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ABSTRACT 

Second-degree atrioventricular (AV) block refers to a delay conduction of electrical impulses from 

the atria to ventricles; some impulses are not conducted. Incomplete or second-degree heart block is 

divided into two types, Mobitz type I and Mobitz type II. Both are characterized by "dropped beats." 

Mobitz type II second-degree AV block and third-degree AV block usually require pace maker, and it 

is usually permanent, although a temporary pacemaker may be inserted if the arrhythmia is 

symptomatic and unresponsive to other therapies. However, a permanent pacemaker should be placed 

as soon as possible as an emergency case. 

 

INTRODUCTION 

Definition an of atrioventricular (AV) block is a 

delay or interruption in the conduction of an electrical 

heart impulse, which either being transient or permanent, 

from the atria to the ventricles due to either to an anatomic 

or functional impairment in the cardiac conduction system. 

The second AV block fails to conduct some of atrial 

impulses to reach the ventricles. The second AV block 

divided to Mobitz type1 (Wenckebach)described by 

progressive delay in cardiac impulse from atrial to 

ventricular with eventual failure of an atrial beat to reach 

the ventricle, in which there are progressive PR interval 

prolongation precedes a non-conducted P wave with 

narrow QRS [1]. Mobitz type II AV block, in which the PR 

interval remains unchanged prior to a P wave that suddenly 

fails to conduct to the ventricles, in which there are two or 

more consecutive non-conducted P waves with wide QRS. 

In contrast to the third degree or complete heart block 

some P waves continue to be conducted to the ventricle 

[2].The incidence of Mobitz II second-degree AV block is 

rare in healthy people (˜0.003%). Mobitz I (Wenckebach) 

occurs more frequently and is observed in 1% to 2% of 

healthy young people, especially during sleep [3]. 

The anatomical site of the block in Mobitz type II 

has been almost always below the AV node; in Mobitz 

type I block the site is usually within the AV node. Type 

11 AV block is a serious conductive defect which lead to 

complete heart block and Stokes-Adams arrest [4]. 

 

Case Presentation 
75-old- Bahraini male, who is known case of 

controlled diabetes and hypertension, presented with light-

headedness, dizziness and pre-syncope since 3 days ago, 

no history of chest pain. On patient examination, regular 

irregular heartbeat, heart rate 45/ minute, blood pressure 

90/ 50 mmHg. The ECG showed recurrent non- conducted 

P wave, with constant PR interval, a pause incorporating 

the blocked P wave; which was equal to exactly twice the 

sinus cycle length, P wave appeared at a constant rate and 

showed fascicular block. Further laboratory studies to 

identify possible underlying causes were as follows: 

normal serum electrolytes, calcium, and magnesium levels, 

normal cardiac biomarker testing, and normal thyroid 

function studies. Furthermore, in hospital the patient's 

telemetry showed Mobitz-2 AV block, hence the patient 

has a permanent pacemaker implant and the patient showed 

dramatic symptoms improvement. The patient had 

continued to follow up in the pacemaker clinic and primary 

care setting for further evaluation. 
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Fig1. Mobitz type 2 with intermittent non-conducted P waves without progressive prolongation of the PR interval, 

associated with a wide QRS complex (infra-nodal) 

 
 

DISCUSSION   
Mobitz type 2 is characterized by a disturbance, 

delay, or interruption of electrical impulse from the atrial 

conductive system through the AV node to the ventricles; 

it is an emergency condition; may progress to complete 

heart block, with high risk of mortality [5]. Diagnostic 

electrophysiological testing can help determine the level of 

the block and the potential need for a permanent 

pacemaker. Infra-nodal blocks, whether Mobitz I or 

Mobitz II, carry high risk of progression to complete heart 

block [6]. Presented patients are either being asymptomatic 

or have some cardiac in origin symptoms (light-

headedness, dizziness, syncope, chest pain, regularly 

irregular heartbeat, bradycardia, and hypotension) [7]. 

The patient was referred to the emergency 

department, then transferred to the coronary care unit 

(CCU) for cardiac monitoring and to prepare the patient for 

effective placing  of either transcutaneous or transvenous 

pacing or transvenous pacemaker [8]. 

While, in general the temporary or permanent 

pacemakers are indicated for patients with the following 

[9-11]: 

 

1. Sinus node dysfunction. 

A. Persistent daytime sinus bradycardia. 

B. Symptomatic brady arrhythmias. 

C. Persistent sinus arrest ≥ 3 seconds. 

D. Chronotropic incompetence, an inability of the heart to 

increase its rate in response to increased demand. 

E. Syncopal attacks of unexplained origin or syncopal of 

cardiac origin are found during an electrophysiological 

study. 

2. AV Block 

A. Third-degree heart block or complete AV block (i.e., 

complete dissociation between the P wave and the QRS 

complex). 

B. Type II second-degree AV block (symptomatic 

bradycardia ≤ 40/min., heart failure, longer a systole ≥ 3 

seconds, wide QRS complex and intra or infra-nodal).  

C. Type I second-degree AV block (Wenckebach) for 

symptomatic patients and for asymptomatic patients with 

an infra- or intra-nodal block found at the time of the 

electrophysiological study [12, 13]. 

D. First-degree AV block for symptomatic patient. 

The patient was doing well on pace maker as well as all the 

symptoms (light-headedness, dizziness) were disappeared 

completely. 

 

CONCLUSION 

  The decision to implant a pacemaker in a patient 

with abnormal AV conduction depends on the presence of 

symptoms which are related to bradycardia or ventricular 

arrhythmias (e.g. Syncope or pre-syncope) and their 

prognostic implications [14-15].
 

  It has been recognized that patients with type II 

second-degree AV block may develop a complete AV 

block or Stokes-Adams arrest. Type II second-degree AV 

block should be treated with a permanent pacemaker even 

in an asymptomatic patient, particularly if it is associated 

with fascicular block [16]. 
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