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Cannabis smoking and sildenafil citrate 
induced acute coronary syndrome in a 
patient with myocardial bridge

Miyokart köprüsü olan bir hastada esrar içilmesi ve 
sildenafil sitrat ile indüklenen akut koroner sendrom

Introduction

Cannabis is a common substance of drug abuse among young 
adults because of its euphoric and addictive effects (1, 2). The patho-
physiological effects of cannabis smoking and its relation to adverse 

cardiovascular events have been previously reported (1, 2). Sildenafil 
citrate is widely used as a primary pharmacological treatment of erec-
tile dysfunction in men with and without underlying cardiovascular 
disease (3). However, the relative contribution of cannabis smoking 
when combined with sildenafil citrate in pathogenesis of acute coro-
nary syndrome (ACS) is not well known. 

We present here a case of cannabis smoking and sildenafil citrate 
induced ACS in a patient with myocardial bridge. 

Case Report

A 42-year-old man presented to the emergency department with 
severe ongoing chest pain radiating to both arms followed by nausea and 
excessive sweating. The pain had started shortly after he had smoked 
two cannabis cigarettes with taking 50 mg sildenafil citrate and had 
engaged in sexual activity. Patient’s history was normal except for smok-
ing. Upon his visit to the emergency, the patient’s blood pressure was 
110/60 mmHg, with a rapid pulse of 130 beats/min. Initial electrocardio-
gram (ECG) showed sinus tachycardia and ST segment elevation in leads 
V1-V3 (Fig. 1A). Because the findings were thought to favor the ACS, the 
patient immediately underwent a coronary angiography. The left coronary 
angiogram revealed a myocardial bridging causing 100% systolic com-
pression of mid-segment of left anterior descending artery with return to 
a normal caliber during diastole (Fig. 2) and right coronary angiogram 
showed hypoplastic coronary artery. Initial laboratory study revealed 
mildly elevated creatine kinase MB fraction with 7.1 ng/mL (normal range 
<5 ng/mL). The patient was started on aspirin, diltiazem, nitrate and lipid 
lowering agent and discharged home 4 days with disappearance of chest 
pain and ST elevation on ECG (Fig. 1B) after his cardiac catheterization. 
He remained asymptomatic and will be followed up regularly to deter-
mine whether abstinence from cannabis will prevent him from experienc-
ing any future episodes of ACS.

Discussion

Cannabis derived from the plant Cannabis sativa is a common drug 
of abuse among young adults because of its euphoric and addictive 

Figure 1. Initial electrocardiogram (ECG) showed sinus tachycardia 
and ST segment elevation in leads V1-V3 (A). There is no evidence of 
ST segment elevation on follow-up ECG (B)

Figure 2. The left coronary angiogram revealed a myocardial bridging 
causing 100% systolic compression of mid-segment of left anterior 
descending artery with return to a normal caliber during diastole

Olgu Sunumları
Case Reports

Anadolu Kardiyol Derg 
2013; 13: 178-86180

A

systole diastole

B

http://dx.doi.org/10.1016/B978-1-4377-0398-6.00054-8
http://dx.doi.org/10.1016/j.jacc.2011.08.007
http://dx.doi.org/10.1016/S0140-6736%2808%2960833-8
http://dx.doi.org/10.1056/NEJMoa0706416
http://dx.doi.org/10.3109/17482941.2011.628027
http://dx.doi.org/10.1016/S0735-6757%2803%2900104-9
http://dx.doi.org/10.1016/j.mehy.2011.09.009


effects (1, 2). The effects of cannabis are primarily mediated by the 
activation of cannabinoid receptors, which are present in brain, heart, 
blood vessels, spleen and immune system (1,2). Cannabis increases 
sympathetic activity while decreasing parasympathetic activity, pro-
ducing tachycardia and increased myocardial contractility (4-6). 
Additionally, smoked cannabis is associated with an increase in car-
boxyhemoglobin, resulting in decreased oxygen-carrying capacity (4-6). 
Therefore, cannabis associated ACS may result from increased oxygen 
demand not met by a myocardial supply of oxygen (4-6). These adverse 
hemodynamic changes due to cannabis smoking may lead to plaque 
rupture in vulnerable individuals culminating in the ACS and sudden 
death (4-6). The ACS has also been reported in the presence of normal 
coronary arteries suggesting coronary vasospasm (4-6). Sildenafil 
citrate alone can cause mean peak reductions in systolic/diastolic 
blood pressure that are not dose related, whereas the heart rate is 
unchanged (3). Therefore, these adverse hemodynamic changes, par-
ticularly in association with aggravating factors such as decreased 
blood pressure due to sildenafil citrate may explain the occurrence of 
symptoms and myocardial ischemia in myocardial bridge. 

Conclusion

Our case may suggest that coronary spasm in association with decreased 
blood pressure due to sildenafil citrate and myocardial bridge was the cause 
of the ACS in the absence of predisposing causes for thrombosis. 
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A case of radial arteriovenous fistula 
during coronary angiography

Koroner anjiyografi esnasında oluşan radiyal 
arteriyovenöz fistül

Introduction

An arteriovenous fistula (AVF) is a complication after transradial 
approach and only three cases have been reported (1-3). All these 
cases were treated surgically. 

We report a case of radial AVF, which developed during transradial 
coronary angiography and closed spontaneously during 2 months of 
follow- up period. 

Case Report

A 62-year-old woman was referred to our hospital due to acute 
coronary syndrome for coronary angiography. Right radial approach 
was the route for coronary angiography. After the completion of the left 
coronary system angiography, we were unable to selectively engage the 
right coronary system with the 5F right Judkins catheter. At the first 
hand, we were satisfied with the unselective right coronary views. 
However, the patient`s clinical condition changed our opinion and we 
intended to use the 5F right Amplatz catheter. We introduced the 0035 
guidewire again and tried to advance the wire. However, the patient 
became severely painful. An angiogram of the sheath revealed an AVF 
between the right radial artery and the adjacent vein opening up to the 
cephalic vein (Fig. 1, 2. Video 1, 2. See corresponding video/movie 
images at www.anakarder.com). The procedure was discontinued. 
After the consultation with the vascular surgeon and radiology consul-
tant, it was agreed upon that the patient should be followed up with a 
vascular ultrasound. One week after the procedure, the right upper 
vascular ultrasound scan also revealed the AVF between the proximal 
right radial artery and the adjacent vein opening up to the cephalic vein. 
The peak systolic and diastolic flow rate in the fistula tract was mea-
sured as 53 cm/sec and 17 cm/sec, respectively (Fig. 3). Two months 
later the vascular ultrasound showed no sign of the fistula (Fig. 4).

Figure 1. Normal anatomy of the forearm arteries before angiography
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