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Abstract

Introduction: Complete Left bundle branch block(LBBB) increases the risk of cardiac mortality, and prognosis
is primarily determined by the underlying coronary artery diseases. The goal of this study was to determine
the association of complete left bundle branch block (LBBB), with site, severity & risk factors of coronary
artery disease (CAD) diagnosed by coronary angiogram(CAG).

Methods: A total of 75 symptomatic patients with LBBB were evaluated in a one year period by coronary
angiography in a tertiary care hospital of Chittagong, Bangladesh. Standard protocol and procedure were
followed during doing both ECG and CAG. All data were compiled and were analyzed by SPSS-20.

Results: Among 75 patients analyzed male were 40(53.3%) and female was 35(46.67%). Male to female
ratio was 1:1.14.. Among all 22(29.33 %) patients were at age group <60 years, 48(64 %) were at age group
40-60 years and 5(6.6%) were <40 years of age. 34(45.3%) patients were from rural community. Regarding
risk factor analysis 19(25.2%) patients had DM, 16(21.33%) patients had different kinds of dyslipidemia,
8(10.6%) patients were obese, 3(4%) patients had high cholesterol(>400mg/dl), 26(34.66%) patients were
hypertensive, 21(28%) were smoker, 2(2.66%) were taking jarda, 8(10.6%) patients had family history of
coronary artery disease and one patients had history of alcoholism. Angiographic study revealed 6(8%) had
single vessel disease, 16(21.33%) had double vessel disease, 5(6.66%) had triple vessel disease and
48(64.00%) patients had normal vessels. Conclusion: LBBB may be assoictaed with normal to variable

involvement of coronary artery

Introduction:

Left bundle branch block (LBBB) usually found in
patients with underlying heart disease mainly with
ischemic heart although. In a study it was found that 12%
of patients with LBBB have no demonstrable disease.!
Even among these patients, LBBB is associated with a
higher than normal risk of cardiovascular disease and all
cause mortality.'

The left bundle branch subdivides into two fascicles: the
left anterior fascicle and the left

posterior fascicle. Allowing rapid, coordinated, and
synchronous physiologic depolarization of the ventricles.
When a bundle branch or fascicle becomes injured, this
result in extensive reorganization of the activation and
recovery patterns of the left ventricle that produces
extensive changes in the QRS complex and the ST-T wave.?

Among patients with coronary artery disease, the
presence of LBBB correlate with more extensive disease,
more severe left ventricular dysfunction, and reduced
survival rates. A major impact of LBBB lies in obscuring
or simulating other electrocardiographic patterns.’

Methods:

It was a prospective study done on 75 symptomatic
patients of LBBB cases during a study period of one
years from July 2015 to December 2015 in a tertiary
care center with CCU facility in Chittagong, Bangladesh.
Potential patients were initially evaluated who were
presented with cardiac complaints. After initial evaluation
consent was taken for standard ECG testing. Standard
protocol of ECG test was followed during the test and
those who LBBB and also symptomatic for IHD were
taken as study subjects. In these way a total of 75 patients
were recruited. All patients were prepared for coronary
angiogram and the test was done in a single center with
the direct supervision of the researcher himself. All data
were collected and analyzed by SPSS 20.

Results:

Among 75 patients analyzed male were 40(53.3%) and
female was 35(46.67%). Male to female ratio was
1:1.14.. Among all 22(29.33%) patients were at age
group <60 years, 48(64%) were at age group 40-60 years
and 5(6.6%) were <40 years of age. 34(45.3%) patients
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were from rural community. Regarding risk factor
analysis 19(25.2%) patients had DM, 16(21.33%)
patients had different kinds of dyslipidemia, 8(10.6%)
patients were obese, 3(4%) patients had high
cholesterol(>400mg/dl), 26(34.66%) patients were
hypertensive, 21(28%) were smoker, 2(2.66%) were
taking jarda, 8(10.6%) patients had family history of
coronary artery disease and one patients had history of
alcoholism. Angiographic study revealed 6(8%) had
single vessel disease, 16(21.33%) had double vessel
disease, 5(6.66%) had triple vessel disease, and
48(64.00%) patients had Normal vessel.

Table-I
Sociodemographic profile

Variables Descriptions Frequency Percentages
Gender Male 40 53.3%
Female 35 46.67%
Agegroup <40 years 5 6.6%
40-60 years 48 64%
>60 years 22 29.33%
Locality Rural 34 45.3%
Urban 41 54.7%
75 100%
Tablell
Risk factors
Variables Frequency  Percentages
DM 19 25.2%
Dyslipidemia 16 21.33%
Obesity 8 10.6%
High TC(>400mg/dl) 3 4.0%
HTN 26 34.66%
Smoking 21 28%
Jorda intake 2.66%
Family history of IHD 8 10.6%
Alcohol 1.3%
75 100%
Table-111
Angiographic findings of critical lesion
Variables Frequency  Percentages
Single vessel disease 6 8%
Double vessel disease 16 21.33%
Triple vessel disease 5 6.66%
Normal 48 64.00%
75 100%

Multiple response table
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Discussion

In this study patients underwent invasive angiography
after finding positive history with ECG findings of LBBB
in a tertiary care hospital of Chittagong, Bangladesh
during the period from one year study period from
January 2016 through December 2016. Among 75
patients analyzed male were 40(53.3%) and female was
35(46.67%). Male to female ratio was 1:1.14.. Among
all 22(29.33%) patients were at age group <60 years,
48(64%) were at age group 40-60 years and 5(6.6%)
were <40 years of age. 34(45.3%) patients were from
rural community. These sociodemographic profile are
consistent with a Bangladeshi study done by Islam and
Majumder.* A higher prevalence of ischemic heart disease
in male than female has been reported in a study from
England.® Thus the present results are in agreement that
male population is more prone to IHD which may be
linked to genetic/ hormonal difference.

Regarding risk factor analysis 19(25.2%) patients had
DM, 16(21.33%) patients had different kinds of
dyslipidemia, 8(10.6%) patients were obese, 3(4%)
patients had high cholesterol(>400mg/dl), 26(34.66%)
patients were hypertensive, 21(28%) were smoker,
2(2.66%) were taking jarda, 8(10.6%) patients had family
history of coronary artery disease and one patients had
history of alcoholism. The results of present study with
reference to risk factors were similar to those published
earlier that diabetes and hypertension are two common
risk factors of IHD. Dyslipidemia were also found more.
H/O smoking, life style and family history of IHD were
found as common risk factors. All of the above findings
are consistent with the earlier study.®

Angiographic study revealed 6(8%) had single vessel
disease, 16(21.33%) had double vessel disease, 5(6.66%)
had triple vessel disease .

In the present study, we found that and 48(64.00%)
patients had normal coronary angiography. Similarly,
Nguyen et al found that 60% of evaluated patient were
presenting with normal angiography.” However, in
contrast to our finding, most researchers have shown
higher percentage of CAD in patients with LBBB.® An
explanation for the low prevalence of CAD in LBBB
patients observed in our study was the lack of non invasive
diagnostic test such as SPECT study, pharmacological
or exercise-induced stress echocardiography of CAD in
patients attending our center.

So, it can be concluded that, LBBB be may be associated
with various angiographic abnormality in our setting and
should be dealt carefully.
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