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Summary

Acute right ventricular (RV) infarction is sometimes accompanied by precordial ST elevation
which is also suggestive of left ventricular (L'V) anterior wall infarction. We compared 12-lead elec-
trocardiograms between 2 groups of patients with initial acute myocardial infarction presenting pre-
cordial ST elevation, one with RV infarction (n=11) and the other with LV anterior wall infarction
(n=42).

The magnitude and extent of the ST elevation and the positions presenting the maximal ST
elevation in the precordial leads differed between the 2 groups. In the inferior and lateral leads,
the analysis of the ST segment shift aided in distinguishing between the 2 groups. The specific
patterns of intraventricular conduction delay and frontal QRS-axis deviation were also useful for the
differentiation. The best electrocardiographic variable for identifying RV infarction was inferior
lead ST elevation, followed by maximal precordial ST elevation in lead Vy, ST elevation limited
to only one precordial lead and a cove-shaped pattern of RV conduction delay. The best electro-
cardiographic predictor for diagnosing LV anterior wall infarction was an isoelectric or depressed
ST-segment in the inferior leads, followed by precordial ST elevation equal to or greater than 5 mm,
maximal ST elevation in lead V; or V, and ST elevation in the lateral leads.

We concluded that systematic analysis of the 12-lead electrocardiograms recorded in the hy-
peracute stage is valuable for distinguishing between acute RV infarction and LV anterior wall
infarction.
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Fig. 1. Electrocardiographic patterns.
Top : A patient with right ventricular infarction.
Bottom : A patient with left ventricular anterior wall infarction.
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Fig. 2. Morphological classification of elevated ST segments.
A =concave ; B=typical slope; C=convex; D=cove-shaped.
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Table 1. Electrocardiographic data of anterior leads V, to V,

RV infarction LV anterior infarction
(n=11) (n=42) p value
QRS complex changes
Abnormal Q waves 2 (18%) 10 (24%) NS
Poor R wave progression 0 4 (10%) NS
Reversed R wave progression 0 8 (19%) NS
ST segment elevation
Mean max. elevation (mm) 4.6+5.6 6.0+2.8 NS
Magnitude of max. elevation (mm)
1.0 to 4.9 9 (82%) 14 (33%) <0.01
=5.0 2 (18%) 28 (67%) <0.01
Lead of max. elevation
\'A 6 (55%) 0 <0.01
V., 3 (27%) 15 (36%) NS
V; or V, 2 (18%) 27 (64%) <0.05
Extent of elevation
Average mean (number) 2.3+1.4 4.3+1.1 <0.01
1 5 (45%) 0 <0.01
2 to 4 6 (55%) 23 (55%) NS
=5 0 19 (45%) <0.01
Morphology of elevation
Round 3 27%) 6 (14%) NS
Typical slope 4 (36%) 18 (43%) NS
Concave slope 1 (10%) 18 (43%) NS
Cove-shaped in lead V, 3 (27%) 0 <0.01

RV =right ventricular; LV=left ventricular ; max.=maximal ; NS=not significant.

Table 2. Electrocardiographic data of inferior leads II, III and aVF

RV infarction LV anterior infarction
(n=11) (n=42) p value

Abnormal Q waves 2 (18%) 1 2%) NS
ST segment shift

ST segment elevation 10 (91%) 2 (5%) <0.01

Unchanged 0 15 (35%) NS

ST segment depression 1 (9%) 25 (60%) <0.01
Abbreviations as in Table 1.
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Table 3. Electrocardiographic data of lateral leads I, aVL, V; and V;

RV infarction

LV anterior infarction

(n=11) (n=42) p value

Abnormal Q waves 0 1 (2%) NS
ST segment shift

ST segment elevation 0 23 (55%) <0.01

Unchanged 1 (9%) 13 (31%) NS

ST segment depression 10 (91%) 6 (14%) <0.01
Abbreviations as in Table 1.

Table 4. Intraventricular conduction disturbances
RV infarction LV anterior infarction
(n=11) (n=42) p value

Frontal mean QRS axis

Average mean (degree) 68+31 20+32 <0.01

=>90° to the right 4 (36%) 1 (2%) <0.01

<0° to the left 1 (9%) 13 (31%) NS
LV conduction delay

Anterior hemiblock 0 4 (10%) NS

Posterior hemiblock 0 0 NS
RV conduction delay

Typical IRBBB 2 (18%) 4 (10%) NS

Cove-shaped pattern 3 (27%) 0 <0.01
IRBBB=incomplete right bundle branch block.
Other abbreviations as in Table 1.
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Table 5. Comparative diagnostic value of electrocardiographic variables

Sensi- Speci- Positive pre- Negative pre-
tivity  ficity  dictive value dictive value Efficiency
(%) (%) (%) (%) (%)
For diagnosing RV infarction
Inferior lead ST elevation 91 95 83 98 94
Maximal ST segment elevation in lead V, 55 100 100 89 91
ST segment elevation confined to 1 precordial lead 45 100 100 88 89
Lateral-lead ST segment depression 91 86 63 97 87
Frontal right-axis deviation of =90° 36 98 80 85 85
Cove-shaped pattern of RV conduction delay 27 100 100 84 85
For diagnosing anterior LV infarction
Isoelectric or depressed ST segment in inferior leads 95 91 98 83 94
Magnitude of precordial max. ST segment elevation 82 67 93 39 70
of =5mm
Lead of max. ST segment elevation in lead V5 or V, 64 82 93 38 68
Lateral lead ST segment elevation 55 100 100 37 64
Precordial QRS complex abnormalities 52 82 92 31 58
Frontal left-axis deviation of <0° 31 91 93 26 43
Abbreviations as in Table 1.
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