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Case presentation

A 53-year-old woman patient presented with multiple 
episodes of syncope occurring at rest, associated with 
chest pain. These episodes had been recurring approx-
imately every two days for the previous month. Her 
medical history was unremarkable, apart from active 
smoking, and the physical examination was normal. 
The resting ECG was normal. During a 24-hour Holter 
recording the patient experienced malaise preceded by 
chest pain (see fig. 1). 
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Question

What is the most likely aetiology of the atrioventricu-
lar block?

Commentary

The Holter recording showed complete atrioventricular 
(AV) block with AV dissociation and a junctional es-
cape rhythm at 37 bpm (fig. 1). The conduction disorder 
was accompanied by ST-segment elevation, which was 
absent during an asymptomatic period (fig. 2). This 
finding, along with the concomitant chest pain occur-
ring at rest in a smoker, strongly suggests variant 
(Prinzmetal) angina as trigger for the conduction dis-
order, most probably secondary to spasm of the right 
coronary artery which supplies the AV node in about 
90% of patients. A coronary angiogram was performed 
and revealed the presence of non-significant plaques 
on the right, anterior descending and circumflex coro-
nary arteries. Cold-pressor and hyperventilation tests 
were performed during the coronary angiogram and 
did not show evidence of spasm. Nifedipine 30 mg/d 
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Figure 1
Holter recording showing complete atrioventricular block corresponding to the clinical episode of chest pain and malaise.
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was prescribed, and the patient remained asymptom-
atic during a 3-month follow-up despite continuing 
smoking (albeit at reduced levels).

Prinzmetal (otherwise known as variant) angina 
was first described in 1959 [1]. This syndrome may be 
associated with myocardial infarction and life-threat-
ening cardiac arrhythmias, including ventricular 
tachycardia/fibrillation (which we previously reported 
in this journal [2]) and complete atrioventricular block 
[3, 4]. Pharmacological treatment (calcium channel 
blocking agents and long-acting nitrates) and cessation 
of smoking may be effective in preventing or at least  
reducing coronary spasm recurrence. Stenting of the 
coronary arteries is usually not necessary, as clinical 
response to drug therapy and smoking cessation is usu-
ally favourable. Furthermore, coronary spasm may be 
multivessel or migratory, suggesting that the exact site 
of the spasm must be clearly identified before stent im-
plantation, usually with provocative tests [3, 5]. Never-
theless, there have been case reports of a favourable  
effect of stenting in patients with drug-refractory vari-
ant angina [6, 7].

In our patient a pacemaker was not implanted in 
view of the reversible cause of AV block and favourable 
response to medical therapy.

Figure 2
Holter recording during an asymptomatic period.




