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Abstract 
Background The determination  of infarct related artery in acute inferior myocardial infarction  is 
extremely important  for the prediction of potential complication and predicting the probable site  of 
occlusion  is worthwhile because proximal occlusions are likely to cause greater myocardial damage 
and early invasive strategy is indicated.  
Objectives:To predict the culprit coronary artery whether right coronary artery  or left circumflex 
artery  by examining the surface electrocardiography in patients with acute inferior wall myocardial 
infarction and also to predict the correlation between the proximity of lesion in right coronary artery 
and severity of ST segment elevation in inferior electrocardiographic leads that is caused by right 
coronary artery occlusion . 
Methods: A total of 56 patients with inferior wall myocardial infarction were included in this study 
underwent coronary angiography. the electrocardiography of these patients were then compared with 
angiographic finding to correlate with culprit artery (either right coronary artery or left circumflex) and 
also to correlate the proximity of culprit lesion in right coronary artery with the degree of ST segment 
elevation in inferior limb leads.  
Results: After comparing  the electrocardiographic findings in inferior and lateral leads ,it was evident 
that the degree of ST segment elevation in leads III and AVF was significantly higher in  right coronary 
artery  group (46 patients) vs  left circumflex group (10 patients) 3.16±1.14mm vs 1.53±0.24mm 
(p<0.001) and 2.78±0.92mm vs 1.2±0.25(p<0.001)respectively. While its comparable in lead II 
2.18±0.95mm vs 1.7±0.34mm (p>0.05).In respect to lateral limb leads (AVL and  I), we found that 
deeper ST segment depression was in right coronary artery  group as compared to left circumflex group 
1.11±0.25mm vs 0.2 ±0.34mm (p<0.001) and 0.69±0.25mm vs 0.25±0.42mm (p<0.001). In precordial 
leads V2 and V3 we found that the left circumflex group had deeper ST segment depression compared  
to RCA group  although the difference was of no statistical significance 1.9±0.56mm vs 1.55±0.76mm 
(p>0.05)and 2.1± 0.56mm vs 1.73±0.71mm (p>0.05) respectively. Also in right coronary artery group, 
15(32.6%) patients had proximal culprit lesion, 19(41.6%) mid and 12(26%) distal culprit lesion. 
Patient with proximal right coronary artery  disease showed a mean ST segment elevation of 
11.7±1.8mm and with mid right coronary artery  disease 7.2±0.97mm and with distal right coronary 
artery disease 5.8±0.82mm. 
Conclusion 
1-It is possible to predict the culprit artery whether right coronary artery or left circumflex by 
examining the surface electrocardiography in patients with acute inferior myocardial infarction. 
2-The degree of ST segment elevation is correlated with proximity of the right coronary artery. 
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الشریان التاجي الایمن او الشریان المحیطي الایسـرعن طریـق   كونهسواء   المسببتقییم امكانیة توقع الشریان التاجي  اهداف الدراسة:
ء الجــدار الســفلي لعضــلة القلــب، وكــذلك تقیــیم العلاقــة بــین قــرب الانســداد فــي لمرضــى الــذین یعــانون مــن احتشــالفحــص تخطــیط القلــب 

  . II, III AVF في التوصیلات السفلیةST جزءالشریان التاجي الایمن مع درجة ارتفاع 
تـائج مـع نمریضا مصابین باحتشاء  الجدار السفلي لعضـلة القلـب حیـث تمـت المقارنـة بـین تخطـیط القلـب  ٥٦تم شمول  طرق الدراسة:

في التوصیلات ST جزءالانسداد في الشریان التاجي الایمن مع درجة ارتفاع  موقعبین  مقارنةالتصویر الشرایین  التاجیة. وكذلك تمت 
  . II, III ,AVF  السفلیة

 III صیلات السفلیةفي التو  STارتفاع جزءبعد مقارنة التغیرات الحاصلة في التوصیلات  السفلیة والجانبیة ، كان درجة  نتائج الدراسة:
,AVF نســبة بمجموعــة الشـریان المحیطــي الایسـر وكــان الفـرق ذا اهمیــة احصائیة مقارنــة الشـریان التــاجي الایمـن اعلــى فـي مجموعــة)

(نســـــــبة متقاربــــــة فــــــي كلتــــــا المجموعتین IIفــــــي التوصــــــیلة الســــــفلیة  STارتفــــــاع جــــــزء،فــــــي حــــــین كانــــــت درجــــــة )٠,٠٠١<الارجحیــــــة
 فـي مجموعــةكانـت اعمــق  STنخفـاض فــي جـزءلافقـد لـوحظ ان درجــة ا AVL, I بة للتوصـیلات الجانبیـةامـا بالنســ).٠,٠٥>الارجحیـة

وكذلك تمت مقارنة التغیرات الحاصلة في التوصـیلات ).٠,٠٠١<(نسبة الارجحیةالشریان التاجي الایمن وكان الفرق ذا اهمیة احصائیة
مجموعـة الشـریان المحیطـي الایسـر ولـم یكـن الفـرق ذا اهمیـة  اعمـق لـدى STحیث كانـت درجـة انخفـاض فـي جـزء V2 ، V3الصدریة 
  ).٠,٠٥>(نسبة الارجحیةاحصائیة

فـي التوصـیلات السـفلیة حیـث كـان ST لتاجي الایمن مع درجة ارتفاع جزءوجدنا ایضا ان هناك علاقة بین قرب الانسداد في الشریان ا
اعلـى اذا كـان الانسـداد فـي بدایـة الشـریان مقارنـة بمنتصـف او نهایـة  II, III ,AVF للتوصـیلات  السـفلیة STارتفـاع جـزء مجموع درجة

  الشریان التاجي الایمن. 
  الاستنتاج:

الشــریان التــاجي الایمــن او الشــریان  كونــهسـواء  المسـبب لاحتشــاء الجــدار الســفلي لعضــلة القلــبمـن الممكــن تنبــؤ الشــریان التــاجي  -١
  .عن طریق فحص تخطیط القلب المحیطي الایسر

  قرب الاصابة في الشریان التاجي الایمن . قترن مع ت STجزءشدة ارتفاع  - ٢
ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ  ـــــــــــ

Introduction 
ardiovascular disease is 
responsible for almost one half 
of all deaths in the United 

States and other developed countries 
and for one fourth of deaths in the 
developing world. By 2020, 
cardiovascular disease will cause one 
of every three deaths worldwide. 
Coronary heart disease is the leading 
cause of cardiovascular death[1].  
Electrocardiography is the cornerstone 
for diagnosis of myocardial infarction, 
although many factors limit the ability 
of electrocardiography to diagnose and 
localize  myocardial infarction like the 
presence of conduction defect, the 
presence of previous myocardial 
infarction, change in electrolyte 
concentration and administration of 
cardioactive drugs, but still serial  
standard  12 leads electrocardiography 
remain a potent and extremely 
clinically useful method for detection 

and localization of myocardial 
infarction [2-4]. 
In patient with acute inferior 
myocardial infarction, the infarct 
related artery could be right coronary 
artery or left circumflex artery. Right 
coronary artery supplies blood mainly 
to the inferior myocardium while left 
circumflex artery supplies posterior,   
posterolateral, and posteroinferior  
myocardium [2]. 
Acute inferior myocardial infarction is 
sometime complicated by hypotension 
and arrhythmia. In presence of 
complication, right coronary artery is 
generally the infarct related artery. So 
from the above mentioned the 
determination of infarct related artery 
in acute myocardial infarction is 
extremely important with regard to 
prediction of potential complication. 
Furthermore the probable site of 
occlusion within right coronary artery 
is worthwhile because proximal 

C
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occlusions are likely to cause greater 
myocardial damage and early invasive 
strategy may be planned[5]. 
This study was conducted to localize  
the culprit coronary artery whether 
right coronary artery  or left circumflex 
artery by examining the surface 
electrocar-diography in patients with  
acute inferior wall myocardial 
infarction 
 and to predict the correlation between 
the proximity of lesion in right 
coronary artery and severity of ST 
segment elevation in inferior 
electrocardiographic leads. 
 
Patients and Methods 
A total of 56 patients admitted between 
January 2009 to June 2010 in Merjan 
teaching hospital and Ibn-Al Betar 
center for cardiac surgery whom they 
had diagnosis of inferior wall 
myocardial infarction when admitted 
and subsequently underwent coronary 
angiography within 3 months of their 
admission. 
Patients with prior myocardial 
infarction, coronary artery bypass 
grafting, electrocardiographic evidence 
of left bundle branch block, right 
bundle branch block, left ventricular 
hypertrophy and pre-excitation 
syndrome were excluded. 
Twelve leads electrocardiography were 
recorded at a paper speed 25 mm/s 
with amplitude of  10mm/mv, any ST-
segment deviation from isoelectric line 
(T-P segment) was measured to nearest 
0.5mm at 80 m sec after the J point. 
Full history was taken from the 
patients regarding the age, sex, 
hypertension (patient was considered 
hypertensive if he had history of 
hypertension or blood pressure 
≥140/≥90 mmHg) [6], diabetes (patient 
was considered diabetic if he had 
history of diabetes or had fasting 
plasma glucose at or above 126 mg/dL 
(7.0 mmol/L) or a random plasma 
glucose concentration ≥200 mg/dL 

(11.1 mmol/L) in the presence of 
symptoms)[7]and smoking. 
The amplitude of ST-segment 
elevation in leads II, III and aVF as 
well as ST-segment depression in leads 
AVL and I were recorded and the 
results were compared between right 
coronary and left circumflex artery 
group. Repeated electrocardiography 
was done and highest level was taken. 
ST-segment depression in leads V2 
and V3 was assessed as being 
representative of precordial leads. 
Also the total ST-segment elevations in 
inferior leads were compared between 
proximal, mid and distal right coronary 
artery group patients.  
Coronary angiography 
The coronary angiography was done 
by percutanes Judkin's technique via 
femoral route with machine Philips 
Allura 9 model 2007. 
Significant narrowing was considered 
if there was more than 70% of 
narrowing except left main stem where 
more than 50% narrowing was 
considered significant[8]. Patients with 
significant stenosis of both right 
coronary and left circumflex arteries 
were excluded together with those 
having concomitant significant left 
main stem or left anterior descending 
artery disease.  
Right coronary artery was divided into 
proximal, mid and distal. The segment 
of right coronary artery from its ostium 
to the origin of first marginal branch 
was considered proximal, from the first 
acute marginal to that of last acute 
marginal was considered mid and from 
this point onward as distal. 
Statistical Analysis 
The statistical significance for 
observed differences was assessed by 
student T test, test of proportions & 
analysis of variance used to compare 
differences between variables[9,10].P 
value < 0.05 was considered 
statistically significant ,P value < 0.001 
was considered statistically extremely 
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significant ,P value > 0.05 was 
considered statistically not significant. 
 
Results 
The study population involved 56 
patients (42 males & 14 female) their 
mean age was (65±7.2 years) with the 
diagnosis of acute inferior myocardial 
infraction. 
According to the results of coronary 
angiography patients were divided into 
two groups. 
Left circumflex artery occlusion group 
10 patients. 
Right coronary artery occlusion group 
46 patients which also subdivided into 
proximal (15 patients), mid (19 
patients) and distal (12 patients).   
Baseline characteristics of both groups 
are shown in table 1, who shows that 
the left circumflex artery occlusion 
was significantly higher in older age 
group than right coronary artery 
occlusion group, while there was no 
significant effect of sex, hypertension, 
diabetes mellitus and smoking on 
occurrence of right coronary artery or 
left circumflex artery occlusion. 
The electrocardiographic 
manifestations in relation to coronary 
angiographic findings are presented in 
table 2 in which there was significantly 
higher ST segment elevation in lead 
III, AVF in right coronary artery group 
as compared to left circumflex artery 
group (P value < 0.001). The ST 
segment elevation in lead II was found 
to be comparable between both groups 
(P value > 0.05). 
When we evaluated lateral limb leads I 
and AVL, it was found that ST 
segment depression in these leads was 
significantly deeper in right coronary 
artery group as compared to left 
circumflex artery group (p value 
>0.001) table 2. 
The degree of ST segment depression 
in leads V2, V3 was measured as 
shown in table 2. Deeper ST segment 
depression was found in these 

precordial leads within left circumflex 
artery group as compared to right 
coronary artery group however the 
difference did not reach a statistical 
significance (p value>0.05). 
In the right coronary artery group the 
degree of ST segment elevation in lead 
III was higher than lead II while it was 
not in the left circumflex artery group. 
Accordingly we evaluated the ratio of 
ST segment elevation in lead III to lead 
II and it was found to be consistent 
with right coronary artery occlusion 
(not left circumflex artery occlusion) 
as shown in table 3. 
The degree of ST segment depression 
in lead AVL was more than in lead I 
within right coronary artery group 
while it was comparable in left 
circumflex artery group for that we 
estimated the ratio of ST segment 
depression in lead AVL and I. a ratio 
of ST segment depression in lead 
AVL>I  consistent with right coronary 
artery group (p value >  0.001) table 3. 
Table 4 shows that ST segment 
elevation in lead III more than lead II 
was sensitive 96% and specific 93% 
for right coronary artery occlusion and 
also ST segment depression in lead 
aVL more than lead I was also 
sensitive 97% and specific 90% for 
right coronary artery occlusion group. 
Table 5 shows that sum of ST segment 
elevation in lead II, III and aVF was 
higher in proximal right coronary 
artery disease (11.7±1.8mm) with a 
range of 8.5-13.5mm than mid right 
coronary artery disease (7.2±0.97mm) 
with a range of 6-8.5mm and distal 
right coronary artery disease 
(5.08±0.82mm) with a range of 4-
6mm. 
By applying T test, total ST segment 
elevation in inferior leads was found to 
be significantly higher in proximal 
right coronary artery lesion as 
compared to mid and distal (P value 
<0.001)  the maximum ST elevation in 
the inferior leads was found 
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significantly associated with proximity 
of right coronary artery lesion 

confirmed by coronary angiography. 

 
Table 1 Baseline demographics characteristic features of studied groups. 

p-value left circumflex 
artery (n=10) 

right coronary artery  
(n=46) Criteria 

<0.05 58.5(8.18 ) 53.5(6.23) Age (mean ± standard 
deviation) 

>0.05 8 (80%) 34 (73.9%) Male  n(%) 

>0.05 3 (30%) 19 (41.3%) Hypertension n(%) 
> 0.05 2(20%) 16 (43.7%) Diabetes mellitus n(%) 
> 0.05 5(50%) 33(71.7%) Smoking n(%) 

 
Table 2 Electrocardiograph findings in relation to culprit artery 

P.value 
left circumflex artery 
(n=10) mean±(standard 
deviation) 

right coronary artery 
(n=46) mean±(standard 
deviation) 

Electrocardiographic finding 

> 0.05 1.7±(0.34 ) 2.18±(0.95 ) II ST segment 
elevation in mm <0.001 1.35±(0.24 ) 3.16±(1.14 ) III 

<0.001 1.2±(0.25 ) 2.78±(0.9 2) AVF 
<0.001 0.2±( 0.34) 1.11±(0.25) AVL 

ST segment 
depression  
in mm 
 

<0.001 0.25±(0.42 ) 0.69±(0.28) I 
> 0.05 1.9± 0.56) 1.55±(0.76 ) V2 
> 0.05 2.1± (0.56) 1.73±(0.71 ) V3 

 
Table 3 Comparison of ST segment deviation in inferior and lateral leads. 

 
Table 4 Sensitivity, specificity, positive and negative predictive values of ratios in 
predicting the presence of right coronary artery occlusion. 

Negative 
predictive 
value   

positive 
predictive 
value   

specificity Sensitivity Criteria 

80% 95% 93% 96% ST segment elevation in 
lead III more than lead II 

90% 97% 90% 97% 
ST segment depression 
in lead aVL more than 
lead I 
 

p.value Left circumflex artery 
n=(10%) 

Right coronary artery 
n= (46%) Character 

<0.001 2(20%) 44(95%) ST segment 
elevation III>II 

<0.001 1(10%) 45(97.8%) ST segment 
depression AVL>I 
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Table 5 Comparison of total ST elevation in II, III,AVF in right coronary artery 
group patients. 

 
Discussion 
Localization for the territory supplied 
by culprit artery can explain the 
electocardiographic changes during 
myocardial infarction[3]. 
In this study we tried to elaborate the 
capability of the surface electrocar-
diography in patient with inferior wall 
myocardial infarction in predicting 
culprit coronary artery occlusion to be 
right coronary artery or left circumflex 
artery. Also in this study we tried to 
elaborate the correlation of maximum 
ST segment elevation in the inferior 
leads with proximity of the culprit 
lesion along right coronary artery 
because proximity of culprit lesion 
along the course of right coronary 
artery is important with regard to the 
potential complications like sinoatrial 
nodal dysfunction, right ventricular 
infarction, etc. 
The achieved data showed that  
patients with acute inferior myocardial 
infarction; the higher ST segment 
elevation in inferior leads III,AVF was 
correlated with right coronary artery 
rather than left circumflex artery 
occlusion [3.16±1.14mm vs 1.53 
±0.24mm (p<0.001) and 2.78±0.92mm 
vs 1.2 ± 0.25 (p<0.001)] respectively 
this is in agreement  with finding in 
previous study by Masami et 
al[11][3.8±2.5mm vs 1.8 ± 0.7mm 
(p<0.001) and 3.1 ± 2.2mm vs 1.7 ± 
0.9mm (p<0.001)] respectively, 
Moskovit et al [12] [2.5±1.9mm vs 

1.6±0.38mm and 2.06±1.5mm vs 
1.4±0.67mm(p<0.05)] respectively . 
The ST segment elevation in lead II 
was found to be comparable in both 
groups 2.18±0.95mm vs 1.7±0.34mm 
(p>0.05). This is in agreement with 
finding in previous study by Masami et 
al[11]2.4±1.4mm vs 
1.7±1.1mm(p>0.05) and Moskovit et 
al[12] 1.5±1.05mm vs 1.8 ± 0.6mm 
(p>0.5). 
But the ratio of ST segment elevation 
in lead III to that in II was found to be 
sensitive and specific marker for right 
coronary artery occlusion with high 
positive and negative predictive value 
96%,93%,95% and 80% respectively, 
this is in agreement  with finding in 
previous study by Herz et al[13] 
88%,94%,98% and 67% respectively 
and Chia et al[14] 90%,94%,94% and 
70% respectively . 
Standard lead III is oriented to the right 
inferior segment where as lead II is 
oriented principally to the left inferior 
segment and also tend to be oriented to 
inferior region of left lateral and 
superior wall of left ventricle. 
Consequently lead III is influenced by 
right coronary artery related acute 
inferior myocardial infarction where as 
lead II is more influenced left 
circumflex artery related acute inferior 
myocardial infarction. 
The other discriminatory finding in our 
study was that deeper ST segment 
depression in lead AVL than lead I 
(AVL/I ratio) was sensitive and 

P value 
Distal  right 
coronary 
artery   

Mid  right 
coronary 
artery 

Proximal  
right coronary 
artery 

Criteria 

<0.001 5.08 ± (0.82) 7.2 ± (0.97) 11.7 ± (1.8) 

Total ST elevation in 
II,III,AVF in mm 
(mean ± standard 
deviation) 
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specific marker for right coronary 
artery occlusion with high positive and 
negative predictive value 96%, 93%, 
95% and 80% respectively. This 
finding was in agreement with prior 
study by Herz et al[13] 80%,94%,98% 
and 55% respectively and Berry et al 
[15] 85%,98%,98% and 60% 
respectively. 
In case of right coronary artery 
occlusion ST segment depression in 
lead AVL and I represent reciprocal 
changes that are more prominent in 
true reciprocal lead, AVL: while in 
acute myocardial infarction due to left 
circumflex artery occlusion the high 
posterolateral and apical segment are 
ischemic, therefore; the ST segment 
depression in these leads are canceled 
out and even ST elevation can appear 
[16]. 
In this study deeper ST segment 
depression in lateral limb leads(AVL 
and I) was found in right coronary 
artery group as compared to left 
circumflex artery group [1.11±0.25mm 
vs 0.2 ± 0.34 mm (p<0.001)] and 
[0.69±0.25mm vs 0.25 ± 0.42mm 
(p<0.001)] this is in agreement with  
Birubaum et al[17]show ST segment 
depression in AVL is sensitive early 
electrocardiographic sign of inferior 
wall myocardial infarction and Berry et 
al [15] show ST segment depression in 
lead AVL and I was significantly more 
common with right coronary artery 
related myocardial infarction than with 
left circumflex artery related 
myocardial infarction 0.9±0.25mm vs 
0.4 ±0.34mm (p<0.01) and 
0.76±0.9mm vs 0.34±0.3mm (p<0.01) 
Huey et al[18]reported that ST 
segment depression in lead AVL and I 
is significantly less common with left 
circumflex artery related myocardial 
infarction than with right coronary 
artery related myocardial infarction. 
ST segment depression in leads V2 and 
V3 (as a representative of the 
precordial leads) are being truly 

apposed to posterior rather than 
inferior wall. This study showed that 
deeper ST segment in leads V2 and V3 
was seen in the group with left 
circumflex artery occlusion though the 
difference did not reach statistical 
significance 1.9±0.56mm vs 1.55 ± 
0.76mm (p>0.05)and 2.1± 0.56mm vs 
1.73±0.71mm (p>0.05) respectively. 
The study of Masami et al [11] showed 
that the degree of ST segment 
depression in lead V3 in patient with 
inferior wall acute myocardial 
infarction being deeper in left 
circumflex artery than right coronary 
artery occlusion 2.5±1.5mm vs 
3.3±1.7mm (p>0.05) respectively. 
Greater precordial ST segment 
depression in left circumflex artery 
occlusion might be explained by the 
reciprocal changes to inferior and 
posterior ST segment elevation. 
The relation of the vector direction 
between posterior and anterior wall is 
more strongly apposed to that between 
inferior and anterior wall and so 
reciprocal changes in posterior ST 
segment elevation due to left 
circumflex artery occlusion might 
cause more prominent ST segment 
than that caused by changes in inferior 
ST segment elevation in right coronary 
artery occlusion [11]. 
Also in our study a greater total ST 
segment elevation was observed in 
patients with proximal right coronary 
artery occlusion as compared to those 
with mid and distal right coronary 
artery, Patients with proximal right 
coronary artery showed a mean ST 
segment elevation of 11.7±1.8mm and 
with mid right coronary artery disease 
7.2±0.97mm and with distal right 
coronary artery disease 5.8±0.82mm. 
Similar results were observed by 
Erdem A. et al[19], Patients with 
proximal right coronary artery showed 
a mean ST segment elevation of 
12.61±3.79mm, with mid right 
coronary artery disease 6.88±1.20 mm 
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and with distal right coronary artery 
disease 5.05±0.97mm and Naqvi MA 
et al[5] Patients with proximal right 
coronary artery showed a mean ST 
segment elevation of 12.55±1.38mm, 
with mid right coronary artery disease 
8.39±0.89mm and with distal right 
coronary artery disease 6.0±0.54mm. 
This means when the lesion is 
proximal there is more myocardial 
damage and higher ST segment 
elevation. 
 
Conclusion and Recommendation  
1) It is possible to predict the culprit 
coronary artery in inferior wall acute 
myocardial infarction by using the 
readily obtainable measures on the 
admission electrocardiography.  
2) A higher ST segment  elevation in 
lead III than in lead II, and deeper ST 
segment depression in AVL than in 
lead I are sensitive and specific 
markers for right coronary artery 
related acute inferior wall myocardial 
infarction. 
3) The presence of ST segment 
depression in lead V2 and V3 is 
suggestive of left circumflex artery 
rather than right coronary artery related 
acute inferior wall myocardial 
infarction. 
4) The amplitude of ST segment 
elevation and the proximity of culprit 
lesion along the infarct related right 
coronary artery were found to be 
closely related.  
5) We recommend analysis of 
electrocardiography in patients with 
myocardial infarction especially for 
interventional cardiologist to predict 
the culprit coronary artery and its 
proximity, for more proximal 
occlusions are likely to cause greater 
myocardial damage and early 
intervention is recommended  
 
References 
1. Goldman L,Ausiello D. ST segment 
elevation myocardial  infarction. Cecil 

text book of medicine 23rd edition 
2008:﴾500-501﴿                                                                                                                             
2. Antam EM , Braunwald E. Acute  
myocardial  infarction .In: Braunwald  
Heart  Disease(6th ed) 2001:1153-
1159. 
3.Savinitto S,  Ardissino D, Granger  
CB, et al. Prognostic  value of  the 
admission  electrocardiogram  in acute 
coronary  syndrome .JAMA 
1999;281:707-713. 
4.Panju AA,Hemmelgran  BR,Guyatt 
GH,Simel DL. Is this patient having a 
myocardial infarction ?JAMA 
1999;280:1256-1263. 
5.Naqvi MA,Ali M,Hakeem F,Masood 
A,Akram Z. Correlation of severity of 
ST segment elevation in acute inferior 
wall myocardial infarction with the 
proximity of right coronary artery 
disease.J Ayub Med Coll 
Abbottabed2008;20(4). 
6-Chobanian, AV, Bakris, GL, Black, 
HR, Cushman, WC. The Seventh 
Report of the Joint National 
Committee on Prevention, Detection, 
Evaluation, and Treatment of High 
Blood Pressure: The JNC 7 Report. 
JAMA 2003; 289:2560. 
 7- Alberti KG; Zimmet PZ. 
Definition, diagnosis and classification 
of diabetes mellitus and its 
complications. Part 1: diagnosis and 
classification of diabetes mellitus 
provisional report of a WHO 
consultation. Diabet Med 1998 
Jul;15(7):539-53. 
8-Fauci A.S,Kasper D.L,Braunwald 
E,et al. Diagnostic cardiac 
catheterization and angiography. 
Harrison's principles of internal 
medicine 17th edition 2008;2:1405-
1408.    
9.Sir Austin Bradford  Hill. Medical 
statistics, a short textbook of; (11th 
ed). Edward  Arnold 1984:220-222. 
10.Wayne W Daniel. Biostatistics, a 
foundation for analysis in the health 
science(3rd ed). John  Wily  and  Sons, 
New York 1983:690-694. 



Medical Journal of Babylon-Vol. 8- No. 3  -2011                         مجلة بابل الطبیة- المجلد الثامن -  العدد الثالث- ٢٠١١  

294 

 

11.Masami Kosuge ,Kazno 
kimura,Toshiyuki Ishikawa, et al. New  
electrocardiographic  criteria  for  
predicting  the site of coronary artery 
occlusion  in inferior wall  acute 
myocardial infarction. AM J Cardiol 
1998;82:1318-1322. 
 12.Moskovits  N, Khan  M, 
Budzilowicz, et  al. ST II/III: anew 
electrocardiographic  criteria for the  
identification of  the culprit  vessel   in  
inferior wall myocardial infarction .J  
AM Coll  Cardiol 1997;29(supp 
A):430  A. 
13.Herz I,Assali  AR,Adler  Y, et al. 
New electrocardiographic  criteria for  
predicting  either the right or the left 
circumflex artery  as  the culprit 
coronary artery in inferior  wall 
myocardial  infarction .AM  J  Cardiol 
1997;80:1343-1345. 
14.Chia BL, Yip JW,Tan HC,Lim YT. 
Usefulness of ST elevation II/III ratio 
and ST deviation in lead I for 
identifying the culprit artery in inferior 
wall acute myocardial infarction. Am J 
Cardiol 2000;86:341-3. 
15. Berry  C, Zalewiski, kovach R, 
Savage M, Goldberg S. Surface  
electrocardiographic  during coronary  

artery  occlusion .J  AM  Coll Cardiol 
1989;63:21-26. 
16.Hasadi  D, Birnbaum  Y,Herz  I, et  
al. ST-segment  depression in lateral  
limb  leads in inferior wall  acute  
myocardial infarction .Implication  
regarding  the  culprit  artery and  the 
site of  obstruction. Eur  Heart  J 
1995;16:1549-1553. 
 17.Birnbaum  Y ,Sclarovsky S,Mager 
A, et al. ST-segment  depression in 
AVL:a sensitive marker for acute 
myocardial  infarction .Eur Heart  J 
1993;14:4-7. 
 18.Huey  BL,Beller   GA ,Kaiser 
DL,Gibsons  RS. A comprehensive 
analysis of myocardial  infarction 
:comparison with  infarction due to 
right coronary  artery  and  left  
anterior descending  artery  occlusion 
.J AM Coll Cardiol 1988,12:1156-
1166. 
19.Erdem A, Yilmaz MB,Yalta k, 
Turgut OO,Tandogan I. The severity of 
ST segment elevation in acute inferior 
myocardial infarction: Does it predict 
the presence of a proximal culprit 
lesion along the right coronary artery 
course? Anadolu kardiyol Derg 2007 
;7:189-90. 

 
 

 

 

 


