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investigated ERV prevalence among the male adult 
population because male sex has been reported to be 
strongly associated with ERV.[13] Data in the literature 
indicate that more than 75% of individuals with ERV 

are men, and male gender represents 75% of arrhyth-
mic cases.[14] The reason for the gender predilection of 
ERV is not clear; however, the larger epicardial tran-
sient out ow current to  density of men may be a 
contributing factor.[14]

The presence of ERV on standard 12-lead ECG has 
generally been considered a benign nding in healthy 
individuals.[15,16] Contemporary data from some recent 
population-based studies have challenged this concept 
since J-point elevation in the inferior leads was consid-
ered a marker of increased risk of death from cardiac 
diseases among middle-aged subjects.[12] These data 
are consistent with recent reports of a higher incidence 
of ERV in leads other than V1 through V3 among sub-
jects diagnosed with idiopathic ventricular brillation.
[8,10] The pathophysiological mechanisms linking ERV 
with a tendency towards ventricular tachyarrhythmias 
have not been completely elucidated. However, ex-
perimental studies suggest that J-point elevation indi-
cates increased transmural heterogeneity of ventricu-
lar repolarization which contributes to susceptibility 
to ventricular arrhythmias.[14] Autonomic tone may 
also play a major role and in uence ERV-associated 
ventricular tachyarrhythmias since a substantial num-
ber of events were reported to occur more frequently 
during increased vagal tone, such as sleeping or after 
large meals.[8,17,18] Adrenergic stimulation such as ex-
ercise, however, has been shown to suppress ERV and 
associated arrhythmias.[19]

n a recent study by Tikkanen et al.,[12] the prev-
alence and prognostic signi cance of ERV within a 
community-based general population of 10,864 mid-
dle-aged subjects were assessed. Early repolarization 
pattern with J-point elevation of 0.1 mV or more was 
detected in 630 subjects 5.8% ; 3.5% in the inferior 
leads, 2.4% in the lateral leads, and 0.1% in both the 
lateral and inferior leads. There was a strong male 
predominance in the subgroup with ERV pattern in 
the inferior leads and in the subgroup with ERV pat-
tern in both the inferior and the lateral leads. J-point 
elevation of at least 0.1 mV in the inferior leads was 
associated with an increased risk of death from car-
diac causes. J-point elevation of more than 0.2 mV 
in the inferior leads was associated with a markedly 
elevated risk of death from cardiac causes and from 
arrhythmia. 

The frequency rate of ERV in our all-male study 
population was similar to the rate reported by Tik-



kanen et al.[12] However, ERV was more frequently 
observed in the lateral leads than in the inferior leads 
in our study compared to the study by Tikkanen et al. 
The underlying reason might be the small size of our 
study group and or the inclusion of only male sub-
jects. ui et al.[13] investigated the prevalence of the 
J wave among healthy Chinese adults and reported a 
prevalence rate of 7.3%, a value similar to the one 
found in our study. However, as in the study of Tik-
kanen et al.,[12] J wave prevalence in the inferior leads 
was signi cantly higher than in the left and right pre-
cordial leads, an observation not consistent with our 
study.

The association of sudden cardiac death with ERV 
in recent studies kindled a new research area that 
should be further elucidated by larger and prospective 
studies. n a recent study on differentiating between 
benign and malignant ERV, the authors described a 
new nding implicating an association between a 
certain J wave morphology and a worse prognosis.
[20] However, according to current data, it has not yet 
been determined how subjects with ERV should be 
followed and risk strati ed. e therefore suggest that 
patients with ERV should be thoroughly evaluated and 
followed based on their family and personal history, 
as well as, their physical examination and symptoms.

n conclusion, despite its small size and single 
center based methodology, our study revealed that the 
prevalence of ERV within the healthy Turkish male 
population may be similar to the ndings reported in 
previous studies of Caucasian male populations. e-
cause of the suspected role of ERV in sudden arrhyth-
mogenic death reported by recent clinical studies, the 
true frequency rate of ERV in the Turkish male popu-
lation has to be determined. ince the present study 
is the rst to report the frequency rate of ERV among 
male Turkish subjects, it should be regarded as an im-
petus for further larger community-based prospective 
studies. 




