RAPID ECG INTERPRETATION
ANTERIOR INFARCTION
COMMON ECG FORMATIONS

▲ ST elevation with/without abnormal Q wave
▲ Usually associated with occlusion of the left anterior
descending branch of the left coronary artery (LCA)
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LATERAL INFARCTION
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▲ ST elevation with/without abnormal Q wave
▲ May be a component of a multiple-site infarction
▲ Usually associated with obstruction of left circumflex artery
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Infarction – Q Wave
▲ Small Q waves may be normal in V5, V6, I, and aVL
▲ Abnormal Q waves must be one small square
(0.04 sec) wide or abnormal Q-wave depth
must be greater than one-third of QRS height

INFERIOR INFARCTION
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▲ ST elevation with/without abnormal T wave
▲ Usually associated with right coronary artery
(RCA) occlusion
▲ Right-sided ECG leads should be obtained to screen
for ST elevation suggestive of RV infarction1
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RIGHT VENTRICULAR INFARCTION
▲ Usually accompanies inferior MI due to proximal
occlusion of the RCA
▲ Best diagnosed by 1–2 mm ST elevation in lead V4R
▲ An important cause of hypotension in inferior MI—
recognized by jugular venous distension with clear
lung fields
▲ Aggressive therapy is indicated, including: reperfusion,
adequate IV fluids for right heart filling, and pacing to
maintain A-V synchrony if necessary
▲ Withhold nitroglycerin1

V4R

Injury – Elevated ST Segment
▲ Signifies an acute process; ST returns to
baseline with time
▲ If ST elevation is diffuse and unassociated with
Q waves or reciprocal ST depression, consider
pericarditis based on clinical presentation
▲ Location of injury can be determined in same
manner as infarct location
▲ Usually associated with reciprocal ST depression
in opposite leads

T

Ischemia – Inverted T Wave
▲ Inverted T wave is symmetrical
▲ T waves are usually upright in leads I, II, and V2 to V6
▲ ST depression may be present

NONDIAGNOSTIC ECG1
▲ In patients with high level of suspicion for STEMI, perform serial ECGs at
5- to 10-minute intervals or continuous 12-lead ST-segment monitoring

POSTERIOR INFARCTION
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▲ Tall, broad (>0.04 sec) R wave and ST depression
in V1 and V2 (reciprocal changes)
▲ ST elevation in leads V7, V8, V9
▲ ST elevation with/without abnormal Q wave
▲ Usually associated with obstruction of RCA
and/or left circumflex coronary artery

ADDITIONAL ECG LEAD LOCATIONS4
RIGHT-SIDED
CHEST LEAD

LBBB WITHOUT AMI
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▲
▲
▲
▲

Width of QRS complex >0.12 sec
rS or QS complex in lead V1
Wide, notched R wave, no Q wave in lead V6
ST segment and T wave slope away from dominant
wave of QRS (secondary changes)

LBBB WITH AMI2
Q waves in at least two of leads I, aVL, V5, V6
R-wave regression from leads V1 to V4
Late notching of S wave in at least two of leads V3 to V5
Primary ST and T-wave changes in two or more
adjacent leads
▲ ST elevation of 8 mm or half the height of T wave
▲
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LBBB WITH AMI3
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▲
▲
▲

ST elevation ≥ 1 mm concordant with QRS
ST depression >1 mm in leads V1, V2, or V3
ST elevation >5 mm discordant with QRS
QRS >0.12
Q waves

LEFT POSTERIOR
LEADS

scapula

V4R
V7 V8 V9

Midclavicular line
V4R - 5th intercostal
space, right
midclavicular line

V7 - 5th intercostal space,
posterior axillary line
V8 - 5th intercostal space,
midscapular line
V9 - 5th intercostal space, 2 cm
to left of vertebral column
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Before prescribing TNKase, please see full prescribing information.
Safety Information: All thrombolytic agents increase the risk of bleeding,
including intracranial bleeding, and should be used only in eligible patients. In
addition, thrombolytic therapy increases the risk of stroke, including hemorrhagic
stroke, particularly in elderly patients.
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