* No estan relacionados con
elevacion del segmento ST.

* No requieren trombalisis pero si
requieren ser llevados a una
estrategia de reperfusion
coronaria invasiva temprana.




Hallazgos electrocardiograficos
de alto riesgo

Electrocardiogram Findings Suggestive of Ischemia

FINDING CRITERLA
STEMI equivalerts

Posterior STEMI Criteria:
® Horizontal ST-segment depression in V-Vs
®m Dominant R-wawve (RfS ratio =1) in WV,
m Upright T wawes in anterior leads
® Prominent and broad R-wave (=30 ms)
Confirmed by:
® ST-segment elevation of =0.5 mm in at least 1 of leads Vz-Va*

Left bundle branch block or ventricular paced rhythm with A total score =3 points is required:
Sgarbossa Criteria ® Concordant ST-segment elevation =1 mm in leads with a positive QRS complex (5 points)
= Concordant ST-segment depression =1 mm in leads Vi-Vz (3 points)
m Discordant ST-segment elevation =5 mm in leads with a negative QRS complex (2 points)
If there is discordant ST-segment elevation =5 mm, consider ST/S atio =—-035

Left bundle branch blodk or ventricular paced rhythm with Pcshve if any of the following are present:
Smith-modified Sgarbossa Criteria Concordant ST-segment elevation of 1 mm in leads with a positive QRS complex
l Concordant ST-segment depression of 1 mm in Vy-Vs
®m ST-segment elevation at the J-point, relative to the QRS onset, is at least 1 mm and has an
amplitude of at least 25% of the preceding 5-wave

De Winter Sign ® Tall, prominent, symmetrical T waves arising from upsloping ST-segment depression =1 mm at the
Jepoint in the precordial leads
®m 0.5-1 mm 5T-segment elevation may be seenin lead aVR

Hyperacute T waves Broad, asymmetric, peaked T waves may be seen eary in STEMI
Serial BCGs over very short intervals are useful to assess for progression to STEMI
ECG findings consistent with aatefsubacute myocardial schemia

aVR 5T -segment elevation Most often caused by diffuse subendocardial ischemia and usually ocowrs in the setting of significant left
main coronany artery or multivessel coronary artery disease
®m S5T-segment elevation in aW¥R =1 mm

®m  Multilead 5T-segment depression in leads |1, 11, Wal, andfor Va-¥Wg
®m Absence of contiguous ST-segment elevation in other leads
ST-segment depression Horizontal or downsloping ST -segment depression =0.5 mm at the J)-point in 2 or more contiguous leads is
suggestive of myocardial ischemia
Wellens syndrome Clinical syndrome characterized

try:

m Biphasic or deeply inverted and symmetric T wawves in leads V; and V3 (may extend to Vg)
® Recent angina

= Abszence of Q waves

Inverted T waves May be seen in ischemia (subacute) or infarcion (may be fixed and associated with Q waves) in continuous
leads
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Patrones de alto riesgo: Patron de
Wellens

Wellens tipo A: Onda T
isobifdsica en las derivaciones
V1-Vv4.

Wellens tipo B: Inversion de
Onda T de caracteristicas
simeétricas.

Se asocia a estenosis de

la arteria descendente

anterior proximal (ADA) e infarto
masivo inminente de la pared
anterior del miocardio.

Biphasic anterior T waves, not always

accompanied by chest pain
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Patron de Winter

Se presenta con Infradesnivel del
segmento ST en las derivaciones

precordiales (v1-v6), conondas T

hiperagudas. Puede presentarse

también con elevacion en avR.

Este hallazgo se correlaciona
clinicamente con oclusion de la
coronaria descendente anterior

e

De Winter syndrome

depression in V1-V6 that continues
into tall, positive symmetrical T-
waves, often with 1-2 mm ST
elevation in aVR

depression and upslopingS%

v,
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Tronco coronario izquierdo

Elevacidon del segmento ST
en avR.

Infra desnivel del segmento
ST en al menos 6 derivadas.

J_ARTICULO ORIGINAL

Diagnostico electrocardiografico de la obstruccion del tronco
coronario izquierdo mediante el analisis vectorial del
segmento ST y el complejo QRS

José A. Prieto-Solis®, Natividad Benito® y Rafael Martin-Duran®

sServicio de Cardiologia. Unidad Coronaria. Hospital Universitario Marqués de Valdecilla. Santander.

Cantabria. Espana.

*Unidad de Bioestadistica, Epidemiologia e Investigacion Metodologica. Instituto de Formacion e
Investigacion Marqués de Valdecilla. Santander. Cantabria. Espana.
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novo o presumiblemente de novo

Criterios de Barcelona Journal of the American Heart Association
(previamente ORIGINAL RESEARCH

criterios de New Electrocardiographic Algorithm for the
Sgarbossa). Diagnosis of Acute Myocardial Infarction in

Patients With Left Bundle Branch Block

Andrea Di Marco, MD"; Marcos Redriguez, MD®; Juan Cinca, MD, PhD; Antoni Bayes-Genis, MD, PhD;

Jose T. Ortiz-Perez, MD; Abert Arza-Solg, MD, PhD; Jose Caros Sanchez-Salado, MD; Alessandro Sionis, MD, PhD;
Jany Rodrguez, MD; Beatriz Taledano, MD; Pau Ceodina, MD; Eduard Solé-Gonzélez, MD; Monica Masaotti, MD;
Joan Antoni Gomez-Hospital, MO, PhD; Angel Gequier, MD, PhiD; Ignasi Anguera, MD, PhD

Table 5. Definition of the BARCELONA Algorithm to
Diagnose AMI in the Presence of LBBB

The BARCELOMA algorithm is positive if any of the following criteria are
present:

(1) ST deviation =1 mm (0.1 mV) concordant with QRS polarity in any
ECG lead, thus including either:

* ST depression =1 mm (0.1 mV) concordant with QRS polarity, in any
ECG lead.

e ST elevation =1 mm (0.1 mV) concordant with QRS polarity, in any
ECG lead (Sgarbossa score 5).

(2) ST deviation =1 mm (0.1 mV) discordant with QRS polarity, in any
lead with max (R|S) voltage <6 mm (0.6 mV).

AMI indicates acute myocardial infarction; and LBBB, left bundle branch
block.
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Patron de ASLANGER

Oclusion Inferior aguda:
(1) STE en lll pero no en ninguna otra derivacion inferior,

(2) depresion del ST en cualquiera de las derivaciones V4 a
6 (pero no en V2) con una onda T positiva (al menos
terminalmente positiva),

(3) ST en la derivacion V1 mas alto que ST en V2.

A new electrocardiographic pattern indicating inferior ‘!l
myocardial infarction -2

Emre Aslanger, MD, Assoc. Prof. *, Ozlem Yildirnimtiirk, MD, Assoc. Prof. ®, Baris Simsek, MD <,
Azmi Sungur, MD¢, Ayca Tiirer Cahbar, MD, Assoc. Prof., Emrah Bozbeyoglu, MD, Assoc. Prof.€,
Can Yiicel Karabay, MD, Assoc. Prof.®, Stephen W. Smith, Prof. ¢, Muzaffer Degertekin, MD, Prof?®
* Yeditepe University Hospital, Department of Cardiology, lstanbul, Turkey

b Health Sciences University, Dr. Siyami Ersek Thoracic and Cardiovascular Surgery Training and Research Hospital, Department of Cardiology, lstanbul, Turkey

© Dr. Siyami Ersek Thoracic and Cardiovascular Surgery Training and Research Hospital, Division of Cardiology, Istanbul, Turkey
9 University of Minnesota, Hennepin County Medical Center, Department of Emergency Medicine, Minneapolis, MN, United Stares of America

Conclusion: We here define a new ECG pattern indicating inferior MI in patients with concomitant critical lesion
(s) in coronary arteries other than the infarct-related artery. Patients with this pattern have multivessel disease
and higher mortality.
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