Advances in Clinical Medicine IfifkE 238, 2025, 15(7), 909-918 Hans X
Published Online July 2025 in Hans. https://www.hanspub.org/journal/acm
https://doi.org/10.12677/acm.2025.1572072

1L EZZASEIE FAslangerfEE ML ALEETE
= 15165

AR, R@mE, ARE, BXE, R ¥, NEE, A 8K, LR, KR4
T 22 XN REE B O AL IR T

Woks H . 202546 150 FHER: 20254F7H9H; KA HI: 20254F7H15H

R

ZHSTEAAE M OVUESERT, BEROBEE EFESE2N KU LR FESTERIER, X328 —BER3IEK
SHEHEREAFEX —KMHMERIET, BHIE. EFEK, BRESTREEH TELELAE
AslangerfE# T ZNR, AR AFRE T EHEERAOIS. A3CHE 16510 B E3)A1E2 A Aslanger
fiE, ZRINPKIEUESIIE B E LA R RMERENE RS AE, E—SRE IR O EER
BLETINR .

KA

A TFEROUBESE, BYE-GHEE, AslangerfE

A Case of Acute Myocardial Infarction with
Dynamic Electrocardiographic Evolution to
Aslanger Pattern

Huijuan Du, Ruiliang Hui", Jiasheng Du, Wenjie Zhang, Ting Song, Lulu Liu, Yin Du,
Mingxiao Lou, Hongyou Chen

Department of Cardiovascular Medicine, Linyi Lanshan District People’s Hospital, Linyi Shandong

Received: Jun. 15%, 2025; accepted: Jul. 9, 2025; published: Jul. 15, 2025

Abstract

The diagnosis of ST-segment elevation myocardial infarction (STEMI) requires ST-segment eleva-
tion in two or more contiguous leads on the electrocardiogram (ECG). This criterion may lead to
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delayed treatment and poorer prognosis in patients with acute coronary occlusion who do not meet
these conditions. In recent years, the Aslanger pattern—a single-lead ST-segment elevation ob-
served in inferior myocardial infarction—has gained widespread recognition, enabling early diag-
nosis and timely reperfusion therapy. This article presents a case of a patient with chest pain whose
ECG dynamically evolved into the Aslanger pattern, later confirmed by coronary angiography as oc-
clusion of the circumflex artery with stenosis in other vessels. The report aims to enhance clinical
awareness of this ECG manifestation.

Keywords

Acute Inferior Myocardial Infarction, Chest Pain ECG, Aslanger Pattern

Copyright © 2025 by author(s) and Hans Publishers Inc.
This work is licensed under the Creative Commons Attribution International License (CC BY 4.0).
http://creativecommons.org/licenses/by/4.0/

1. 5|

Bt att ST Bia st O NUEESE(STEMI) &, FLIITT 38 Stk b 28 1 e R 3l ik O o = 2 i 3L
AR AR TR ST Bt RO NI SE(NSTEMI) 35 b R Bl ik 1A 28 FOB e R 2B 3R, i 1 xbix — s
BEARHEAT ROR SIS 2 NVEIT L B [1]. Aslanger £ J& T BECoRELCo L I — RS R 6 B0, 752 LAY
WA, FREEREIRTT . ASCHRIE — B0 F BB AS AR Aslanger fE SR UEESE, T I 5 10 F P B
O INEEEGE AL, 1T Aslanger (U B B0 I R 2 W7 5 1697 & 3L,

2. BEER
2.1. IESE

BEL, 80 %, N “RAFTELYE. M. B 3 F, INE 3 /M7 F 2025 4 2 H 6 H 02:58 AR
B 3 AT AR PO, MR B, 2R, RSN, A DR, KRR RS Sk
o SRR, FEREMLERBES WO RSB RERE A TR IR 7, R IRZGIRYT s 3 /NIRRT E M R A L
RFEARINE, 2R R 50, RRERY) 3 /NN EIRRERB T, FEJR S R

22. ERREE

T36°C. P58 /4. R17X/%r. BP 126/62 mmHg, ¥R . NS Ldt. SR EE, KiE
KT BT . F 58 KI5y, OV, OEREE, SIS X R AR A . SR R TEK
b, XU AR ALK F1. WL IE R .

2.3. BEfEmSE

BFWAE “RME” B 5 4E, kR EA 200/90 mmHg, —E AR “JE ILybHE S #4150 mg qd”
2R EIRTT, MRS,

24. RRRKE

ABEA A EE: O VO, 1L aVL. V2~V5 Sk ST BUE(K. M + CRP: ## C-[ M
HH: 489 mg/L, H4ffITHEL: 10.43 x 10%L, FERR4HMIZENI{A: 0.6 x 10°9L, FERRVEAMEELA: 5.8%,
AT AL 3.45x 10%/L, MZLEEH: 103g/L, M M4 221 x10%/L. M CT: MBS ZHEL. M

DOI: 10.12677/acm.2025.1572072 910 Il R 125 23k i


https://doi.org/10.12677/acm.2025.1572072
http://creativecommons.org/licenses/by/4.0/

(IRES e

J A I UV R SR . XU N g s AN o Ul 5 ) 5 i T o 3% o U 22 4k
ANEET . U SR NSRRI HERR o DU & — /NS AL BE . A0 SR S SR . A T XA
Bt . IR N3G I RISk LG o TeIRBIAK S 20 KBl Ik BE WA AL BE . T+ 1 3k &% E 8k 5 /i
EEE RN . T3 MERIME IR . T12 HEAAB B4 W . KM 87 2.98 mmol/L, %4: 140.1 mmol/L, % :
105.6 mmol/L, MEH: 57.22 g/L, AR A B: 0.60 g/L, Fi%&iPE: 6.23 mmol/L, [FRFptzER: 30.8
umol/L. FEF5ZEH: 0.05ng/mL, N A B RUANFKIKAETAE: 1308.2 pg/mL. A& 445 \IT, O =35 [F85
FIR. MEDII. D-—RIAT R .

25 Birad

Nt S5 25 T B =) DS AR Bz i B & B R A UM A% B DU LI /A, BT AR ALY TR R YR T« ARV PR BN
PUEEIT:; T2 H 6 H 2327 EELUNUSEEA | £ REREEE 1).
B L E A (B 2~5).

Figure 1. Peak value of cardiac troponin
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Figure 2. Electrocardiogram of the patient during outpatient visit
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Figure 3. Changes in the patient’s electrocardiogram on February 6, 2025
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Figure 4. Changes in the patient’s electrocardiogram on February 7, 2025
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Figure 5. Changes in the patient’s electrocardiogram on February 8, 2025
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Figure 6. Coronary angiography imaging data
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Figure 7. Changes in the postoperative patient’s electrocardiogram on February 13, 2025
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Figure 8. Follow-up electrocardiogram reexamination one month after discharge
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Figure 9. Follow-up cardiac ultrasound reexamination one month after discharge
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