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Correspondence
Lead specificity of the maximum ST/heart rate slope
response

Sir,
We are disturbed that correspondence regarding the
maximum ST segment/heart rate slope' remains
focused on the issue of test perfection2 rather than
on the potential value and limitations of this
method.3 Since no diagnostic test of this type can
be wholly accurate, demonstration of test
imperfection4" is predictable. But does this mean
that further study of a potentially important con-
tribution to exercise electrocardiography should be
abandoned?

Surely a more important question is whether this
method can improve the predictive accuracy and
clinical usefulness of the exercise electrocardiogram.
In patients with stable angina we have found that a
modified ST segment/heart rate slope analysis can
significantly improve our ability to identify patients
with anatomically and functionally severe coronary
artery disease.6" Indeed a similar conclusion
regarding identification of three vessel disease might
be drawn from the data of Quyyumi etal.4 The
study by Balcon etal unfortunately included only
two patients with three vessel disease.5
The failure of some studies to reproduce the test

accuracy reported from Leeds should not stop fur-
ther study of the method but rather should raise
important and answerable questions about the opti-
mal applicability of the ST segment/heart rate slope
in different clinical populations. Although the test
can be highly accurate for the detection of three ves-
sel disease in patients with stable angina pectoris,
the method is inaccurate shortly after transmural
infarction and does not predict the severity of coro-
nary disease in patients with aortic regurgitation.3
Test inaccuracy is also likely in the various cardio-
myopathies. Heterogeneity of study populations
may thus explain some of the controversy sur-
rounding the ST segment/heart rate slope. In addi-
tion, selection and referral patterns may also affect
test accuracy in patients with angina.8 These are
interesting and resoluble problems that require
investigation. As these data accumulate is it not rea-

sonable to suggest that careful definition of study
populations might further clarify the clinical use-
fulness and limitations of the method?
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