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An 88-year-old man was admitted to the Cardiolo-
gy Ward from the Emergency Department due to atrial 
tachycardia with complete atrioventricular block and 
a  junctional escape rhythm of 35 beats per minute on 
the electrocardiogram. On admission, he was in a  sta-
ble condition with no significant findings on physical 
examination. The patient complained mostly of severe 
dizziness without loss of consciousness for a  few days 
preceding the hospitalization. After the admission the 
patient suffered from a recurrent ventricular fibrillation 
that was successfully defibrillated. Due to electrical in-
stability a temporary pacing lead was placed in the right 
ventricle and the patient was scheduled for emergency 
pacemaker implantation. Since the anticipated ventric-
ular pacing percentage was high, an attempt was made 
to position the lead in the left bundle branch area us-
ing a C315 HIS sheath with a Select Secure 3830 lead 
(Medtronic). After achieving the desired position on the 
interventricular mid-septum and an initial lead screw-
in, a  contrast medium was administered through the 
sheath, revealing a fistula draining into the coronary ve-
nous system (Figure 1 A). The lead was then repositioned 
posteriorly and superiorly on the septum, achieving left 
ventricle septal pacing (which, due to the patient’s ad-
vanced age and initial complications, was considered an 
acceptable position) without further complications (Fig-
ure 1 B). A  follow-up echocardiographic study after the 
procedure ruled out any pericardial effusion, and further 
hospitalization was uneventful.

Coronary venous fistula is an extremely rare compli-
cation during a left bundle branch area pacing procedure. 

Only a few similar cases without adverse outcomes have 
been described [1–3]. In a  large, multicenter, observa-
tional study involving 2533 patients, Jastrzębski et al. de-
scribed 7 similar complications (0.28%) [4]. Moreover, in 
the reviewed literature the approach to dealing with such 
findings was heterogeneous – only some of the opera-
tors chose to reposition the lead, while others accepted 
the electrode position, seemingly without negative con-
sequences. In the present case, although there were no 
clinically significant symptoms related to the fistula, the 
decision was made to reposition the lead, which resulted 
in ventricular pacing with a narrow QRS morphology and 
no connections with the coronary venous system. This 
case highlights the importance of routine use of a con-
trast medium during physiological pacing procedures 
in order to rule out any arteriovenous connections after 
electrode placement. More studies are needed to eval-
uate the significance of coronary venous fistula during 
conduction system pacing procedures. Until more data 
are available, repositioning the lead might be a reason-
able option. 

Funding
No external funding.

Ethical approval
Not applicable.

Conflict of interest
The authors declare no conflict of interest.

mailto:Piotr.denysiuk@gmail.com
https://paperpile.com/c/yfFh5S/HD0R
https://paperpile.com/c/yfFh5S/klMp
https://paperpile.com/c/yfFh5S/klMp
https://paperpile.com/c/yfFh5S/klMp


Piotr Denysiuk et al. Coronary venous fistula during left bundle branch pacing attempt

514 Advances in Interventional Cardiology 2024; 20, 4 (78)

References

1. Batul SA, Mahajan A, Subzposh FA, et al. Coronary venous vi-
sualization during deep septal lead placement: an unexpected 
finding. JACC Case Rep 2022; 4: 101622.

2. Strazzanti M, Mugnai G, Marinaccio L, et al. Left bundle branch 
area pacing: how to prevent a  coronary venous fistula. J Ar-
rhythm 2023; 39: 491-3.

3. O’Neill L, Gillis K, Wielandts JY, et al. Septal coronary vein in-
fringement during LBBAP. J Interv Card Electrophysiol 2023; 66: 
507.

4. Jastrzębski M, Kiełbasa G, Cano O, et al. Left bundle branch area 
pacing outcomes: the multicentre European MELOS study. Eur 
Heart J 2022; 43: 4161-73.

Figure 1. A – Initial ventricular lead position on the interventricular septum revealing a fistula draining through 
the anterior interventricular vein (AIVV) into the greater cardiac vein (GCV) and coronary sinus (CS), 30° left 
anterior oblique (LAO) view. B – Final ventricular lead position on the interventricular septum, 30° LAO view 
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