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Acute MI

Diagnostic critenia for AMI

Q wave duration of more than 0.04
seconds

Q wave depth of more than 25% of
ensuing r wave

ST elevation in leads facing infarct (or
depression in opposite leads)

Deep T wave inversion overlying and
adjacent to infarct

Cardiac arrhythmias
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Ischemia: ST Depression, T Inverted
Hyper Acute MI: ST elevation, T Tall
Acute MI: Q Pathologic, ST elevation, T inverted
Recent MI: Q Pathologic, T inverted

Old MI: Q Pathologic
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Sequence of changes in evolving AMI
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1 minute after onset 1 hour or so after onset Afew hours after onset

P 8T

T T
a a a

Aday or so after onset Later changes A few months after AMI
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ST elevation /ST Depression
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ST elevation

ECG Diagnosis of STEMI

HiEEEEEE s S
Normal“l,“f:l o Wﬁimg-r
v STEMI

— ST elevation 1mm or more in 2 contiguous leads
— New LBBB

— True posterior M| (ST elevation in posterior leads)
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ST elevation

ST elevation

Ocecurs in the early stages

Occurs in the leads facing the
infarction

Slight ST elevation may be
normal in V4 or V>
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Q wave
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Q wave

Deep Qwave

Only diagnostic change of
myocardial infarction

Atleast 0.04 seconds in duration

Depth of more than 25% of
ensuing R wave
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Q wave

L V4 V5V6
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There shouldbe no Q wave oronly a smallq less than 0.04
secondsinwidthinl Il, V2toV6
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T wave
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T wave
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The T wave mustbe upnightinl, Il, V2to V6
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QRS complex

db (o a1l slod 55 QRS LSS

The QRS complex should be
dominantly upnghtinleads|and |l
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sl o 3w a (I, 11, 111, AVR, AVL, AVF) Lasl glaid 53T 7 50 5 QRS oK1

QRS and T wavestendto have the
same general direction in the limb
leads
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AVR
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R PROGRESSION
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The Rwave in the precordial leads must grow from V1 to atleast V4
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Anterior Ml
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Antenor infarction
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Lateral infarction

Latesal infaschon

Lateral Ml

131y 0433 T o ECG &l |, AVL, V5, VB slasd
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Inferior Ml
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Posterior Wall Ml
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Posterior Wall Ml

« None of the standard 12
leads looks at the posterior
wall

« See reciprocal ST
depression and large R
waves in V1-V3

- Should record posterior
leads V7, V8, V9

e b fppt.com



Posterior Wall Ml
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RV MI
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Right Ventricular Infarction

v None of the standard 12 leads look o
directly at the RV &
v Lead V, is closest to RV S
P i . .
v 12 Lead Clues: fé |
= ST elevation in Il, 1ll, AVF, V, . ”‘;:{r b
= ST elevation in Il = AVF
= ST discordance between V, and V,
¥ Record RV leads with all inferior Mls
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Inferior- RV Ml

Inferior & RV MI
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Inferior- RV Ml

Right Sided Leads

i T S R e

fppt.com



Location of infarct combinations

Location of infarct combinations
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MI 1931 O ECG O gk

ECG localization of Ml

Infarct location Leads showing changes Likely coronary artery
involved
Inferior wall MI I, 1, avF RCA
Septal MI V1-V2 LAD
Anterior wall M| V3-VS LAD
Anterioseptal V1-V4 LAD
Extensive anterior wall Ml |, aVL, V1-V8 LAD
Lateral wall MI 1, aVvL, V5-V6 Circumflex
High lateral wall Ml 1, avL Circumflex
Posterior wall MI ProminentRin V1 RCA or Circ.
Right ventricular MI ST elevation in V1 and RCA

right- sided V4 with

anterior wall Ml /
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