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Introduction
Posterior myocardial infarction refers to infarction of the 
posterior wall of the left ventricle, involving occlusion of 
either the left circumflex or the right coronary artery1. Based 
on this coronary anatomy, it is easy to predict the anatomic 
segments additionally involved in most instances of posteri-
or wall myocardial infarction-acute inferior or lateral 
myocardial infarction; however, isolated posterior wall 
infarctions is very rare1. In the era of reperfusion therapy 
prompt and accurate diagnosis of ST-segment Elevation 
myocardial infarction (STEMI) is of prime importance. 
However acute true PMI is difficult to diagnose due to lack 
of ST segment elevation in 12 leads ECG. Meticulous history 
taking, high index of clinical suspicion, knowledge regarding 
posterior leads ECG leads to correct diagnosis of acute PMI. 
Here we discussed a case of true PMI which was successfully 
managed by thrombolytic therapy in a timely fashion.

Case report
A 45 year-old man with a history of diabetes mellitus, 
hypertension and smoking presented to the emergency 
department with central chest pain of 2 hours duration 
radiates to left arm, associated with sweating and nausea. He 
is obese (BMI= 26.4). The 12-lead ECG (Figure 1) demon-
strated down sloping ST segment depression in leads V1 
through V4 with upright T waves; prominent R waves were 
encountered in leads V1 and V2. 

Figure 1: ST depression with Tall R wave in V1-V4

Considering prolonged chest pain with sweating, the ST 
segment depression and prominent R waves were believed 
to represent acute posterior wall MI. Posterior leads ECG 
(ST segment elevation in leads V7-9) confirmed acute 
posterior wall myocardial infarction (Figure 2). 

Figure 2: ST elevation in posterior leads (V7-V9)

Patient refused to underwent primary percutaneous coronay 
intervention (PPCI) so patient received thrombolytic        
therapy, with resolution of both his pain and the ST segment 
elevation. Elevated CK-MB & Troponin I confirmed the 
diagnosis of AMI. Echocardiographic examination revealed 
akinetic posterior wall with mild mitral regurgitation. Left 
ventricular ejection fraction was 50%.  Coronary angiogra-
phy (Figure 3) revealed recanalized left circumflex artery 
with 60% stenosis in its proximal segment. Right coronary 
artery dominant vessel, having 30-40% stenosis in its     
proximal segment. Left anterior descending artery was free 
of significant disease. Patient safely discharged on fifth day 
of AMI.
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           (JNHFB 2018; 7 : 22-23) Figure 3A: LAD free of disease 

Figure 3B: 60% stenosis of LCX

Figure 3C: RCA free of disease.

Discussion
In the patient with posterior wall AMI, the culprit artery 
involves either the left circumflex or the right coronary 
artery with its posterior descending branches. With knowledge 
of this coronary anatomy, it is easy to predict that PMI most 
often occurs along with acute inferior or lateral myocardial 
infarction. Acute PMI has been reported to represent 15– 
20% of AMIs—the vast majority occurring with acute 
infarction of the inferior or lateral wall of the left ventricle2,3. 
Isolated, acute PMI, does occur; the rate of isolated PMI, 
however, prior to the use of advanced imaging techniques 
including additional lead electrocardiography, echocardiog-
raphy, and nuclear scanning, was felt to be very low2,3. In 
particular, the additional-lead ECG, using left posterior 
thorax leads, has increased the rate of isolated PMI diagnosis 
from “very rare” to a 3–11% range among all patients with AMI4,5.

Prompt recognition of acute PMI is of clinical importance for 
several reasons1. Firstly, patients with acute inferior or lateral 
wall myocardial infarction who also have posterior involve-
ment are experiencing a larger sized infarct. With increasing 
infarct size, the risk of dysrhythmia, left ventricular dysfunc-
tion, and death is proportionally increased Secondly, the use of 
acute therapies including treatments aimed at urgent revascu-
larization may benefit patients with acute infero-PMI more so 
than patients with an isolated infarct of a single wall. Lastly, 
isolated, acute PMI, if not clinically recognized as a transmural 
infarction likely will not receive appropriate therapy, including 
thrombolytic agent or urgent angioplasty. With the larger-size 
infarct and higher complication rates associated with PMI, 
Matetzky et al. (1998)6 suggested that such patients may benefit 
significantly from a more aggressive therapeutic approach, 
including thrombolysis.

Conclusions
The identification of isolated ST-segment elevation on 
posterior chest leads V7 through V9 in patients with chest 
pain without ST segment elevation on standard 12-lead 
ECG could be helpful in the early diagnosis of patients with 
acute posterior infarction, thereby facilitating prompt and 
accurate treatment.
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