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The Clinical Picture 
A 56-year-old man with palpitations 
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FIGURE 1 

Q. A 56 YEAR-OLD MAN presented to the emergency 

* department with palpitations, chest heaviness, 
lightheadedness, and profound fatigue, which began 
abruptly 1 hour previously. He had suffered a myocardial 
infarction 3 years previously. A recent echocardiogram 
demonstrated a large myocardial infarction in the terri-
tory of the left anterior descending coronary artery, with 
an apical left ventricular aneurysm, F I G U R E 1 shows his 
electrocardiogram (ECG) on presentation. 

All of the following are true except which one? 

I_) This patient's cardiac dysrhythmia is most likely 
related to preexisting coronary artery disease 

Q He has supraventricular tachycardia with aber-
rant conduction 

l_) He needs urgent sedation and electrical cardio-
version 

Q This clinical scenario is consistent with sys-
temic hypotension and cerebral hypoperfusion. 

A The patient does not have supraventricular 

• tachycardia with aberrant conduction. He does 

have known coronary artery disease and a prior myocar-
dial infarction and presents with symptomatic palpita-
tions, symptoms of cerebral and peripheral hypoperfu-
sion, and a wide-complex tachycardia. In ischemic 
heart disease, a wide-complex tachycardia most likely 
reflects ventricular tachycardia. Findings on this ECG 
that support the diagnosis of ventricular tachycardia 
include: 
• A prolonged Q R S complex interval of 170 ms 
• A monophasic R wave in lead V j (blue arrow) 
• Frontal plane left-axis Q R S complex deviation, 

including a positive Q R S complex vector in lead I, 
an isoelectric Q R S complex vector in lead II, and a 
negative Q R S complex vector in lead aVF (green 
arrows). 
Other findings indicative of ventricular tachycardia 

(not seen in this case) include sinus capture complexes, 
fusion complexes, and atrioventricular dissociation. 

Given this patient's symptoms on presentation, he 
should have sedation and synchronized electrical car-
dioversion as part of his acute management. Once nor-
mal sinus rhythm is restored, further evaluation is appro-
priate, including an assessment for inducible myocardial 
ischemia and a complete electrophysiologic evaluation. 
If no myocardial ischemia is found, an implantable car-
diac defibrillator is most likely warranted. 
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FIGURE 2 

Q T h e patient successfully underwent urgent car-
• dioversion to normal sinus rhythm. However, 

he continued to experience recurrent ventricular 
tachycardia that was refractory to intravenous amio-
darone. Further, he developed congestive heart failure 
and cardiogenic shock, necessitating placement of an 
intra-aortic balloon pump and a left ventricular assist 
device. His condition clinically improved and stabi-
lized with the device; FIGURE 2 is an ECG obtained dur-
ing this period. 

The best course of action would include which of 
the following? 

Ll Intravenous amiodarone 

1_) Urgent cardioversion 

Q Cardiopulmonary resuscitation 

O Observation 

A This ECG demonstrates ventricular fibrillation, 
• usually a rapidly fatal arrhythmia requiring 

urgent cardioversion and cardiopulmonary resuscita-
tion. However, in this unusual case, the patient was 
awake and alert and needed only observation, as the 
left-ventricular assist device maintained the heart's 
pumping ability. Shortly thereafter a cardiac transplan-
tation was performed successfully. El 
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