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Marked ST-segment
elevation in the precor-
dial and inferior leads
in right ventricular
myocardial infarction:
A case report
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Summary

This is a report of right ventricular infarction complicated by inferior myocardial infarction
in which marked ST-segment elevation was observed in the precordial and inferior leads.

A 51-year-old man was admitted with chest pain of one-half hour duration. His admission ECG
showed conspicuous ST-segment elevation in the precordial and inferior leads. The maximum magni-
tude of the ST-segment elevation in the precordial leads was 21 mm in lead V, and 10 mm in lead II.
Echocardiography showed akinesis of the right ventricular free wall and the posterior half of the left
ventricle. Angiography revealed a 909, reduction in the diameter of the right coronary artery in its
proximal portion, and a normal left coronary system.

Recent reports have indicated that precordial ST-segment elevation may reflect right ventricular
infarction. However, there has been no previous report of marked ST-segment elevation in the precor-
dial and inferior leads. In right ventricular infarction, the currents of injury usually occur simultaneously
in the right ventricular free wall and left ventricular inferior wall, and then are electrically opposed to
each other. The diffuse and marked ST-segment elevation observed in this case is thus a rare phenom-
enon.
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Fig. 1. Electrocardiogram on admission.

This ECG was recorded 45 min after the onset of chest pain. Note the marked ST-segment eleva-
tion in the precordial and inferior leads. The ST elevation is also observed in right precordial V,g

and V;p leads.
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Fig. 2. Two-dimensional echocardiograms on
admission.

The short-axis view shows akinetic wall motion of
the right ventricle (closed arrowheads) and dyskinetic
movement of the posterior half of the interventricular
septum and the posterior wall of the left ventricle
(open arrowheads).

Panel A is recorded at the diastolic phase, and panel
B, the systolic phase.

RV =right ventricle; LV =left ventricle.
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Fig. 3. M-mode echocardiogram of the left ventricle demonstrating an exaggerated
motion of the anterior interventricular septum wall and decreased motion of the postero-
lateral wall of the left ventricle.

ARVW =anterior right ventricular wall; RV =right ventricle; IVS=interventricular septum; LV=
left ventricle; PLVW =posterior left ventricular wall.
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Fig. 4. Electrocardiograms before (A) and after (B) sublingual administration of nitrate.
The marked ST elevation observed in leads III and V, apparently lessens after medication.

— 544 —



Fig. 5. Selective coronary arteriograms.
During control injections, the proximal right coro-
nary artery (A) shows significant narrowing (arrows)
and the left coronary artery is essentially normal
(B). After intracoronary administration of urokinase,
the right coronary artery shows normal coronary pa-
tency with minimal atherosclerotic irregularity (C).
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Fig. 6. Predischarge electrocardiogram.

The electrocardiogram demonstrates deep Q waves
in leads II, III and aVF. There are no significant
QRS changes in the precordial leads suggesting old

transmural anteroseptal myocardial infarction.
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jections.
Left ventriculographic frames during diastole (A and C) and systole (B and D) reveal akinesis of
the posterobasal (arrows) and inferolateral (arrowheads) left ventricular walls consistent with old infe-

rior myocardial infarction.
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A A A

Fig. 8. Possible ECG patterns of right ventricular infarction (hyperacute phase).

The recorded pattern in V, may show rounded ST elevation (A) where the hyperacute pattern is
offset by an underlying negative ST segment and T wave, and may reveal typical slope elevation (B),
or concave slope elevation (C), if the underlying ST segment is isoelectric or positive (from Lewis et

al1®),
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