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Abstract Objective: To investigate the relationship between the complete right bundle branch block (CRBBB)
patterns and long-term mortality of heart failure (AHF) in Chinese patients. Method: We enrolled 346 patients who
had been hospitalized for AHF in cardiovascular department of the First Affiliated Hospital of Nanjing Medical U-
niversity, from March 2012 to February 2015. The Primary endpoint was all-cause mortality during 18-months fol-
low up. Result; D Thirty-nine participants (11.3%) dropped out, 73 patients (23.8%) dead at the end of this
study. @Among the 307 patients, CRBBB was present in 35 patients (11.4%), including 18 patients in the death
group and 17 patients in the survivor group, which was statistically significant ( P<(0. 01). @ Kaplan-Meier analy-
sis revealed that patients with CRBBB were at higher risk of death when compared with patients without CRBBB
(P<<0.01). @The calculation shows that the specificity of CRBBB for predicting the prognosis of patients with
AHF was up to 92. 7% (95% CI 88.6~95.7),and the sensitivity was 24.7% (95% CI 15.3~36.1). @In COX
stepwise regression analysis (forward) , after multivariable adjustment, CRBBB was associated with over two-fold
increase in mortality[ hazard ratio (HR)=3. 912,95% CI 2. 208~6. 933]. Conclusion;: CRBBB seems to be a prom-
ising predictor of long-term mortality in AHF with Chinese patients.
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Table 1 General data BICY%)  ats
WiH HEAF-2H (234 61D FET-41 (73 i)

iy 60. 404 16. 70 65.40+14. 20"
B 160(68. 4) 44(60. 3)
ERLLE 90(38.5) 27(37.0)
W 45 1 /mmHg” 128.90423. 40 117.30417. 10V
&3k & /mmHg 80.10+15. 40 72.70410. 40"
SO E /(KR minT D) 87.20421. 20 84. 40423. 00
14/ (mmol « L™ 1) 3.94+0. 47 4, 00+0. 60
144/ (mmol « L) 140.40=+3. 90 138. 304, 70"
145 /(mmol « L™ 1) 2.244+0. 14 2.23+0.17
MaEH/ (g L7 13.35+2.12 12. 7542, 15V
2140 M 53 A T8 14.2(13.3~15.2) 15.6(14. 0~16. 1V
MEAEA/ (gd 3.80£0. 47 3.5640.57"
IR AR/ (umol « L) 485.904161. 90 555.90+210. 10"
MR E &/ (mmol « L") 7.1(5.7~9.2) 9.3(6.6~12.5)"
T LEF/ (pmol « L1 87.0(73.3~108.5) 98.5(76.9~136. 7V
BEREERE(U - L) 28. 8(22. 0~40. 8) 37.6(23.9~67.9)"
NT-proBNP/(ng « L) 1.948.5(1 202.5~4 346.3) 3809.0(2 124.5~7 862.0)"
e = Wi E % 38.5(30. 9~55. 3) 40. 2(30. 1~57.0)
PASP=50 mmHg 57(24.4) 28(38. 4)"
QRS B} FR /ms 124. 3032, 60 134. 202 36. 20"
QTc 464. 20439. 80 468. 00458. 60
7o o 3 A% S BH 80(34.2) 22(30. 1)
CRBBB 17(7.3) 18(24. P
IRBBB 6(2.6) 1(1. 4
12PN i 215(91.9) 65(89)
ACEI/ARB 202(86.3) 52(71.2)"
-5 A BHL ¥ 771 194(82.9) 51(71.2)"
= IR 123(52.6) 34(46.6)
TS 55(23.5) 20(27. 4)
B IR A& 114. 7 7(9.6)
i 7 B ) 89(38.0) 24(32.9)
Jili 355 JR e 48(20.5) 24(32.9)"
NYHA .0 31 fg 5 2%

1l 42(17.9) 5(6.8)

| 129(55. 1) 39(53.4)

v 63(27.0) 29(39. 8)

1 mmHg=0. 133 kPa; PASP . fili s ik Uit 45 1 ; ACEL: ifil 3 55 5K 354 el 41041 77 s ARB. 145 53k 2 [ Z AR5 biw . 54

.Y P<0.05,
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Table 2 Cox stepwise regression analyses

3

Ty B Fr iR HR 95%CI P
AE 1 0.031 0.010 1.031 1.012~1.051 0. 001
Wi & —0.022 0.007 0.978 0.965~0.992 0.002
Qi —0.073 0.034 0. 930 0.870~0. 993 0.03
I 8 —0.078 0.026 0.925 0.878~0.974 0.003
CRBBB 1.364 0.292 3.912 2.208~6.933 <<0. 001
PASP=50 mmHg 0.497 0. 259 1. 644 0.990~2. 730 0. 054
B & A4 BH Hit 541 0. 806 0.417 2.238 0. 988~5.070 0.053
RDW 0.918 0.530 2.505 0.886~7. 085 0.083
itig O LA R 95 1) R HRE 2 — X R AT 6 A )2 K

AHF F e 2 B st 5 s i IR P 35022 . 2 o A B4 T B AT A I R R
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(23.8%), 5 K4 JF CRBBB 1y AHF &ML, &
JF CRBBB B9 AHF SET- KBS B K, I A8 & 5 &
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HLEN KA, D Bk B T i —
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kI B A R, LS O B R 4 R RIS A 0 N R
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B PASPY Y IR WA BF 58 B R . AHF B 3%
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DEHIIC A AR 2. X4 JF CRBBB B9 AHF
i = WS R B e N 1 B = 7 NI 1 2
1 BT R A O AL R R AR L
WU AR AR [ 2500 1

DA (0 5% 3% B A2 o 32 A% 5 B i 5% ) S8 1Y
e PRI 07 A R S IR BB AR AR
S AL SR I R W A 22 AR kB
e S A S X T AHF 3% 1 18 4~ A 3BT K
B TCGE T2 B S, X 5 4 BF T 4 — s
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B JC BH B AH G (P>>0. 05) , A fig & K o IRBBB %t
T E R U 52 w8/, 53 8 307 B B AL 7
il 45 JF IRBBB, #FEA 2t /b 0] G847 — € IR A% T 3L .

HAl . B 27 ZT0F g8 172 30E 920 I 75 17 4 1
¥R 9T (cardiac resynchronization therapy, CRT) A]
DA /0 55 00 77 3 3 KR DG 1 A B2 258 S0 S8 3, 4 i %
TALE WS Yy he s & A B etk AR LT
BEL A (1 (8 B B IR Y &R . AT, H R
SR IIEYE SCRE CRT X F 0 J1 2l & 91 A 4l X
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THERBHEEBTTSF T O D EBS A
CRBBB W # B 1R & 1 97 8. A0 ] DLA Il IR
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