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Spontaneous recovery of Right Bundle Branch Block
(RBBB) in Acute Anterior wall Myocardial Infarction
with Bifascicular Block
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A case of Acute Anterior Wall Myocardial Infarcetion with Right Bundle
Branch Block (RBEB) and Left Anterior Hemi Biock {LAHRB) - Bifascicular
Block had been chserved to have undergone spontaneous recovery of REBB
and the plan for transvenous temporary pacemaker insertion was withheld.
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BIFASCICULAR BLOCK :
LITERATURE REVIEW

Bundle Branch Block ocenrs in eight to
thirteen percent of patients with Acute
Myocardial Infarction tAMD and is mainly
assoclated with Anterior Wall AN Norris et
al.? found RBBB in seven percent of patients
and Left Bunndle Branch recciving aimgle
bloed supply from o branch of Left Anteror
Descending Artery which i= a slender discrete
structure with o iong subendocaraial situation,
liable to more frequent involverent in conlrast
o the Left Bundie Branck receiving dual blood
supply with short and diffise course ¥

In Anterior Wall AMI RBBEB oceurs in
ien percent of patients and Complete Heart
Block (CTTB in five pereent of patients. About
one in three patienis with Acute REBB in
Anterior Wall AMI develops CHES Most of the
vatients with CHB afrer Anterior Wall AM]

give history of Stokes Adam's attack and
therefore pacing is necessapy 4 Unfortunately
the degree of myocardial damage sustainned in
patients with anterior wall AMI with CHE is
severe and in spite of transvenous pacing,
hospital mertality 15 sixty 1o sevenly percent
and fifty percent of survivors die within next
veart

Bifascicular Block either in the form of
RBEB ard LAHE or REB® and LPHE (Left
Posterior Hemi Rlock) occurs in eight to
tniveen pevcent of patients with AMI. LAHB
ane RBBB is more common cembination
acrureing in three to four percent of patients
with AMI as both as these structures are
supplied by Left Anterior Descending artery.?
As an isolated tinding LAHB alone does nat
increase hospital wortality ® When found with
REBR it is called Bifascicuiar block and in such
condition chance of going innto CHEB is high
and hospital martali-y increcaes. 1y all patients
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Wall AMI with new RBHB,
Geeond degree heart block, CHEB, 'Tr‘ifhr';('i('uh*:r
. ifusciostar hlock with prolonged PR
admisston or Bifascicular block
with pratenged PR interval) an admission or
Bifascicular block developing acutely,
Temporary admission or Bif(lﬁl‘i(:lﬂﬂl‘. blm‘.l;
doveloping acutely, temporary pacing s
indicated.” Pacing in new RBBB with AMI h:
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DT recommended in many cardiac centres.
Lons heen found that AMT with RBBB has high
chance of going inte CHB mainly in anterior
wall AMI and ia such cases prophylactic
pacing reduces mortally. All patients with
Anterior Wall AM] with (1iB should undergo
poermanent pacing whetlher CHBE resolves or
von. This has significantly reduced sudden
denth after hospital Aischarge. 47

i a stady of one hundred cases of AM]
by Dr. A Sayami,? thirteen percent patients
with AMI had RBBB (four REBE on adnussion,
Foe RBRE on the lirst day Tater to admission
and four ROBDB appeared on the second day)
There are no significant differences of RBBB in
coterior wall and 8 pereent with anterior wali
AMI and three percent with inferior wali AMI
Nine percent of patients developed CIHB (six
percent with anterior wall AMI and three
veveord with inferior wadl AMIL Gut of the six
percent of palients with anterior wall AR
soneng ihem whe had CHB, three percent had
Taseieular block (two with RBEB and LAHG
ae with BRBER and LPHEB), twoe percent

fi preceding block and one pereent hag

cree atrivventricuiser biock hobits
with BRRT and

7, one revertod bo sinos

of two patients

njection of Atropines bul one
TRE and LANE as well az one

P LUTID expired bater on

of forty years of

coronary core anil

Pire il

2 chest pain for twor

mild

years as well as a heavy aleoholic.

On examination, he was restless and in
agony with pulse rate of 120 per minute,
regular with arterial wall thickening. He was
febrile with temperature of 102 F.  Pallor,
icterus, <¢lubbing, ocdema,
lymphadenopathy
Cardiovasceular  examination
trchycardia with normal first and second heart
sounds without third heart sound or murmer or
rub. Respiratery system

revealed vesicular

cyanosis,
absent.
revealed

Were

pericardial

examination normal
breaihsound withoul basal erackles. Abdomen
and examination were

nervous system

unremarkable.

The laboratory jnvestigaiion revealed
Naemaglobin 16 gm%, Total leucocyte count
12,700/cmm  with 72% polymorphs, 22%
iymphocytes and 6% ensinophils, random
blood sugar 5 mmol/l, urea 3.8mmol/l1 CPK
453 (15-125) [UA, SGOT 136 (5-40U/1, LDH
804 (50-320) TU/1 and after twenty four hours
OPK 534 TU/, 8GOT 144 U/1 and 1L.DH 835
1.

Phota No. 1 First electrocardiograph (RCG)
recorded in Emergency department, showing
Left Axis Deviation, tachyeardia QRS rate
E20rain), regular rhythm with deep 4 waves
in V1, V2, V3 and 5T elevation in V2, V3, V4, Vi
and VE.

Thoto No. 2 KOG

showing RBBE and Abnermal Left Axs

reacorded on newi day

Deviation, GES rale 814w, reguiar rhythm,

Fwaves in Vi, V2, V3 and 5T ele

vatlon in
depresaton in lead 10, Ti

C v
P rociveocal &
SVE VE VG »

decrensed heart rate may be due e narcoiic

]
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nd inverted T waves are upright.
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Photo No. 4 KOG reenrded afier forty eight
hours of intravenous infusion of GTN showing
imverted T wave in VI has become 4 pright. No
other sigmficant changes. RRER and loft HXIS
deviation still per ting.

Fhoto No. 5 ECG recorded an cighth day of
admission and ninth day of AMI showing
recovery of RBEBB. Lef: axis deviation is stil]
present. Q waves in V1. V2 V3 and V4 and
inverted T waves in V5, V6, 11, 1 aVF.

Photo Nu. 6 ECG recordrd on fourteenth day
of admission showing ubsence of RBBB, @
waves and ST elevation in V1, V2, V3, V4 and
absence of inverted T waves in V4, V5, V6 and

[LIII, aVE
DISCUSSION

Patient attended TU Teaching Hospita)
Emergeney department twenty eight hours
atter the anset of severe chesr pain. Imitially the
patient had features of Acute Myocardial
infarction tAntevo-septal infarction) with
abnormal left axis deviation and tachycardia.
The next morning tforty hours of AMI), RBEB
was noticed in EOG. His QRS vate was
L0%/min itachyeardia) despite adequare dose of
narcotic analgesic, sedation overnight and
Atenolol ttwo doses of 25mg1 which was given
due to tachyeardia on the day of admission and
next marning. There was no bifascicular block
an the day of admission, Although Atenolol can
inerease the degree of atrio-ventricular block it
nas not been reported to induce RBBB. The
RBEBB did not disappear even after slopping
Atenolol for seven davs in this patients.
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20mg TDS dosage.

Though new RBBD in anterior wall AN
is considered to be warning sign of ensuing
CHEB and prophyvlactic pacing is sard to be
indicated, spontaneans recovery js possible,
Even if CHB appears, it may revert back tp
sinus rhythm simply with injection of
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without pacing facility and referral centres
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evenin patients who are paced. Patient may be
referved to nearest possible referra)l centre with
Isovrenaline drip as un alternative,
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