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Introduction 

The spasm in coronary arteries may cause a wide 

spectrum of cardiac cases from temporary chest pain 

to acute ST elevation myocardial infarction 

(STEMI)1. Despite vasospasm is usually resolved 

with nitrate and nitrate derivatives, sometimes 

cardiologists may encounter some refractory cases2,3. 

If the vessels with vasospasm feed the sinoatrial or 

atrioventricular nodes, brady-arhythmic complications 

may develop in the patient4. In this case, we have 

submitted a patient with complete heart block due to 

generalized vasospasm. 

Case: the 61 years old female patient had applied to 

emergency department with retrosternal chest pain. 

Hypertension and smoking history were present in her 

history. In the CAG of the patient applied one month 

before, the presence non-critical lesions were reported. 

In her physical examination, there were no finding 

except the pulse of 35 pulse/minute. In the ECG taken; 

ST segment elevation and complete heart block were 

present at D2, D3, AVF derivations (figure 1). The 

patient was diagnosed as acute inferior myocardial 

infarction and complete heart block and she was 

hospitalized at coronary intensive care unit (CICU). 

Due to the non-critical obstructions in the previous 

CAG, vasospasm was considered and nitrate infusion 

at a dose of 5 microgram/kilogram/minute was started. 

In the assessment of echocardiography, inferior wall 

was observed as hypokinetic and ejection fraction was 

measured as 55%. The patient, whose general status 

was impaired, was taken to the CAG unit.  

 

 

 

In the CAG result, it was found that there was a left 

anterior descending artery (LAD) and circumflex 

artery (CX) was completely obstructed from osteal 

(figure 2) and there were plaques in the right coronary 

artery (RCA) (figure 3). Nitrate dosage was increased 

to 10 mcg/kg/minute then the completely occluded 

regions in LAD and CX had opened (figure 4). She 

was taken to the CICU and in her ECG taken, it was 

observed the ST segment elevation had disappeared 

and it was at the sinus rhythm (figure 5). The patient, 

who was monitored at CICU for one day and at 

cardiology service for 2 days, was discharged with 

nitrate, diltiazem, acetylsalicylic acid and 

atorvastatine. Drug treatment was continued at her 

outpatient polyclinic follow-ups. 

Discussion 

In the ECG of our patient, despite the ST elevation in 

inferior derivations and a complete heart block, we 

considered vasospasm due to the non-critical 

obstructions in the previous CAG one month ago and 

thus, we did not apply CAG instantly. Firstly, we had 

waited to have vasospasm dissolve via nitrate infusion 

at CICU. In the literature; it is specified that a female 

patient had a recurrent completely heart block due to 

coronary vasospasm and thus a permanent pacemaker 

was placed. In another patient, as a result of 

spontaneously developed generalized vasospasm; the 

development of complete heart block, cardiogenic 

shock, ventricular fibrillation and ischemic stroke was 

mentioned.  

 

Abstract 

Objective: Sixtyone years old female patient had applied to emergency department with chest pain. Her ECG 

taken was compliant with acute inferior myocardial infarction and complete heart block. In her coronary 

angiography (CAG), there was generalized vasospasm from osteal in left anterior descending coronary artery 

(LAD) and circumflex artery (CX). 10 mcg/kg/mn nitrate was infused in the coronary and vasospasm is 

disappeared. After CAG, her ECG was normal and she discharged with medical treatment recommendations 
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In a series of three cases; DDD-R permanent 

pacemaker with an intracardiac defibrillator (ICD) 

was placed to the patients at whom high-grade heart 

block and cardiac arrest occurred due to vasospasm7. 

Again in another case, a permanent pacemaker was 

placed due to bradyarrhythmia caused by vasospasm8. 

In our patient, the nitrate dosage given at CICU was 

not quite efficient. We have taken out patient to CAG 

unit due to the impairment in her general status. As a 

result of intra-coronary nitrate infusion, vasospasm 

was dissolved..     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The patient was discharged with medical 

recommendations. Contrary to most of the patients in 

the literature, there was no need for a permanent 

pacemaker in her outpatient follow-ups  

Conclusion 

In coronary vessels, general vasospasm can cause 

acute inferior myocardial infarction and complete 

heart block. In these patients, vasodilatory therapy 

may be tried before invasive treatment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 1: Complete heart block and acute inferior myocardial infarction in 12 lead surface ECG 

 
Figure 2: Generalize vasospasm in LAD and CX 

 
Figure 3: Non-critical plaque in RCA 

    
Figure 4:  Resolving vasospasm after 10 mcg/kg/minute nitrate infusion 
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Figure 5: Resolution ST elevation and sinus rhythm in 12 lead surface ECG 


