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Left ventricular free wall rupture after M|
Pathologic specimen showing free wall rupture (arrow)
and hemopericardium after a myocardial infarction
(From Edwards, WD, Applied anatomy of the heart. In:
Cardiology: Fundamentals and Practice, Brandenburg, RO,
Fuster, ¥, Guiliani, ER, McGoon, DC (Eds), Year Book,
Chicago, 1987, pp. 47-109.)




OBJECTIVES

© REVIEW THE IMPORTANCE OF 12 LEAD EKG IN
ISCHEMIC HEART DISEASE.

@ REVIEW BASIC CONDUCTION PRINCIPLES

© UNDERSTAND HOW TO DIAGNOSE A
MYOCARDIAL INFARCTION.

© UNDERSTAND BASICS OF LOCALIZING THE
SITE OF INFARCTION.

@ INTRODUCE OTHER LIFE THREATENING EKG’S

1. SA node discharge
no deflection

2. Right and left atrial
activation: P wave

3. Activation of AY
node and bundle of His:
Mo deflection

Intraatrial
Pathways

4A.Septal activation:
Onset of GRS complex,
initial septal Q wave

4B.Left ventricular free
wall aotivation:
Inseription of QRS
complex

S. Full ventricular
activation: No deflection

Purkinje
fibers

6. Ventricular
repolarization: His
Purkinje T wave

Ay

7. Late ventricular
repolarization: His
Purkinje U wave




62 Y/O MAN, SMOKER WITH HTN AND
HYPERCHOL
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RECOGNITION OF AMI

® Know what to look

for— - J point plus
. 0.04 second |
ST elevation >1 mm T |
3 contiguous leads At : lkL \ v f
% i
® Know where to look R e R v
PR baseline—

ST-segment deviation —
=4.5mm




HOW TO MEASURE
ST-SEGMENT DEVIATION

J point plus
0.04 second

PR baseline — - ST-segment deviation

12-LEAD ECG VARIATIONS
IN AMI AND ANGINA

~J\~_ Baseline

A f\ Ischemia—tall or inverted T wave (infarct),
~ ST segment may be depressed (angina)

f\}_/\ Injury—elevated ST segment, T wave may invert

Infarction (Acute)—abnormal Q wave,
ST segment may be elevated and T wave

may be inverted

Infarction (Age Unknown)—abnormal Q wave,
ST segment and T wave returned to normal

AMI LOCALIZATION

I'lateral aVR V, septal

Il inferior ~ aVL lateral V, septal V; lateral

II inferior  aVF inferior Vi lateral




ANTERIOR SEPTAL AMI

54 Y/O WOMAN IN ER WITH
EPIGASTRIC BURNING
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62 Y/O WITH DIAPHORESIS
HEARTBURN AND SOB 2 DAYS AGO
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50Y/0 SMOKER, DURING
TREADMILL STRESS TEST
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92 Y/O WOMAN WITH UNSTABLE
ANGINA
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1O MAN WITH

5 gment changes
n, in pericol t places the P

1n le2g &VR and downward in mog

her 1eads. Courtesy of Ary Goldberger, HO.

48 Y/O MAN ON SOTALOL AND
PSYCHOTROPICS




52Y/0 WOMAN WITH RENAL FAILURE

72Y/0 MAN ON QUINIDINE FOR ATRIA
FiB.

61 Y/0 MAN WITH A HISTORY OF M,
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PEARLS FOR USING THE EKG AS A
CLINICAL TOOL.

@ If a patient has chest pain, sob , diaphoresis-
ischemia is expected ,repeat the ekg often!

® The 12 lead ekg is one of the cheapest , most
efficient tools in medicine.

® The future will include continuous 12 lead
ekg monitoring in the ED and TELEMETRY
units detect ischemia earlier.

®Home 12 lead systems will be available for
remote monitoring .
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? LIFE THREATENING
AFIB/FLUTTER
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EKG IS 50% SENSITIVE FOR LVH
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23Y/O CMS STUDENT PRIOR TO
CLINICAL ROTATIONS, C/O CP

22 Y/O WITH PALPITATIONS

45 Y/O WITH PALPITATIONS
WIDE COMPLEX BEATS
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Electrical alternans Everyother ORS complex has a reduced amplitude
alternating with a higher amplitude.

37 Y/O WOMAN WITH BREAST
CANCER
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38 Y/O WOMAN WITH PALPITATION
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