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DESCRIPTION
A 72-year-old woman was admitted for manage-
ment of constipation secondary to opiod medica-
tions. Opiods were prescribed for pain relief
following fractured humerus after a fall 1 week pre-
viously. Further history included multiple unex-
plained falls without syncope on the background of
deforming rheumatoid arthritis osteoporosis and
treated hypertension. On admission she was found
to be tachycardic with atrial flutter with variable
block and intermittent left bundle branch block
aberrancy (figures 1 and 2). Digoxin and atenolol
was started. On day 2 asymptomatic pauses up to
3.7 s were noted and atenolol and digoxin were
ceased. On day 4, the cardiac monitor recorded the
rhythm strip shown in figure 3. The patient was
asleep. Based on the multiple falls and the rhythm
strip a permanent pacemaker was implanted.
Following lead insertion the patient redeveloped
atrial flutter shown in figure 4. The isoelectric
nature of the QRS in lead II during left bundle
branch block was noted. This observation led to
closer examination of the prepacemaker implant
rhythm strip (figure 5) showing clear regular

variations in baseline consistent with an isoelectric
left bundle branch block QRS complex.
This case is an example where decisions based on

single limb lead cardiac monitoring led to inappro-
priate implantation of a permanent pacemaker.

Learning points

▸ Always review more than one simultaneous
ECG leads when analysing rhythm strips.

▸ As a general rule symptoms are reproduced by
the arrhythmia.

▸ Be cautious and meticulous when assessing
history of falls and syncope in the elderly.
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Figure 1 Atrial flutter with variable block.
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Figure 2 Atrial flutter with variable block and left bundle branch bock aberrancy.

Figure 3 Rhythm strip.

Figure 4 Atrial flutter with 2:1 block
and left bundle branch block
aberrancy.
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Figure 5 Rhythm strip with QRS complexes with left bundle aberrancy shown with arrows.
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