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ABSTRACT

Objective: To determine the frequency of conduction abnormalities and in 
hospital mortality in patients with acute anterior wall myocardial infarction (MI).

thMethodology: This study was conducted from 1 January to 30  June 2011 in the 
Cardiology Department of Lady Reading Hospital, Peshawar. Patients who 
presented with acute anterior wall MI were included. Those patients who were 
having renal failure, Hypo or Hyperkalemia, history of valve replacement, 
coronary artery bypass graft and those who were using Beta blocker, Lanoxin 
and Calcium channel blocker (Verapamil, Diltiazem) were excluded. Patients 
were followed daily for development of AV blocks until discharged or died. Data 
was analyzed using statistical package for social sciences (SPSS) version 15.

Results: A total of 309 patients were included, out of which 228 (73.8 %) were 
males and 81 (26.2 %) were females, having mean age of 58.88 years. 
Conduction abnormalities developed in 33(10.67%) patients during hospital stay.  
Among these, A-V blocks were present in 3.5% and Intraventricular blocks in 
7.11% patients. During hospital stay, 56 (18.1%) patients died. LBBB developed 
in 6 patients in which, 3(50%) patients died whereas, RBBB developed in10 
patients in which 6(60%) patients died, Bifascicular block developed in 6 patients 
in which 3 died and complete heart block (CHB) developed in 9 patients with 
77.7% mortality.

Conclusion: CHB in anterior wall MI is an uncommon finding in this thrombolytic 
era but associated with high incidence of in-hospital death even if these patients 
are timely thrombolysed and paced.
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INTRODUCTION

METHODOLOGY

development has been associated with significantly 
increased likelihood of ventricular tachyarrhythmia's and 
reduction of left ventricular ejection fraction (LVEF) during Acute myocardial infarction(MI) is associated with a number 

10,11the hospitalization period.  CAVB during hospital stay, of complications including conduction disturbances. The 
after an acute AWMI has been associated with an increased most commonly observed conduction defects after acute 

12,13st rate of both short and long-term mortality.MI include atrioventricular (AV) blocks (1  degree heart 
nd rdblock, 2  degree heart block and 3  degree heart block also 

Use of thrombolytic agent is associated with a tendency 
called complete Atrioventricular block (CAVB). 

toward a lower occurrence of BBB and CAVB. But the 
Intraventricular (IV) conduction defects include right bundle 

evidence is conflicting in multiple studies. The GUSTO study 1,2branch block (RBBB) or left bundle branch block(LBBB).  In ndreported a lower rate of incidence of AV block of the 2  and 
some cases fascicular blocks (anterior and posterior rd3  degrees in the t-PA group relative to streptokinase (7.3% 
hemiblocks) alone or in combination with RBBB 14vs 9.1%, P<0.001).  On the other hand, the GISSI-2 did not 
(bifascicular blocks) are also observed. In these settings, 

find a significant difference between CAVB in the t-PA group 
delayed conduction may occur as consequence of 15

3 (5.1%) versus the streptokinase group (5.5%).  The GISSI-
physiological phenomena or pathological process.

1 study reported similar incidences of CAVB in the 
streptokinase group (5%) and non-thrombolytic-treated Incidence rates of heart blocks vary in different populations 

16-18st nd controls (5.7%).  Reperfusion therapy was associated and according to type of  MI. 1  or 2 degree AV block is 
with a significant reduction in in-hospital mortality seen very frequently with in 24 hour of the beginning of acute 

nd compared with conservative treatment in patients with coronary syndrome and are usually transient. Type I 2  
19-21CAVB (12.8% vs. 45.2%).  Thirty-day mortality among degree AV block is considered a more benign entity than 

nd 4 acute IMI patients with CAVB was significantly higher type II 2  degree AV block.  In acute Inferior myocardial 
st nd compared to uncomplicated acute IMI, irrespective of infarction (IMI),1  degree AV block is present in 2-12%, 2   

whether they received thrombolytic therapy or not. For degree AV block in 3-10% and CAVB in 3-7%. In acute 
st thrombolytic (IMI with CAVB vs. IMI without CAVB: 22% vs. anterior wall myocardial infarction (AWMI), 1  degree AV 

nd 5%p< 0.001) for non-thrombolytic, IMI with CAVB vs. IMI block is present in 0.2%,2  degree AV block in 0.2% and 
22without CAVB: 35% vs. 8% p < 0.001).CAVB in 2.6%. CAVB is more common in acute Inferior wall 

myocardial infarction (3.7-15%) than acute Anterior wall 
Previous studies have been conducted on the western 5,6myocardial infarction (1-8%).
population. We are genetically different from western 
population. In addition, our health system has not been fully Bundle branch blocks (BBB) are common findings in 
established. We, therefore, don't know, weather we have the patients with acute myocardial infarction (MI). It is more 
same frequency and mortality of these blocks in our common in Anterior wall myocardial infarction (AWMI) than 
population. This study was, therefore, conducted to know acute Inferior wall myocardial infarction (IMI). BBB are 
the exact frequency of blocks and their mortality in our set usually found in 9.2%patients with acute AWMI (LBBB 2.3%, 
up.RBBB 3.7%, fascicular block1.4%. BBB in association with 

CAVB usually is present in 1.7% patients among whom, 
1.1% have RBBB, 0.2% LBBB and 0.2% have fascicular 

3block. This descriptive cross-sectional study was conducted at 
department of cardiology,Lady Reading Hospital Peshawar Studies have shown that these conduction disturbances are 

7 from 1st January to 30th June 2011. A total of 309 patient's associated with increased in-hospital mortality rate.  
data collected through probability consecutive sampling Cardiac arrhythmias and conduction abnormalities 
technique. Written informed consent was taken from all the complicating acute MI are always associated with adverse 
patients. Patients of either gender and age with acute AWMI prognosis. Patients with acute IMI more often experience 
were included in the study ( acute AWMI was diagnosed by conduction abnormalities but they are usually transient. In 
having chest pain of more than 30 minutes, that did not case of acute AWMI, the conduction abnormalities are less 
relieved by two doses of Glyceryl Trinitrate and common but are always serious and associated with high 
Electrocardiography (ECG) showing ST segment elevation short and long-term mortality. Patients with AWMI are more 
of ≥2mm in two consecutive chest leads). Following type likely to die before hospital discharge than inferior or 

8 of patients were excluded: Patients with renal failure posterior MI (11.3 vs. 7.7%).  Overall mortality is 27.9 % in 
(creatinine >2mg/dl), history of previous myocardial patients with block and 9.3 % in those without, it is 
infarction, coronary artery bypass graft (CABG) and history significantly higher in both anterior (47.0% vs. 11.8 %) and 

9,3 of valve replacement or septal repair. Patients with inferior (20.4% vs. 6.7%) infarction groups. CAVB 
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58.88 ± 12.5

228 (73.78)

92 (30)

60 (19.4)

77 (24.9)

110.9

66.9

170

Variables Values

Table 1: Baseline Characteristics of the
Study Population

Age(years)

Male n (%)

Hypertension n (%)

Diabetes n (%)

Smokers n (%)

Mean systolic BP(mm Hg)

Mean diastolic BP(mm Hg)

Mean random blood sugar(mg/dl)

11(3.5)

01 (0.3)

01 (0.3)

09 (2.9)

22(7.11)

06 (1.9)

10(3.2)

06(1.9)

33(10.67)

 Type of block Frequency (%)

ATRIOVENTRICULAR BLOCKS

1st degree AV block

2nd degree AV block

Complete heart block(CAVB)

INTRAVENTRICULAR BLOCKS

Left bundle branch block

Right bundle branch block

Bifisicular block

TOTAL

Table 2: Frequency of Various Blocks in
Acute AWMI
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3(50%)

6(60%)

7(77.7%)

3(50%)

Type of
block

Mortality
with block

P-value
Mortality

without block

LBBB (n=6)

RBBB (n=10)

CHB (n=9)

Bifascicular

block (n=6)

53(17.5%)

50(16.7%)

49(15.8%)

53(17.5%)

0.041

0.0001

0.0001

0.041

Table 3: Comparison of Mortality with
and Without Blocks

Figure 1: Showing Frequency of
Blocks and its Mortality

Total

AV Blocks

Intraventricular

70.00%

60.00%

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%

10.67%

3.55%

7.11%

57.57%

21.21%

36.36%

Frequency Mortality
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CONCLUSION

REFERENCES

Jacobs AK, Faxon DP. Incidence and prognostic 
implications of heart block complicating inferior 
myocardial infarction treated with thrombolytic Conduction abnormalities with AWMI is not very common, 
therapy: results from TIMI II. J Am Coll Cardiol however the outcome is fatal in majority of cases.
1992;20:533-40.

13. Behar S, Zissman E, Zion M, Goldbourt U, Reicher-
Reiss H, Shalev Y, et al. Complete atrioventricular block 1. Davies MJ, Redwood D, Harris A. Heart block and 
complicating inferior acute wall myocardial infarction: coronary artery disease. Br Med J 1967;3:342-3.
shor t- and long-term prognosis. Am Hear t J 

2. Roos JC, Dunning AJ. Right bundle-branch block and 1993;125:1622-7.
left axisdeviation in acute myocardial infarction. Br 

14. Escosteguy CC, Carvalho Mde A, Medronho Rde A, Heart J 1970;32:847-51.
Abreu LM, Monteiro Filho MY. Bundle branch and 

3. Bhalli MA, Khan MQ, Samore NA, Mehreen S. atrioventricular block as complications of acute 
Frequency and clinical outcome in conduction defects myocardial infarction in the thrombolytic era. Arq Bras 
in acute myocardial infarction. J Ayub Med Coll Cardiol 2001;76:291-6. 
Abbottabad 2009;21:32-7.

15. An international randomized trial comparing four 
4. Silverman ME, Upshaw CB, Lange HW. Woldemar thrombolytic strategies for acute myocardial infarction. 

Mobitz and His 1924 classification of second-degree The GUSTO investigators. N Engl J Med 1993;329:673-
atrioventricular block. Circulation 2004;110:1162-7. 82.

5. Hunt D, Sloman G. Bundle-branch block in acute 16. GISSI-2: a factorial randomised trial of alteplase versus 
myocardial infarction. Br Heart J 1969;1:85-8. streptokinase and heparin versus no heparin among 

12490 patients with acute myocardial infarction. 
6. Altun A, Ozkan B, Gucajan A, Kadi H, Ozcelik F, Ozbay G. 

Lancet 1990;336:65-71.
Early and late advanced atrioventricular block in acute 
inferior myocardial infarction. Coron Artery Dis 17. Effectiveness of intravenous thrombolytic treatment in 
1998;9:1-4. acute myocardial infarction. Lancet 1986;1:397-402.

7. Otterstad JE, Gundersen S, Anderssen N. Left anterior 18. Khan S, Abrar A, Abid AR, Jan J, Jan T, Khan H. 
hemiblockin acute myocardial infarction. Incidence and Inhospital outcome of patients having acute 
clinicalsignificance in relation to the presence of bundle myocardialinfarction with and without streptokinase. 
branchblock and to the absence of intraventricular Gomal J Med Sci 2009;7:96-100.
conduction defects. Acta Med Scand 1978;203:529-

19. Jim MH, Chan AO, Tse HF, Barold SS, Lau CP. Clinical 34.
and angiographic findings of complete atrioventricular 

8. Hreybe H, Saba S. Location of acute Myocardial block in acute inferior myocardial infarction. Ann Acad 
infarction and associated arrhythmias and outcome. Med Singapore 2010;39:185-90.  
Clin Cardiol 2009;32:274-7.

20. Nicod P, Gilpin E, Dittrich H, Polikar R, Henning H, Ross 
9. Ho KW, Koh TH. Complete atrioventricular block J. Long-term outcome in patients with inferior 

complicating acute anterior myocardial infarction can myocardial infarction and complete atrioventricular 
be reversed with acute coronary angioplasty. Ann Acad block. J Am Coll Cardiol 1988;12:589-94.
Med Singapore 2010;39:254-7.

21. Goldberg RJ, Zevallos JC, Yarzebski J, Alpert JS, Gore 
10. Aplin M, Engstrom T, Vejlstrup NG, Clemmensen P, JM, Chen Z, et al. Prognosis of acute myocardial 

Torp-Pedersen C, Køber L, et al. Prognostic importance infarction complicated by complete heart block (the 
of complete atrioventricular block complicating acute Worcester Heart Attack Study). Am J Cardiol 
myocardial infarction. Am J Cardiol 2003;92:853-6. 1992;69:1135-41.

11. Clemmensen P, Bates ER, Califf RM, Hlatky MA, 22. Harpaz D, Behar S, Gottlieb S, Boyko V, Kishon Y, Eldar 
Aronson L, George BS, et al. Complete atrioventricular M. Complete atrioventricular block complicating acute 
block complicating inferior wall acute myocardial myocardial infarction in the thrombolytic era. J Am Coll 
infarction treated with reperfusion therapy. TAMI Study Cardiol 1999;34:1721-8.
Group. Am J Cardiol 1991;67:225-30.

23. McDonald K1, O'Sullivan JJ, Conroy RM, Robinson K, 
12. Berger PB, Ruocco NA Jr, Ryan TJ, Frederick MM, Mulcahy R. Heart block as a predictor of in-hospital

2014  Vol. 47 (03) : 156 - 161

CONDUCTION DISTURBANCES IN PATIENTS WITH ACUTE ANTERIOR WALL MI AND  IN-HOSPITAL OUTCOMES



Pak Heart J 161

death in both acute inferior and acute anterior 25. Norris RM. Hear t  block in posterior  and 
myocardial infarction. Q J Med 1990;275:277-82. anteriormyocardial infarction. Br Heart J 1969;31:352-6.

24. Gupta MC, Sing MM, Wahal PK, Mehotra MP, Gupta SK. 26. Ginks WR, Sutton R, Oh W, Leatham A. Long 
Complete hear t  block compl icat ing acute termprognosis after acute anterior infarction with 
myocardialinfarction. Angiology 1978;29:749. atrioventricular block. Br Heart J 1977;39:186-9.

2014  Vol. 47 (03) : 156 - 161

CONDUCTION DISTURBANCES IN PATIENTS WITH ACUTE ANTERIOR WALL MI AND  IN-HOSPITAL OUTCOMES


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

