Recognition and Treatment of Right Ventricular M.I.

Rt. Ventricular MI can result when an occlusion of the right coronary artery occurs. RCA occlusion also causes IWMI. All acute inferior wall MI patients should be screened for RVMI.  Rarely, an occlusion of the LAD or circumflex arteries can cause RVMI.

The right ventricle pumps blood to the lungs via the pulmonary arteries. From the lungs, the blood flows to the left side of the heart. Therefore, the left ventricle is dependent upon the right ventricle for its preload, or filling pressures.

In acute M.I., we usually administer nitroglycerin to dilate the coronary arteries.  Ntg. also dilates the rest of the vascular system, lowering preload. The patient becomes, in effect, hypovolemic because the container (vascular system) has increased in size.  When faced with a lower filling pressure, the normal heart usually compensates by increasing rate and force of contraction. The injured right ventricle may not be able to increase it’s muscular contraction sufficiently. The IWMI may also affect the SA and AV nodes, which are located in the right atrium, resulting in bradycardias. This failure to compensate for lower right heart pressures can result in very poor filling and output on the left side of the heart. The end result is a sudden severe lowering of cardiac output. The obvious result of this is poor perfusion in the patient as evidenced by:  decreased mentation, pallor, low blood pressure and other symptoms of perfusion failure.

Screening for Right Ventricular M.I.:
Step 1

Run a standard 12-Lead ECG.   It is important to screen for RVMI in the 



IWMI patient (ST elevation in II, III, and aVF).
Step 2

Perform a V3 or V4 Rt.     Place an electrode in the V3 or V4 position on the right side of

              the chest.  Move the V4 lead wire to that electrode.  Run a second 12-Lead.  On the paper                                                                                                                        

copy, write the word, “RIGHT” next to V4.  Alternately, some 12-Lead machines allow 


you to move V3 or V4 and indicate that it is in the right chest position. The ECG machine



will then mark it for you and store the information in the computer.

Step 3

Evaluate V 3 and /or V4 Rt. for signs of acute MI (ST elevation).


If acute right ventricular M.I. is found, avoid the use of nitrates, and notify the physician of your ECG findings.   Be prepared to support the patient’s rate with a pacemaker and BP with fluid boluses if needed.

INTERESTING FACT:   Signs of RVMI are often seen on the first 12-Lead ECG, and can be appreciated if you remember which leads “view” the right side of the heart:  V1 and III.

If Lead III looks “worse” than Lead II in the inferior wall M.I., it is very likely that RVMI exists.

If Lead V1 looks like an M.I., but Lead V2 does not, RVMI likely exists.

Sometimes, V1 has ST depression because of posterior wall M.I.   It may be difficult for V1 to show the ST elevation of RVMI at the same time.   This is why we use V4 Right.
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