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TABLE 275-2 Guideline Summary for Pacemaker Implantation in Acquired AV Block

than a few minutes of pacemaker support, transvenous temporary
pacing should be instituted. Temporary pacing leads can be placed
from the jugular or subclavian venous system and advanced to the
right ventricle, permitting stable temporary pacing for many days, if
necessary. In most circumstances, in the absence of prompt resolution, conduction block distal to the AV node requires permanent
pacemaking.
Pacemakers in AV Conduction Disease
There are no randomized trials that evaluate the efficacy of pacing in
patients with AV block, as there are no reliable therapeutic alternatives for AV block and untreated high-grade AV block is potentially
lethal. The consensus guidelines for pacing in acquired AV conduction block in adults provide a general outline for situations in
which pacing is indicated (Table 275-2). Pacemaker implantation
should be performed in any patient with symptomatic bradycardia
and irreversible second-or third-degree AV block, regardless of the
cause or level of block in the conducting system. Symptoms may
include those directly related to bradycardia and low cardiac output
or to worsening heart failure, angina, or intolerance to an essential
medication. Pacing in patients with asymptomatic AV block should
be individualized; situations in which pacing should be considered
are patients with acquired CHB, particularly in the setting of cardiac
enlargement; left ventricular dysfunction; and waking heart rates
≤40 beats/min. Patients who have asymptomatic second-degree AV
block of either type should be considered for pacing if the block is
demonstrated to be intra- or infra-His or is associated with a wide
QRS complex. Pacing may be indicated in asymptomatic patients
in special circumstances, in patients with profound first-degree AV
block and left ventricular dysfunction in whom a shorter AV interval
produces hemodynamic improvement, and in the setting of milder
forms of AV conduction delay (first-degree AV block, intraventricular
conduction delay) in patients with neuromuscular diseases that have
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a predilection for the conduction system, such as myotonic dystrophy and other muscular dystrophies, and Kearns-Sayre syndrome.
Pacemaker Therapy in Myocardial Infarction
AV block in acute MI is often transient, particularly in inferior infarction. The circumstances in which pacing is indicated in acute MI are
persistent second-or third-degree AV block, particularly if symptomatic, and transient second-or third-degree AV block associated
with bundle branch block (Table 275-3). Pacing is generally not
indicated in the setting of transient AV block in the absence of intraventricular conduction delays or in the presence of fascicular block
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Class I
1. Third-degree or high-grade AV block at any anatomic level associated with:
a. Symptomatic bradycardia
b. Essential drug therapy that produces symptomatic bradycardia
c. Periods of asystole >3 s or any escape rate <40 beats/min while awake, or an escape rhythm originating below the AV node
d. Postoperative AV block not expected to resolve
e. Catheter ablation of the AV junction
f. Neuromuscular diseases such as myotonic dystrophy, Kearns-Sayre syndrome, Erb dystrophy, and peroneal muscular atrophy, regardless of the presence of
symptoms
2. Second-degree AV block with symptomatic bradycardia
3. Type II second-degree AV block with a wide QRS complex with or without symptoms
4. Exercise-induced second-or third-degree AV block in the absence of ischemia
5. Atrial fibrillation with bradycardia and pauses >5 s
Class IIa
1. Asymptomatic third-degree AV block regardless of level
2. Asymptomatic type II second-degree AV block with a narrow QRS complex
3. Asymptomatic type II second-degree AV block with block within or below the His at electrophysiologic study
4. First- or second-degree AV block with symptoms similar to pacemaker syndrome
Class IIb
1. AV block in the setting of drug use/toxicity, when the block is expected to recur even with drug discontinuation
2. Neuromuscular diseases such as myotonic dystrophy, Kearns-Sayre syndrome, Erb dystrophy, and peroneal muscular atrophy with any degree of AV block
regardless of the presence of symptoms
Class III
1. Asymptomatic first-degree AV block
2. Asymptomatic type I second-degree AV block at the AV node level
3. AV block that is expected to resolve or is unlikely to recur (Lyme disease, drug toxicity)

TABLE 275-3 Guideline Summary for Pacemaker Implantation in AV
Conduction Block in Acute Myocardial Infarction (AMI)
Class I
1. Persistent second-degree AV block in the His-Purkinje system with bilateral bundle branch block or third-degree block within or below the His
after AMI
2. Transient advanced (second-or third-degree) infranodal AV block and
associated bundle branch block. If the site of block is uncertain, an electrophysiologic study may be necessary
3. Persistent and symptomatic second-or third-degree AV block
Class IIb
1. Persistent second- or third-degree AV block at the AV node level
Class III
1. Transient AV block in the absence of intraventricular conduction defects
2. Transient AV block in the presence of isolated left anterior fascicular block
3. Acquired left anterior fascicular block in the absence of AV block
4. Persistent first-degree AV block in the presence of bundle branch block
that is old or age-indeterminate
Source: Modified from AE Epstein et al: J Am Coll Cardiol 51:e1, 2008.
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