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A Territorial Dispute
Keith J. C. Finnie, MB, ChB, FRCPC

Figure 1. ECG on presentation.

ECG
of the Month

A 79-year-old man presents with a complaint of severe, ischemic-sounding chest pain which
began two hours earlier. His ECG on presentation is shown in Figure 1.

1. What is the diagnosis?

2. What territory or territories is/are involved?



ECG
of the Month

The ECG shows a predominantly regular,
narrow QRS rhythm at a rate of approximately
50 bpm. Two wide QRS complexes, likely of
ventricular origin, are closely coupled to the
preceding normal QRS complexes, occurring at
the apex of theT wave (“R onT” phenomenon).

The underlying rhythm is atrial fibrillation (AF),
with prominent coarse fibrillatory waves
seen well in V1. The diagnosis of an acute
STEMI is not in doubt, with a clearcut injury
pattern not only in leads V2 to V5, but also in
leads II, III and aVF.

1.

This Month’s ECG Diagnosis

2.

Figure 2. Previous ECG.

The localization of the coronary artery terri-
tory involved is an interesting challenge in
this case. There is evidence of acute inferior
and anterior injury; the loss of normal R
wave progression in V1 to V4 and the pres-
ence of ST-segment depression in aVL pre-
clude pericarditis as a serious consideration.
Simultaneous occlusion of both right and left
anterior descending coronary arteries is like-
wise an improbable scenario. Perhaps one or
another of these vessels is chronically
occluded, with collaterals now jeopardized
by acute occlusion of the remaining patent

CDN.IRB.06.02.11E
An agreement between Bristol-Myers Squibb and sanofi-aventis for the codevelopment and 
marketing of irbesartan and clopidogrel, two compounds from sanofi-aventis research.

Angiotensin II Receptor Blocker

Angiotensin II Receptor Blocker/Diuretic

Please consult product monographs for warnings and precautions. 
Product monographs available upon request at 1-866-INFO BMS 

(1-866-463-6267), Bristol-Myers Squibb Canada, 2365 Côte-de-Liesse, 
Saint-Laurent, Quebec H4N 2M7.

Cont’d on page 4



artery. A possible clue to the culprit vessel is
the cardiac rhythm; the astute observer will
have deduced that the occurrence of a regular
junctional rhythm in a patient with AF usually
means that complete heart block is present.
Complete heart block is not unusual in the early
stages of acute inferior MI, due primarily to the
activation of vagal reflexes; it is an uncommon
and high risk complication of anterior MI, usu-
ally only seen in the presence of bundle branch
block.

This patient was taken urgently to the cardiac
catheterization laboratory for planned primary
percutaneous intervention. The right coronary

artery showed only mild disease; the left anterior
descending artery was subtotally occluded in the
mid-third, distal to the first septal perforator and
major diagonal branch. Following successful
angioplasty and stent placement, the left anterior
descending artery was seen to wrap around the left
ventricular apex and supply the distal third of the
inferior wall of the left ventricle. In this patient, the
apparent simultaneous involvement of two vascu-
lar territories was the result of this not uncommon
anatomic arrangement. The heart block persisted
and review of a previous ECG (Figure 2) showed
that it had been present for some months and was
therefore unrelated to the acute MI.
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