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This studv morbidi ty and mortalitv, during hospi tal ization of 50 patients rhacute IIght ventricular myocardial Infarcti hoon were admitted coronarv unit ofMosul teaching hospital from
care

I 996 The patients wore evaluated clinicallelectrocardiographicall v and by two dirnensi
v

onal for the of ghtventricular The
n

patients were 1bl lowed by continuorx ECG monitoring forIeast three days detect rhythm
at

and conduction The were divided intothree groups on presence or abs f complete heartence o block;

Group I; l5 patients with complete heart block.

Group II; 35 parients without complete heart block.

In study patienls 1n group I had ficaatlv highersrgnl mortal itv rate than group II, 40o/o
I 1

o/o (p 0 .05) A third group (20 ) patients with feri1n or myocardial infarcti
complete heart block

on and
tthout nght ventricular infarction lYere evaluated, the rtalimte a5 the

mo ty
same ln gro up II (p 0 5 ).

troductio
Right ventricular infarction (RVI)

was recognized pathologically from many
yearsand has only recently be€n defined as
distincr clinical and pathophysiologic
entity.( 1,2) It is frequent concomitant of
acute inferior MI. various non-invasive
techniques were used for diagnosis ofRVI
as clinical, electrocardiography, and two
dimensional echocardiography.(4,5,6)

It has been shown that the
incidence of complete atrioventricular
block is two to four times higher in
patients with IMI as compared to patients
with anterior myocardial infarction.(7,g)
The occurrence ofatriovntricular block is
usually explained by the fact that the blood
supply to AV node depends 90% of
patients on the right coronary artery,(9, I 0)
a higher degres of AV block has been
reported in patients with RyI up to 4gyo
yersus 9 to Uolo in patients with inferior
MI without RV involvement (I I,I2) The

mortality rale ofhospitalized patients with
acute myocardial infarction has decreased
from 35% - 40% to 18% - 24% as a result
ofcoronary care unit. Among patients who
experience complete heart block the
mortality rate is twice ofthe overall
mortality rate for acute Ml.(13,I4)Most of
these patients have in addition to complete
heart block the complications of
congestive heart ftilure; cardiogenic shock
and c&diac arrest.(I5)

atients and method
This study included 50 patients

with acute RVIi 40 males and l0 females,
aged 42 -70 years, who were admitted to
the coronary care unit during the years
1996 to 1998.The diagnosis of myocardial
infarction was established by history,
clinical examination, ECG, enzymes and 2
dimension echocardiography. All the
patients were assessed for the bedside
features of RVI, including arterial
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hypotersion i.e systolic pressure < 90 by intravenous fluid 500 _ 1000 cc ofmmHg, elevation of JVp more than 2 sm giu*r" _ ,*". *t ich regained the btoodabove manubrium sterni, fourth heart pressure to an acceptable limit. Elevatedsound, clear lung bases and henatoacllv. irgut* u"*u.lrosure (JVp) was seen inThe patient was regaded having RVrif ,i0"il";;;;;.egary in 20 patientstwo or more of these signs were found. *i 
"o-pret" 

ri*i utoct inl5 patients (forStandard 12 leads ECG was taken ttvo ofthem temporary pace maker waswithin 24 hours from the onset of impremenrd when the administration ofsymptoms with supplementary V4R lead atropine was not efficacious). Maximumat right 5th intercostals space at AST was 70UlL + 43 in group I, 35 u/l +midclavicular line. Atl the patients were 2g in group II, 32 U/L +19 in g.oup IJI.followed up by continuous ECG
monitoringroratreast:o.r^,"ao* ;::fffl"ffiffi'JR;T,:ir:f.*
rhythm and conduction defects. Au 

"r"*ti".ri, f"J'i+R more than 0.05 mVpatients bad inferior MI ; new e wave, ST *^ ;; t;;ents, more than 0.1 mVelevation and T changes in leads II, 
-III, irf O p"ti"rt", qi*d eS pattem in 20aYF. V4R was done for detection of at pdi";; ;;;e tead. Table 3 shows

ffiot 
n,' tt 

"levatiorq 
or Qr, Qs ir," a*ir, "ii oi.ensional echo. findings

rhreedaysafteradmissionorthe ;*9fl#i]i1il:"ff[H:r:H;:T"
Patient2DE using an 80 degree - wide ,*"*r"ri".i." wall, all ofthem hadalgle phased array sector scanner, ausonic *rpf"," ui.r"*icular block, fiveV-5340 with 2-5 MHz transducer was pafient showed dilatation of RV wall-recorded with the patient in left lateral i"Uf" + a".rr.*ls the causes ofdeathdecubitus or supine position to detect ]yall i, ,t",f,r*'grr.*.
motion abnormalities ofright ventricle; -- 

" *?""rri O ,"rients developedttrro!1{ atln*ic or dilated right 
"uroiog*i""rr,olr., 

2 patiorts developedventricle. Blood sample was taken from ;;;;r;;;ie in group tr, 2 patienrsthe patient ro measure AST daily for three a"r"f"pJ*lA#* and 2 patientssuccessive days.

complete heart block was 
developed cardiogenic shock'

aiagnosea wien no ;;;;;;""dr, o*, , fi"r;i#1YffJil,Tffi I.the ventricles, and venhicular rate was less O.OS, *f,;f" it ** ifr" sarne in group lI andthan 60 BPM.(16)During the period of this n.
study temporary pac€maker (VvI type)
was inserted for two patients in group I
and one patient in group Il. sIo

Statistical analysis was tested by Prognostic significance of
student test and test ofpmportion. 

' complete AV block in the seting of
inferior MI is not clear. In previous studiestr'u,G i}i},:ftfff*Tf,:"J-1,I}SilI

Out of 50 patients with RvI 15 l4o/o to 4SVo xtimost atrthors reported(30%) developed complete atrioventricular mortality rate between ZZ _ 2S%.(17_ZO).
block while 35 (70olo) did not The patients The exact mechanism ofthis pmgnosric
showed, as in table I two or more ofthe influence ofiv block is not completely
clinical features of RVI. Thirty patients explained- Many authors have fomd. that
had artedal hypotension, they were treated patients with AV block have higher
f22 nkit Medicoltournat 2O12;18(2):721-125
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incidences ofcongestive heart failure and
highest SGOT; they concluded that these
patients had greater amount of myocardial
necrosis, with higher incidence of
complications.(21)

The review of brady-arrhythm ias
occurring in the setting ofacule Ml noted
that AV block was highly influenced by
the relation of conduction system with
coronary circulation and amount of
myocardial necrosis.( 1 6, 1 7"20)tn general
occlusion of post€rior circulation usuallv
involve right coronary art€ry and
occasionally the left circumflex branch,
which lead to inferior MI and AV block.
In contrast occlusion ofanterior
descending artery lead to conduction
disturbance involving bundle of His and
bundle branch system.(19) Other studies
showed that mortality rafe was higher in
complete heart block associated with
anterior MI than that associate with
inferior MI, but in presance of RVI tle
mortality rate rises up to
40%.(l I , 19,20)Significantty higher value
ofAST with severe hypokinesia ofright
ventricle and high mortality rate indicale
that those patients had greater amount of
myocardial neoosis and higher mortality
could be a consequence of large infarct
slze.

In this study, the patients were
divided into two groups depending on
presence ofcomplete heart block, it was
found that patients with RVI and complete
AV block had maximal SGOT, higher
incidence ofleft ventricular failure and
higher mortality rate.

Patients with inferior MI and heart
block but withouf right ventricutar
involvement had no significant incre-ase in
mortality rate. patients with dght
ventricular infarction and complete heart
block had significantly higher value of
SGOT and higher morrality rate (40%o).
This mean that complete heart block is

poor prognostic sign in acute MI as
reported by other auhors.(2 I )
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Table l: finding in patients with RVI

*Jagular venous pressure.

Table 2: Electrocardio graphic finding:

Table 3: Two dimensional echo. Finding:

Table 4: Causes ofdeath in all groups:

Nl irryt &4I;l& p' r'i-t qs &lstt JLo.1q OE$t 4J.^i
s-$il! J. ,.tl ,,i.:i* ,J tSIl L,iUt isJ fr,U"f ,.. *, 6,,i.i .1c, i-lllt .rA c!-i

- 1rl>Yl .,L .lL.iEyrr jtsll O.r)t O$$ il^.ao ,Ll,:rL d.jrL-r f*;a 1993 ;r 1996 O. -.Jiil

T,t-f' 4{ l*ij ^S,-" i .-*rl,r$t F)r+$lt ; r,,,*tr i4"*s, r..i, i.r.J_r,L.!J"15,-.-.-Jr)ti.cr.-ll,gele3,.a.Jt,,;-ylr 
**C,. -.rU--V, crVf- iiibl qln 

d+t._r.--t .d _r{& J r4r. 35 c,^G ij- E} io -*"tt r ,l.t5 Jt-J J;6. &l3l .,t-.--yt gl sl. Ji+ l- Jyt tr";Jr ; crts-.,lr iy.,-;ot; i-l!t br. ,-nrrl
cL':L O*d-lt .,;!t dJ .o+r,t i,,",6.rl,ri *J-4+L Ayr ri rr.;*i *,*,rf,

Clin ical featurel Number of tients
Arterial 30 6A%
EIevated JVP* 35 0%

e 20 40o/o
Heart block l5 30o/o

AST mean + 2SD
Group l: 70 tJ/L + 43
Group II: 35UlL+28

III:32U/L+ t9

Biochem ical data

t5 (30yo)
3s (70%)
20 40%

ofV4Rlo Number of
evationST I 0 50 m 20 40o/o
evationST el I0 m l0 200/,

R l0 20%
QS l0 0%

Echo Number of tients
Mitd h ia of RV wall 60%
Mild h ia of RV wall l5
Di tilata on Rof wal I 5 l0%

Cause of death II III
ic shockC 4 0

Cardiac arrest 2 2 2
Mortali rate 40o/o l1%
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