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Shark fin sign: an electrocardiogram patter of acute ST segment elevation

myocardial infarction with left main occlusion
ZHANG Le LIU Xianxia CHEN Lei LUO Yin

(Department of Cardiology, The Second Affiliated Hospital of Hainan Medical University,
Haikou, 570000, China)
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Abstract The shark fin sign is a high-risk electrocardiogram (ECG) pattern associated with acute myocardial
infarction(AMD) resulting from occlusion of the left main(LLM) coronary artery, which is characterized by the fu-
sion of QRS wave, ST segment, and T wave into a giant R wave resembles the shape of a shark’s fin and links to
a heightened risk of sudden death in patients. It is difficult to obtain firsthand ECG of patients with LM occlusion,
because of the high mortality rate before entering the hospital. This is a case study involving an AMI patient with
confirmed LM occlusion by coronary angiography performed the shark fin sign pattern in ECG, which is aimed to
enhance understanding of the pattern and reduce missed diagnosis or misdiagnosis.

Key words shark fin sign; giant R wave; A wave; acute myocardial infarction; left main occlusion
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