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Absence of Septal Q Wave in Cardiovascular Diseases
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[ Abstract ] The ventricular septal depolarization starts from the side of the left ventricle and spreads to the side of the right ventricle.

In the electrocardiogram, the first negative wave recorded by the left lead(

I, aVL, V5 and V,) is called septal q wave. Studies have shown

that the absence of septal q wave is closely related to cardiovascular disease. This article reviews the research progress in the absence of

septal q wave in cardiovascular disease.
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