Paciente do sexo masculino, 72
anos, admitido com SCA com

supradesnivel de ST - 2009

Dr. Raimundo Barbosa Barros

Paciente do sexo masculino, 72 anos, admitido com SCA com supra de ST

ECGL1 - admissao
ECG2 - 6 horas apos

ECGS3 - ap0s angiolastia primaria

Dr Andrés a presenca de supra de ST em D1 e AVL pode sugerir: oclusédo de DA,
Mg da Cx ou Primeira diagonal.

Neste caso qual a artéria culpada? Posteriormente enviarei o resultado da
coronariografia

Envie o caso para outros colegas.
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OPINIONES DE COLEGAS

Saludos a Todos: Y mucho agradecimiento a los Drs. Raimundo Barbosa y Prof. Andrés R.
Pérez R. por estos ECGs que me pusieron a repasar el tema; creo que se trata de un IAM
agudo medio-anterior y medio-lateral en evolucion, resuelto con la Angioplastia laria (ver
ECG 3). Observo elevacion del segm. ST en DI, aVvL, V3 - V6 y depresion del ST en DI,
Dlll y aVF (DIl mayor que DII, es lo que me parece), todo lo cual bien podria ir con
oclusion de la primera diagonal (ver Cap. 11 del Libro Electrocardiografia Basica del Dr.
Antoni Bayés de Luna).

Bueno, ya solo falta la opinién de los Colegas expertos y el resultado de la



coronariografia.
PD:Que se diviertan mucho en estos Carnavales; aca en Panama es un asunto muy serio.

Ricardo Pizarro

HOLA!! Encantada de poder participar, es la primera vez que logro entenderme con las
imagenes y pude descargar los ECG. Sinceramente pienso que el SR. a sus 72 afios
debe tener mas de un vaso enfermo, quizas un evento previo en la Arteria Circunfjeja que
recibe Circulacion colateral por la ADA y que actualmente haya hecho un evento agudo de
la ADA.

O todos los cambios son por una ADA severa en tercio medio. Aguardo impaciente los
resultados de la Angiografia. Saludos cordiales,

Caren Goddio




Cordiales saludos desde Colombia, he estado en el foro desde hace varios meses pero

esta es la primera vez que me atrevo a participar.

EKG 1 EKG 2 EKG 3

Aspectos Satisfactorio [Satisfactorios. [Satisfactorios.

Técnicos S.

Frecuencia: [100 /min. 05 /min. B85/min.

Ritmo: Sinusal Sinusal Sinusal

PR 120 120 120

milisegundos

(ms.):

QT ms.: 360 400 400

R-R 0.56 0.68 0.68

segundos:

QTc: 187 487 197

Eje P: 45 60 A5

Eje QRS: -40 -40 45

EjeT: 45 0 A5

Morfologia P: [Dentro de Dentro de Dentro de
[imites limites limites
normales normales normales

Morfologia rS en DII, rS en DII, rS en DII, DI,

QRS: DIll, y avVF, DI,y aVF, y aVF, gR en
gRenDly [|gRenDly Dly aVL.
VL. Pobre VL. Pobre  |Pobre
progresion  |progresion de [progresion de
delaondaR JaondaRen JaondaRen
en las las las

derivaciones
precordiales.
\Voltaje
menor de lo
esperado de
RenV5y V6

derivaciones
precordiales.
Voltaje menor
de lo
esperado de
R enV5y V6

derivaciones
precordiales.
\Voltaje menor
de lo
esperado de
RenV5y V6




Morfologia Supra Supra En mi
ST: desnivel en [desnivel en  [concepto ya
DIy aVL. DIy aVL pero [no hay
menor que el [supradesnivel
anterior. . En avL no
Ademas supera 1mm.
supradesnivel
en V3-V6
Morfologia T: |Aparenteme |Aparentement JAparentement
nte normal. e normal. e normal.
ANALISIS:

Supra desnivel en DIy aVL. Y el Eje del QRS desviado a la izquierda, rS en DII, DIIl, y

aVF, gR en Dl y aVL.

CONCLUSIONES:

El EKG Sugiere Infarto Agudo de Miocardio Causado por la arteria circunfleja rama de la
coronaria izquierda. Y asociado a esto un bloqueo de rama izquierda anterosuperior. El
eje de la onda T no sigue el del QRS lo que pudiese ser secundario a un problema de
repolarizacion?

Bibliografia: ABC of clinical electrocardiography BM J Clinical review 2007.
Basic Electrocardiography - Normal and Abnormal ECG Patterns A. Bayés de Luna, MD,

FESC, FACC 2007

Mario Andrés Zamudio.




Dearest virtual forum friends:

Here the final diagnosis.

Congratulation Dr.Pizarro from Panama!!! You were with the truth and | was missed.
What do you think about this case Prof Bayes?

All the best

Andrés R. Pérez Riera

Case Report

72-year-old male patient, admitted with Acute
Coronary Syndrome (ACS) and ST segment
elevation (STE-ACS).



ECG CHRONOLOGIC EVOLUTION

» 72-year-old male patient, admitted with clinical
picture of ACS and ST elevation (STE-ACS).
— ECG1 - admittance
— ECG2 - 6 hours later
— ECGS3 - after primary angioplasty.

* The presence of elevated ST in | and VL could
suggest occlusion of: left anterior descending
coronary artery proximal to the first diagonal, first
obtuse marginal branch of the left circumflex (LCX)
or first diagonal artery.

* In this case, which is the culprit artery?

At the end we will present the result of the coronary
angiography.

ECG1 - Admittance
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Extreme left axis deviation: Left Anterior Fascicular Block (LAFB): SAQRS - 40, SllI>Sll, R in 1 and VL
Minimal ST segment elevation in | and VL;

Poor progression of r wave on precordial leads;

V3 > rv4;

Transition zone on precordial leads dislocate to the left (V3).

r waves with low voltage on left leads (V5-V6).



COMMENTARIES

ST segment elevation in | indicates that LCX is the affected artery
because the injury vector is directed not only downwards, but also
to the left*.
r waves with low voltage on left leads (V5-V6) is observed in lateral
B1 MI (most probable place of occlusion LCX).
Q wave in | and VL could be manifestation of Mid-anterior Ml A4, but
in this case we think that initial q waves in | and VL are secondaries
to LAFB( CCW rotation of QRS loop on frontal plane)

# Observation: Only in the cases of extreme dominant RCA or LCX
have found that this rule may fail’.
Conclusion: B1 Ml or lateral MI.

1) Bayés de Luna A, Basic Electrocardiography. Normal and Abnormal
ECG Patterns. Chapter 11.



ECG2 - 6 hours later
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LAFB
Pathologic initial Q wave from V4 to V6.
ST segment elevation from V4 to V6 and minimal in | and VL.



ECG3 - after successful primary angioplasty

ihEgERsARNERanaRanl

T wave inversion from V4 to V6: Subepicardial ischemia in lateral wall.




In this case the rule failed!

Coronariography report:

It is observed: suboclusion of the left anterior descending coronary
artery proximal to the first septal branch and total occlusion of the
first diagonal artery branch (culprit artery?).

Both had been treated by the " kissing balloon” technique.
The right coronary artery and left cirunflex were normal.

References'2 are interesting citations for the differential diagnosis in
cases of acute Ml entaliling ST-segment elevation in lead VL.

1)

2)

Birnbaum Y, Hasdai D, Sclarovsky S, Herz |, Strasberg B, Rechavia E. Acute myocardial infarction entailing ST-
segment elevation in lead aVL: electrocardiographic differentiation among occlusion of the left anterior
descending, first diagonal, and first obtuse marginal coronary arteries. Am Heart J. 1996 Jan;131:38-42.

Iwasaki K, Kusachi S Kita T, Taniguchi G. Prediction of isolated first diagonal branch occlusion by 12-lead
electrocardiography: ST segment shift in leads | and aVL. J Am Coll Cardiol. 1994 Jun; 23:1557-1561.

Birnbaum Y, Hasdai D, Sclarovsky S, Herz |, Strasberg B, Rechavia E. Acute
myocardial infarction entailing ST-segment elevation in lead aVL: electrocardiographic
differentiation among occlusion of the left anterior descending, first diagonal, and first
obtuse marginal coronary arteries. Am Heart J. 1996 Jan;131:38-42.

+ Acute myocardial infarction with ST elevation in lead aVL maglrepresent involvement
of the first diagonal or the first obtuse marginal branch. This study assesses the
correlation among different electrocardio?raphgc #)alterns of acute myocardial infarction
with ST elevation in aVL and the site of the infarct-related artery occlusion. Patients
who underwent coronary angiography within 14 days of infarction with an unequivocal
culprit lesion were included.

+  Fifty-seven patients were evaluated.

* The culprit lesion was in the left anterior descending coronary artery proximal to the
first diagonal, first diagonal, and first obtuse marginal branches, in 38, 8, and 11
patients, respectively.

*+ ST elevation in aVL and V2 through V5 signifies left anterior descending arte
occlusion proximal to the first diagonal branch: Positive predictive value(PP
and negative predictive value(NPV) of 95% and 94%, respectively.

* ST elevation in aVL and V2, not accompanied by ST elevation in V3 through V5,
favors occlusion of the first diagonal branch (PPV, 89%; NPV, 100%).

« ST elevation in aVL accompanied by ST depression in V2 predicts obstruction of
the first obtuse marginal branch (PPV, 100%; NPV, 98%).




Iwasaki K, Kusachi S,Kita T, Taniguchi G. Prediction of isolated first
diagonal branch occlusion by 12-lead electrocardiography: ST segment
shift in leads | and aVL. J Am Coll Cardiol. 1994 Jun; 23:1557-1561.

OBJECTIVES. This study was performed to determine electrocardiographic (ECG) features that
Goulld distinguish first diagonal branch occlusion from left anterior descending coronary artery
occlusion.

BACKGROUND. The ECG findings associated with first diagonal branch obstruction have not
previously been compared with those of left anterior descending coronary artery obstruction.

METHODS. The ECG ﬂndings in 34 patients with isolated diagonal branch occlusion (group 9)
were compared with those in 20 patients with occlusion at site 6 f(gmup 6) and 20 with occlusion at
site 7 (group 7), according to American Heart Association classification. This study had a power >
80% to detect a 50% difference between groups at a probability value of 0.05.

RESULTS. ST segment elevation was observed in leads | and aVL for all group 9 patients, in 80%
(p < 0.03) of group 6 patients for lead | and 90% for lead aVL and in 50% (p < 0.01) of group 7
patients for lead | and 55% (p < 0.01) for lead aVvL. Similarly, there was a higher incidence of
abnormal Q waves and inverted T waveés in leads | and aVL in"group 9 than in groups 6 and 7. In
contrast, group 9 showed a significantly lower incidence of ST segment elevation {3.4%), abnormal
Q waves (3.0%) and inverted T waves (0%) in lead V1 than group 6 (80%, 40% and 90%,
respectively) and %roup 7 (75%, 60% and T0%, respectively}'_}ép < 0.01 for each). Multivariate
analysis revealed that abnormalities in leads | and aVL, combined with a normal lead V1 (and V),
provided good criteria for distinguishing isolated diagonal branch occlusion from left anterior
descending coronary artery occlusion.

CONCLUSIONS. Isolated diagonal branch occlusion more frequently caused ECG abnormalities in
leads | and aVL and less frequently caused changes in the precordial leads compared with left
anterior descending corona{rjy artery obstruction, indicating that leads | and aVL represent
myocardium perfused by the diagonal branch.



Opinion Dr Ricardo Pizarro from Panama
ripibro@hotmail.com

« Greetings for everyone, and thank you very much to
Drs. Raimundo Barbosa and Prof. Andres R. Perez R.
for these ECGs that made me review the topic; | think
this is an acute MI, middle-anterior and middle-lateral in
evolution, that was solved by primary angioplasty (see
ECG 3). | see ST elevation in DI, aVL, V3-V6, and ST
depression in DII, DIl and aVF (DIl greater than DII, |
think), all of which may be caused by occlusion of the
first diagonal artery (see Chapter 11 of the book "Basic
Electrocardiography" by Dr. Antoni Bayes de Luna).

+ Well, now we only need the opinions by the expert
Colleagues and the result of the coronary angiography.

« PS: | hope you have a lot of fun in these Carnival; here
in Panama it is a very serious business.

Saludos a Todos: Muchisimas gracias por sus sobre-estimadas palabras mi Estimado y
Respetado Prof. Dr. AndrésR. Pérez R.; y sinceramente estoy seguro que Usted y los
otros Colegas (Felicitaciones al DR. Mario A. Zamudio por la forma tan detallada de su
andlisis que nunca habia visto, por lo que le agradezco este enfoque; todos los dias
aprendo con Ustedes) que opinaron tan magistral y ordenadamente sobre la
interpretacion de este ECG, realizaron un analisis mucho mejor que el mio, solo que la
buena suerte y la Intuicibn me ayudaron muchisimo en esta ocasion; que sigamos
participando activamente, y los (as) que no se deciden a "arrancar" por temor a no
coincidir con las opiniones de los expertos, haganlo, traigan y compartan sus casos aca,
ya que es la mejor manera de aprender; al menos es mi opinion personal; que estén muy
bien y hasta pronto,

Ricado.
PD: Estimado Prof. Dr. Andrés R. Pérez R. Muchas gracias por la tltima diapositival.

Ricardo Pizarro






