PR interval: from the earliest onset of the P wave to the earliest 

P width: 
QRS width: 
QT interval : 

ons et of the Q or R wave of the QRS complex 
from the onset to the end of the widest P wave 
from the onset to the end of the widest QRS complex 
from the onset of Q or R to the end of the T wave 

Intraatrial conduction delay Conduction delay within the atria resulting in 
abnormal widening andjor distortion of the P wave in the ECG . . 

Longitudinal dissociation The presence of dissimilar conduction and 
excitability properties in dual conduction pathways that have proximal and 
distal connections. One pathway ({3) displays a long refractory period and 
fast conduction velocity , while the reverse holds true for the other pathway 
(a ). 

Mobitz Type I block (see second degreee block, Type I) 

Mobitz Type IJ block (see second degree block, Type II) 

Multifocal (multiform) rhythm A rhythm of either supraventricular or 
ventricular origin which is characterized by varying cycle lengths and mor
phologies of the activation waves. Such a rhythm should further be specified 
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according to the rate of impulse formation. Multiform configuration of the 
waves may point to multifocal origin although this is not necessarily the case. 
(see alternating, dual and multiple rhythm, and also chaotic rhythm and wan
dering pacemaker, NPT) 

Multiple rhythm The simultaneous and independent occurrenee of two or 
more rhythms, e.g. dual (double), triple, or quadruple rhythms. Each of 
these should be specified separately. (see also altemating, dual and multi
focal rhythm) 

Nonspecific intrauentricular block Any type of intraventricular conduc
tion disturbanee that cannot be completely ascribed to block in the specific 
conduction system. (see also arborization bloek, intramural conduction dis
turbance, myofibrillar, parietal and periinfarction bloek, NPT) 

Orthograde conduction (see anterograde conduction) 

Pacemaker A group of cardiac fibers initiating one or more activations. 
This definition does not take into account the various mechanisms which 
may be involved in the generation of a cardiac impulse. From the electro
physiological point of view the term is not restricted to an anatomically 
identifiable group of cells showing spontaneous Phase 4 depolarization. 

- pacemaker, ectopie or subsidiary: any pacemaker outside the sino-atrial 
(sinus) node. 

- pacemaker, primary: the sinus node. 
Terms like 'latent' and 'potential' pacemakers refer to inactive (dormant) 

cells having the property of pacemaking, while 'subsidiary' may refer to 
both active and latent ectopie pacemakers. A latent pacemaker may be 
located within the SA node itself. 

Parasystole A rhythm consisting of dual activations of a single cardiac 
chamber, in which one pacemaker (the parasystolic focus) is protected from 
being discharged by the other. The latter is usually responsible for the pre
vailing rhythm. 

At times two or even more parasystolic rhythms may coexist (multifocal 
parasystole). When the protection intermittently fails, the parasystolic center 
may be discharged by a penetrating impulse occurring at a critical time inter
val and parasystole is said to be intermittent. (see also entrance block and 
atrioventricular dissociation) 

Partial block (see incomplete bloek) 

Partial reentry (see reentry) 

Preexcitation Excitation of part or all of a cardiac chamber, earlier than if 
impulse propagation had occurred over the normal conduction system. The 
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morphology of the excitation wave need not necessarily be different from 
normal. Anterogradely, the ventricles may be preexcited and retrogradely 
the atria may be preexcited. 

The term preexcitation can also be applied in cases of artificially induced 
excitation, wherein mechanicalor electrical stimulation occurs prior to or 
simultaneously with the normally conducted impulse. (see also Wolff-Par
kinson-White pattem and syndrome, and short PR syndrome) 

Premature impulse (activation, complex or discharge) An activation which 
precedes the expected dis charge of the prevailing rhythm. This applies to 
extrasystoles, echos, captures and manifest activations from a parasystolic 
pacemaker. Early ventricular activations in atrial fibrillation or flutter should 
not be called premature, since in these arrhythmias prematurity cannot be 
proven. 

Premature impuls es may occur singly or in pairs (doublets). When three or 
more are recorded in succession at a rate exceeding IOO/min, this is by defi
nition a (brief) tachycardia. 

A premature impulse is usually of ectopic origin. 

Quadrigeminy Defined according to trigeminy. 

Reciprocal or reentrant impulse 
reen try and reciprocation) 

One reentrant movement. (see echo, 

Reciprocation Continued reentry (circus movement ) leading to several con-
secutive activations of a cardiac chamber. (see reentry) 

Reentry The phenomenon in which a cardiac impulse enters a circuit and 
returns to or towards its area of origin. Reentry may result in one or more 
activations of the heart or part of it, or it may remain concealed. The latter 
is evident from the af ter-effect on subsequent impulse formation and/or con
duction, and is called concealed, attempted, partial or abortive reentry . 

Refractory period That period in the cardiac cycle during which the con
duction system and the myocardium demonstrate no or an altered response 
to a stimulus. The various phases of the refractory period of the A V conduc
tion system are depicted diagrammatically in Figure 1. 

- Absolute refractory period (ARP) That period in the cardiac cycle dur
ing which the heart is not excitable. At the cellular level, localized, non pro
pagated electrical activity may still be recorded. In a surface or intracavitary 
recording, the ARP is probably identical to the ERP. 

- Effective refractory period (ERP) That period in the cardiac cycle dur
ing which an impulse (whether premature or not) fails to conduct (P t-P2 in 
Figure 1). 
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Fig. 1. Diagrammatic representation of the various phases of the refractory period of the 
A V conduction system. P 7 is the first of the series of atrial impulses which is conducted 
through the AV junction (PR) with the same conduction velocity as Pl. For abbreviations 
and definitions see refractory period. 

- Relative refractory period (RRP) That interval in the cardiac cycle dur
ing which a premature impulse conducts more slowly relative to an impulse 
falling outside the refractory period (P2-P7 in Figure 1). 

- Functional refractory period (FRP) The shortest possible ventricular or 
atrial interval resulting from two consecutively conducted atrial or ventricular 
activations, respectively. For the anterograde conduction, this interval is in di
cated by QRS I - S in Figure 1. 

Retrograde conduction Conduction of a cardiac impulse in a reversed 
direction; usually used to indicate ventriculo-atrial conduction. (see also 
anterograde conduction) 

Second-degree block A conduction disturbance in which not every im
pulse is completely propagated from its site of origin. The term second 
degree block should only be applied during sustained impulse formation. 
Thus, it should not be used in cases of nonconducted premature impulses. 
(see also conduction ratio) 

Second-degree block, Type I (Wenckebach) Intermittent failure of im
pulse conduction in which the blocked impulse is preceded by prolongation 
of conduction time relative to the first conducted impulse. 

In the typical variety the increment in conduction time progressively 
decreases, resulting in progressive shortening of the activation interval of the 
receiving chamber until the blocked impulse occurs. This typical structure is 
rare, but is of importance in recognizing Type I exit bloek. Most cases of 
Type I block involve atypical varieties in which the increment in conduction 
time varies, and it is not necessarily the second impulse of the series which 
shows the greatest increment. (see also second degree block, Type II and 
advanced block) 

Second-degree block, Type II (Mobitz Type lI) Intermittent failure of im
pulse propagation following a number of conducted impulses showing con-
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stant conduction times. The diagnosis of Type II block is supported by the 
finding of a similar conduction interval following the blocked impulse. (see 
also second degree block, Type land advanced block) 

Short PR syndrome This is a form of ventricular preexcitation in which 
the PR interval is shortened to less than 0.12 sec, while the QRS complex 
usually is normal, i.e. showing the same configuration as during a normally 
conducted sinus rhythm. It should be stressed that not all cases showing a 
short PR interval on the ECG are examples of ventricular preexcitation. 
Before making such a diagnosis one should ascertain that criteria for ventric
ular preexcitation are fulfilled. (see Lown-Ganong-Levine syndrome NPT, 
preexcitation and Wolff-Parkinson-White pattern and syndrome) 

Supernormal conduction Conduction which is less abnormal than would 
be expected, not faster than normal. 

Supernormal excitability Unexpected activation resulting from a subthresh
old stimulus. Supernormal excitability is limited to a relatively narrow 
interval of the cardiac cycle. At other times in the cardiac cycle the same 
subthreshold stimulus fails to elicit a response. 

Tachycardia Three or more consecutive impulses from the same cardiac 
chamber at a rate exceeding 100/min. (see also accelerated rhythm) 

Third-degree or complete block Complete failure of impulse propagation, 
usually associated with independent and slow activation of the chamber dis
tal to the site of block. In order to diagnose complete block one should 
ascertain that the opportunity for conduction to occur is present, and yet 
transmission fails. Complete block in one direction does not necessarily 
imply complete block in the reverse direction. (see also AV dissociation) 

Torsade de pointes A specific type of irregular and usually repetitive ven
tricular tachycardia in which specific etiological factors are involved and in 
which, during each paroxysm, the QRS axis progressively changes, so that in 
some leads the ventricular complex appears to twist around the isoelectric 
line. 

Trigeminy A repetitive pattern of three relatively closely spaced activa
tions, usually followed by a longer interval. In the most common form of 
trigeminy the third impulse is an extrasystole (extrasystolic trigeminy). Rarely, 
one may be dealing with one sinus impulse followed by two consecutive 
extrasystoles. The latter is indicated as a doublet. 

Ventriculo-atrial (VA) block Delay or failure of an impulse to be con-
ducted from the ventricles to the atria. (see also retrograde conduction) 
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Vulnerable period A relatively short period in the cycles of atria or ven
tricles, during which activation results in a repetitive response or fibrillation. 
The vulnerable phase of the ventricles generally corresponds to the ascending 
and apical portion of the T wave. 

Wenckebach block (see second-degree block, Type I) 

Wolff-Parkinson-White (WPW) pattern By this is meant preexcitation of 
the ventricles over an additional and abnormal anatomical A V connection. In 
such ""lSes excitation over the accessory pathway causes shortening of the PR 
in te' 1, o-waves and widening of the QRS complex. 

J Lent knowledge indicates that values for PR interval, o-wave and QRS 
wiLith are variabie. For instance, the PR interval may be longer than 0.12 sec 
and o-waves may be small and difficult to recognize. Furthermore, the ECG 
manifestations may be intermittent and the anatomical substrate for 
reentrant tachycardias may be present although undetectable on the routine 
surface ECG. (see preexcitation, short PR syndrome and WPW syndrome) 

Wolff-Parkinson-White (WPW) syndrome This implies the occurrence of 
reentrant supraventricular tachycardias in association with the WPW pattern. 
(see also preexcitation and short PR syndrome) 

2. List of nonpreferred terms (NPT) 

Accelerated conduction Accelerated A V conduction used to be diagnosed 
whenever a short PR interval «0.12 sec) was seen in the absence of other 
signs of ventricular preexcitation. However, true acceleration of conduction 
has not been demonstrated, and recent knowledge indicates that preexcita
tion of the ventricles via an anatomical connection bypassing the A Vnodal 
delay may result in a short PR interval and normal QRS complex or only a 
small o-wave. The term accelerated conduction is therefore discouraged. 
Instead, a short PR syndrome should be diagnosed whenever circumstantial 
evidence supports the diagnosis of ventricular preexcitation. In other cases it 
seems best to just indicate a short PR interval, not necessarily implying ven
tricular preexcitation and thus not identical to the short PR syndrome. 

Antegrade conduction (see anterograde conduction) 

Arborization block (see intramural conduction disturbance, NPT) 

Beat Use of this term in electrocardiographic nomenclature is inappropri
ate since it connotes the mechanical event following excitation of a cardiac 
chamber. Instead, it is suggested to use the terms activation, discharge, exci-



141 

tation or impulse, or more descriptively: complex, deflection or wave. (see 
also depolarization, NPT) 

Bifascicular block The term bifascicular block is controversial. In previous 
terminology the right bundIe branch was sometimes referred to as a bundIe 
and sometimes as a fascicle. This is inconsistent. Following its designation, it 
is preferred not to consider the right bundIe branch as a fascicle. Therefore, 
use of the term bifascicular block for the combination of right bun dIe branch 
block plus block in the anterior or posterior fascicle of the left bun dIe is dis
couraged. Furthermore, block occurring in two fascicles of the left bundIe 
branch cannot usually be differentiated with certainty from main left bundIe 
branch block. Thus, even in the latter setting the term bifascicular block serves 
no special purpose. Instead, the site, type and degree of block should be 
specified. (see also trifascicular block, NPT) 

Bradyarrhythmia The term bradyarrhythmia has been used in various set
tings to connote slow impulse formation, either regular or irregular, or a slow 
ventricular response due to advanced or complete block. (see also arrhythmia) 

Bundle branch block, bilateral Bilateral bundIe branch block connotes a 
conduction disturbance involving both the right bundIe branch and the main 
stem of the left bundIe branch or one or both of its fascicles. Like bi- and 
trifascicular block, this term serves no special purpose. Instead, the site, 
degree and type of block should be specified. (see also bi- and trifascicular 
block, NPT) 

Chaotic rhythm This term should be avoided, since it is difficult to define 
chaos. These rhythms are best described as irregular, with multiform configu
ration of the waves. (see multifocal rhythm) 

Depolarization Loss of membrane potential. Since this occurs at acellular 
level its use is best restricted to the description of the electrophysiological 
phenomenon. In clinical electrocardiography, when referring to a deflection 
which represents the electrically active state of the myocardium, the term is 
best replaced by activation, discharge, excitation or impulse. 

Fibrillo-flutter This term implies a supraventricular arrhythmia with some 
characteristics of atrial flutter and some of atrial fibrillation. Such records 
are best classified as atrial fibrillation when the EeG criteria of atrial flutter 
are not quite satisfied. It should not be mistaken for the alternation of atrial 
flutter and fibrillation in the same record. 

Hemiblock, left anterior (Left) anterior fascicular block is considered a 
more appropriate term. (see fascicular block, anterior) 

Hemiblock, left posterior (Left) posterior fascicular block is considered 
more appropriate. (see fascicular block, posterior) 



142 

High degree block By definition this is still a fonn of second degree block. 
However, since high degree (high grade) second degree block is a contradic
tion in terms, it seems more appropriate to classify these conduction distur
bances as advanced (second degree) block. 

High grade block (see high degree block) 

Idiofocal tachycardia This term suggests a focal ongm of an enhanced 
rhythm which may not be true in every case. Furthennore, as with the tenns 
nonparoxysmal and slow tachycardia, which are sometimes used as syn
onyms, objections may be raised against using the term tachycardia at rates 
below lOO/min. The arrhythmia should be characterized as accelerated 
rhythm or tachycardia, with further specification ~ccording to the site of im
pulse fonnation. 

Interference Rarely has a term created so much disagreementand confu
sion as interference. Some have used it to indicate the short disturbance of 
the rhythmic action of one pacemaker by the activity of another (e.g. reset
ting of a junctional or ventricular pacemaker by a ventricular capture during 
incomplete A V dissociation), while others have defined interference as the 
expression of a physiological mechanism, namely, delay or failure of impulse 
conduction due to induced nonnal refractoriness of a conduction pathway 
or the myocardium (collision of two impulses coming from opposite or the 
same direction). 

Since this controversy has not yet been definitively settled, if it ever will 
be, it se ems best to avoid the term for the time being. There seems to be no 
reason to indicate emphatically that the activity of a pacemaker is disturbed 
by a capture, as is suggested by the first definition. Only when resetting does 
not occur something special (protection, parasystole) may be present. On the 
other hand, in analysing the mechanisms which are responsible for failure of 
impulse conduction, it is convenient to separate an abnormal from a physio
logical cause. The latter can be indicated by 'delay or failure of conduction 
due to refractoriness'. 

Intramural conduction disturbance This term suggests the site of a con
duction disturbance within the ventricles, causing nonspecific widening 
and/or slurring and notching of the QRS complex. In most cases, however, 
the exact site and extent of the conduction abnormality is not known. 
Th erefore , the noncommittal tenn nonspecific intraventricular block is 
preferred. 

Lown-Ganong-Levine syndrome By this is meant a fonn of ventricular 
preexcitation, which is characterized by a short PR interval and nonnal 
QRS complex. Generally speaking, eponyms are discouraged, with possible 
exception of a few historical names. The tenn 'short PR syndrome' is 
preferred. 
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Monofascicular block (see fascieular block, anterior and posterior) 

Myofibrillar block (see intramural conduction disturbance, NPT) 

Nonparoxysmal tachycardia What is meant in most cases is accelerated im
pulse formation, which mayor may not occur in paroxysms (bouts or sal
vos). (see als idiofocal tachycardia, NPT) 

Parietal block (see intramural conduction disturbance, NPT) 

Paroxysmal atrial tachycardia (PAT) PAT is of ten diagnosed in cases of 
supraventricular tachycardia in whieh the available record does not show 
paroxysms of tachycardia. Furthermore, there is disagreement concerning 
the mechanism and origin (atrial or AV junctional) of these tachycardias. 
Most of these arrhythmias are best indicated by the wider concept of 
(paroxysmal) supraventricular tachycardia. 

Peri-infarction block (see intramural conduction disturbance, NPT) 

Pseudo-fusion beat Superimposition of an artificial pacemaker artifact on a 
spontaneous P or QRS complex. This indication serves no special purpose 
and creates confusion. 

Return extrasystole The term 'echo' is preferred. 

Reversed coupling Resetting of the SA node by an ectopie atrial or retro
gradely conducted A V junctional or ventricular impulse. This causes a fixed 
time relationship between the ectopie impulse and the following sinus dis
charge. Considering the definition of coupling (see coupling interval), how
ever, there seems to be no need for the term reversed coupling. 

Slow tachycardia This is a contradiction in terms. (see also idiofocal 
tachycardia, NPT) 

Tachyarrhythmia For some this means a tachycardia with irregular impulse 
formation or conduction, while for others it refers to any tachycardia, 
regular or irregular. (see also arrhythmia) 

Trifascicular block Use ofthe term trifascicular block for various combina
tions of block in the anterior and posterior fascicles of the left bundle and in 
the right bundle branch is discouraged. Instead, the site, type of severity of 
the conduction defect should be indieated. (see also bifascicular block, NPT) 

Wandering pacemaker What is meant is an irregular, multiform (multi
focal), supraventrieular rhythm with changing P wave morphology and vary
ing PR intervals . The term wandering pacemaker is discouraged since it im
plies a mechanism whieh is not really known. (see multifocal rhythm) 
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Wedenskyeffect The phenomenon in which a subthreshold impulse (stim
ulus) can result in an effective activation when it is preceded at a given time 
interval by a maxim al or above threshold impulse (stimulus), which itselI 
results in an effective response. 

Wedensky facilitation The phenomenon in which, during a period of 
block, a ventricular response causes interruption of the block for variabIe 
periods of time. 
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