
CASE 3
A 78-year-old man was followed in the
medical outpatient clinic for angina pec-
toris and hypertension. He was treated
with aspirin, sotalol and nifedipine. He

attended casualty with a history of wors-
ening angina with episodes of pain at
rest. An electrocardiogram (ECG) was
recorded (Figure 1). What abnormalities
were present on the ECG?

DISCUSSION
The ECG showed sinus rhythm with
right bundle–branch block. The PR
interval was 140 ms and the QRS axis
was +60° (both normal). In addition,

Figure 2. The electrocardiogram 2 years later.

Figure 1. The electrocardiogram recorded in casualty with angina pectoris.
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there was ST segment depression
across the praecordial leads. Two years
later, the patient was seen again in the
accident and emergency department
with a urological problem. An ECG
was recorded in view of his cardiac
history (Figure 2). What additional
abnormality had developed?

Left axis deviation had now devel-
oped, suggesting conduction block in
the antero-superior fascicle of the left
bundle branch. The PR interval was
160 ms, still within normal limits.
The combination of left axis devia-
tion and right bundle–branch block is
one variety of bifascicular block.
Atrioventricular conduction is then
dependent on the postero-inferior fas-
cicle of the left bundle branch. 

The patient presented to the acci-
dent and emergency department a fur-
ther 3 years later with a short history
of extreme dizziness and breathless-
ness. An ECG was recorded (Figure
3). What abnormalities were now 
present?

Complete heart block was present.
The ventricular rate was 18/minute.

The uncorrected and corrected QT
interval was greatly prolonged at
1080 ms and 590 respectively. The
sotalol was stopped. Two days later, a
further ECG was recorded (Figure 4).

The patient remained in complete
heart block. The ventricular escape
rhythm showed left axis deviation and
right bundle–branch block with a rate
of 43/minute. The uncorrected and cor-
rected QT interval had reduced to
520 ms and 440 respectively. The
patient was referred for permanent
pacemaker implantation. 

There have been no randomized tri-
als of pacing vs no pacing in patients
with chronic bifascicular block.
Something is known of the natural his-
tory of the condition, however. The
largest prospective study of patients

with bifascicular block followed 554
asymptomatic patients for a mean of
42 months (McAnulty et al, 1982). The
5-year mortality from an event that
may conceivably have been a brad-
yarrhythmia was just 6%. The 5-year
incidence of complete heart block was
also low at 5%. The available evidence
would suggest that asymptomatic
patients with bifascicular block should
not be paced routinely (Gregoratos et
al, 1998). 
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Figure 3. The electrocardiogram a further 3years later — patient taking sotalol.

Figure 4. The electrocardiogram after 2 days off sotalol.
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