Reminder of important clinical lesson

Department of Cardiology,
Gaziantep University,
Gaziantep, Turkey

Correspondence to
Dr Suleyman Ercan,
sleymanercan@yahoo.com

To cite: Ercan S, Kaplan M,
Aykent K, et al. BMJ Case
Rep Published online:
[please include Day Month

008753

Year] doi:10.1136/bcr-2013-

CASE REPORT

Sudden death after normal coronary angiography

and possible causes

Suleyman Ercan, Mehmet Kaplan, Kazim Aykent, Vedat Davutoglu

SUMMARY

Coronary angiography remains as the gold standard for
the diagnosis of coronary artery disease. Serious
complication due to coronary angiography is very rare
and generally it is considered safe in experienced hands.
Here, we would like to present two cases without severe
stenosis in the coronary arteries suffering from cardiac
arrest soon after the procedures, and draw attention to
this lethal complication and review the possible causes
of sudden death occurring after coronary angiography.

BACKGROUND

Coronary artery disease remains as the foremost
cause of death in the world. Coronary angiography
is regarded as the gold standard for the diagnosis
of coronary artery disease. Serious complication
due to coronary angiography is very rare and gen-
erally it is considered safe in experienced hands.
Here, we would like to present two cases without
severe stenosis in the coronary arteries suffering
from cardiac arrest soon after the procedures. We
want to draw attention to this lethal complication
and review the possible causes of sudden death
occurring after coronary angiography.

CASE PRESENTATION

Case report 1

A 31-year-old woman was brought to the emer-
gency room with a sudden deterioration of the
general condition. Electrocardiography was in sinus
rhythm and inferolateral derivations revealed ST
segment elevation (figure 1). Soon after transfer to
the coronary intensive care unit cardiac arrest was
observed and cardiopulmonary resuscitation was
performed; however, despite all efforts the patient
was considered exitus. From her history collected
from her relatives we learnt that 20 h before admis-
sion to our emergency room the patient underwent
a coronary angiography elsewhere. Her coronary

angiography revealed normal vessels and she had
been discharged from the hospital (figure 2). Her
history was unremarkable in terms of coronary risk
factors.

Case report 2

A 60-year-old woman was referred to our coronary
angiography department with symptom of atypical
chest pain and positive exercise treadmill test.
Except for the history of well-controlled hyperten-
sion and mild obesity (body mass index: 28 kg/m?2)
other atherosclerosis risk factors were not present.
Her angiography revealed non-critical plaque
without severe stenosis (figure 3). Soon after
removing the sand bag 4 h later from angiography
the patient suffered from sudden dyspnoea. Her
echocardiography revealed a right ventricle enlarge-
ment. During transfer of the patient for an urgent
pulmonary angiography for possible diagnosis of
her pulmonary embolism complications developed
and the patient failed to respond to all resuscitative
efforts and died.

DISCUSSION

Here we would like to draw the reader’s attention
to the two deadly complications of coronary angi-
ography: (1) a silent coronary dissection or aortic
dissection due to catheter manipulation has pos-
sibly occurred in case 1; (2) a prolonged sand bag
pressure on femoral artery access site may cause
deep vein thrombus to migrate and result in pul-
monary embolism after the sand bag is removed.

It has been reported that death after coronary
angiography is rare (0.02%)." Left main coronary
artery lesion, advanced age, multivessel disease,
heart failure, aortic stenosis and renal failure are
reported as the risk factors causing sudden death
after coronary angiography.” *

After diagnostic coronary angiography aorta-
coronary dissection, which is observed more

Figure 1
elevation.

Electrocardiography of first patient shows sinus rhythm and inferolateral derivations revealed ST segment
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Figure 2 Coronary angiography of first patient revealed normal vessels. (A) Left coronary artery and (B) right coronary artery.

frequently in the right coronary artery, might result in a fatal
outcome, thus diagnosis and urgent treatment is life saving. Left
main coronary artery lesion dissections related death rate is
reported as 3%, and also require suspicion and urgent treat-
ment. The risk of sudden death is higher in patients with heart
failure and low ejection fraction.”

Cerebrovascular disease is also rarely reported after coronary
angiography and risk factors for its complication are as follows:
catheter microtrauma and microembolisation due to cholesterol
embolies, long time of the process and aggressive anticoagula-
tion particularly in percutaneous coronary interventions. The
risk of stroke is reported as 0.44%.% Pulmonary embolism is
seen to be rarely associated with a high death rate (50%) in the
first 24 h after coronary angiography.’

During or after the procedure, removal of the arterial canula
may cause vagal reaction, severe bradycardia and hypotension.
Close haemodynamic follow-up is vital.

Taken together, the two presented cases underscore the
importance of the following learning points: first, after coronary
angiography any development of chest pain should be seriously
considered for possible development of aortic or coronary dis-
section even in the condition of completely normal vessels.
Second, a prolonged sand bag compression on the femoral site
should be avoided as much as possible. Especially in elderly and

Figure 3 Coronary angiography of second patient revealed
non-critical plaques (A) left coronary artery (B) right coronary artery.

obese patients sand bag compression on the femoral site and
immobilisation should be kept for shortest duration.

In summary, although rarely seen, coronary angiography
holds the risk of sudden death. Unnecessary procedure should
be avoided as much as possible.

Learning points

» Coronary angiography might lead to coronary or aortic
dissection even in the condition of entirely normal coronary
vessels.

» Chest pain after normal coronary angiography should alarm
the physician about the possible vessels dissection. Thus the
dissection of both aorta and coronary vessels can be ruled
out.

» Prolonged sand bag compression on femoral artery should
be avoided especially in elderly and obese patients in terms
of potential for pulmonary embolism.

» After prolonged sand bag compression, occurrence of
dyspnoea should warrant the physician about pulmonary
embolism complication.
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