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[Abstract] Objective

To study the results and prognosis of 12-lead synchronous electrocardiogram in pa-

tients with acute myocardial infarction (AMI) complicated with ventricular arrhythmia and ventricular remodeling.
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Methods

selected as the research objects. All patients underwent 12-lead synchronous ECG monitoring within 24 hours of ad-

Eighty patients with AMI treated in Gaozhou People's Hospital from February 2018 to January 2020 were

mission and ultrasonic ECG examination on the 2™ day after admission and at 6 months after discharge. According to
whether ventricular arrhythmia occurred, they were divided into ventricular arrhythmia group (49 cases, including 28 cas-
es of ventricular tachycardia and 21 cases of ventricular premature beats) and non-ventricular arrhythmia group (31 cas-
es). According to whether ventricular remodeling occurred, 33 cases were enrolled as remodeling group and 47 cases
were inclued in the non-remodeling group. All patients underwent 12-lead synchronous ECG monitoring within 24 hours
of admission, and their T peak-T end interval (Tp-Te) value, corrected Tp-Te interval (Tp-Tec), corrected QT interval
(QTc), the ratio of Tp-Te to QT interval (Tp-Te/QT) were measured and compared among different groups. All patients
were followed up for 24 months from 6 months after discharge, and the levels of Tp-Te, Tp-Tec, QTc, and Tp-Te/QT lev-
els were compared among patients with different prognosis. Results The levels of Tp-Te, Tp-Tec, and Tp-Te/QT levels
in ventricular arrhythmia group were (137.34+23.92) ms, (128.484+21.35) ms, 0.29+0.04, which were significantly higher
than (118.394+17.28) ms, (109.91+18.22) ms, 0.25+0.03 in non-ventricular arrhythmia group (P<0.05). The levels of
Tp-Te, Tp-Tec, and Tp-Te/QT in patients with ventricular tachycardia were (148.28+21.91) ms, (137.25+18.91) ms,
0.31+0.05, which were significantly higher than (125.09+18.83) ms, (119.46+16.08) ms, 0.27+0.03 in patients with ven-
tricular premature beat (P<0.05). The levels of Tp-Te, Tp-Tec, and Tp-Te/QT in patients with ventricular remodeling
were (153.29+24.03) ms, (134.57+20.39) ms, 0.31+0.05, which were significantly higher than (120.38+19.13) ms,
(108.39£17.33) ms, 0.24+0.04 in patients with non-ventricular remodeling (P<0.05). Among the 80 patients, there were
3 cases of non-sudden cardiac death, 2 cases of sudden cardiac death, 6 cases of secondary myocardial infarction, 7 cases
of heart failure, and 4 cases of malignant arrhythmia. The levels of Tp-Te, Tp-Tec, and Tp-Te/QT in patients with
non-sudden cardiac death, re-myocardial infarction, heart failure, and malignant arrhythmia were significantly higher
than those in patients with non-ventricular arrhythmia (P<0.05). Conclusion The cardiac function of AMI patients with

ventricular arrhythmia and ventricular remodeling decreased significantly. Tp-Te interval has a certain predictive value
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for the prognosis of AMI patients.

[Key words] Acute myocardial infarction; T peak-T end interval (Tp-Te); Electrocardiogram; Ventricular arrhyth-

mia; Ventricular remodeling; Prognosis
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