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Flexible fiberoptic sigmoidoscopy has gained
wide acceptance among family physicians for
colorectal cancer screening and as a diagnostic
tool in patients with symptoms referable to th‘e
lower gastrointestinal tract. The procedurf: is
generally regarded as safe, and serious complica-
tions are rare.! Reported here is an unusual case
of a 36-year-old man, with no history of cardiac
disease, who developed atrial fibrillation during
flexible sigmoidoscopy.

Case Report
A 36-year-old man came to the office for a gen-

eral history and physical examination. He stated
that twice during the previous month he had

passed small amounts of bright red blood from his .

rectum following bowel movements. His concern
was heightened by his family history, as both his
maternal and paternal grandfathers had suffered
from colon cancer. His medical history was nega-
tive for rheumatic fever, coronary artery disease,
thyroid disease, diabetes, hypertension, or other
chronic disorders. Between the ages of 18 and 20
years, he had three orthopedic procedures to re-
move or debride damaged cartilage in his right
knee; to his knowledge there were no periopera-
tive arrhythmias. He denied smoking al.ld use of
illicit drugs. He stated he drank four to six cups of
coffee per day and two alcoholic beverages a week.
His physical examination was notable on.ly for
mild, truncal obesity. Findings on auscultation of
the heart and lungs were normal. He had no ex-
ternal hemorrhoids, no abnormal palpable mass, a
smooth prostate, and no gross or occult blood on
rectal examination.
Laboratory studies reported a mildly elevgtgd
fasting glucose (150 mg/dL), mild hyperlipi-
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demia (total cholesterol 241 mg/dL, triglycerides
248 mg/dL, high-density lipoproteins 34 mg/dL),
a hemoglobin of 15.9 g/dL, and a normal thyroid-
stimulating hormone of 0.84 wU/mL (normal
0.38 to 7.10 wU/mL). Electrolytes, blood urea
nitrogen, and creatinine were all within normal
limits.

A flexible sigmoidoscopic examination was per-
formed in the endoscopy suite of a cominunity
hospital. The patient’s temperature, pulse rate,
and blood pressure were obtained approximately
5 minutes before the procedure; he was afebrile,
his pulse 72 beats per minute and regular, and his
blood pressure 110/60 mmHg. According to hos-
pital protocol, his cardiac rhythm was continu-
ously monitored. The flexible sigmoidoscope was
advanced to an insertion length of 50 cm where it
could not be advanced further because of lower
abdominal discomfort. The patient experienced
no symptoms of chest discomfort, palpitations, or
dyspnea during the procedure, and the abdominal
discomfort resolved as the sigmoidoscope was
withdrawn below 50 cm.

Immediately upon completion of the sigmoid-
oscopy, the cardiac monitor showed an irregular,
moderately rapid, narrow complex tachycardia. A
12-lead electrocardiogram (ECG) was obtained,
which confirmed atrial fibrillation with a moder-
ately rapid ventricular response. No ST or T wave
abnormalities were apparent. The patient re-

mained asymptomatic, and his automated blood
pressure reading was 128/95 mmHg.

The patient was transferred from the endoscopy
suite to a recovery area where cardiac monitoring
continued. Vagal maneuvers were unsuccessful in
decreasing the ventricular rate. Approximately 45
minutes after the sigmoidoscopy was completed,
however, the patient spontaneously converted
to normal sinus rhythm. A 12-lead ECG was re-
peated and findings were normal. He maintained

normal sinus rhythm during a period of observa-
tion and was discharged.

Ten days later, the patient performed an exer-
cise stress test. He completed 10 minutes of the
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Bruce protocol. The test was stopped due to
fatigue. No ischemic ECG changes were found,
blood pressure response was normal, and there
were no arrhythmias. An echocardiogram showed
normal chamber size, left ventricular ejection
fraction, and valvular function.

Discussion

Cardiac arrhythmias and ST segment and T wave
changes have long been recognized as a potential
consequence of sigmoidoscopy,” colonoscopy,’
and upper gastrointestinal endoscopy.* The vast
majority of ECG disturbances are benign and
transient. Gupta, et al.” reported new electrocar-
diographic changes in 21 of 92 patients during
upper and lower gastrointestinal endoscopy.
These changes included unifocal ventricular
ectopy, frequent premature atrial ectopy, and
ischemic ST segment and T wave changes; all
were transient, and patients remained asympto-
matic. Wilcox, et al.® studied 25 patients with
coronary artery discase and found arrhythmias
and ischemic ECG changes to be no more fre-
quent during gastrointestinal endoscopy than
during a corresponding, base-line period.

Nonetheless, serious cardiac events during
gastrointestinal endoscopy have been reported.
Davison, et al.” reported a case of ventricular
fibrillation during colonoscopy in a 73-year-old
woman who had stable angina pectoris. In 1957
Palmer and Wirts® reviewed 300,000 cases of
upper endoscopic procedures and found four
cases of myocardial infarctions.

The case reported here involved induction of a
potentially serious arrhythimia, atrial fibrillation,
in a 36-year-old man who had no history of cardiac
disease. Although mildly overweight and glucose
intolerant, he lacked evidence of hypertension,
hyperthyroidism, anemia, and valvular heart dis-
ease, conditions that can predispose an individual
to atrial fibrillation. Echocardiography sub-
sequently demonstrated no structural abnormal-
ity, and an exercise stress test failed to induce any
ischemic ECG changes or arrhythmias.

The awrial fibrillation was detected by continuous
cardiac monitoring, using a standard hospital proto-
col. Had the flexible sigioidoscopy been performed
in an office setting without such monitoring, how-
ever, the episode might have gone undetected, be-
cause the patient remained asymptomatic during
the 45 minutes he remained in atrial fibrillation.

Because this patient spontancously converted
to normal sinus rhythm and suffered no adverse
consequences of the time spent in atrial fibrilla-
tion, it is arguable whether continuous cardiac
monitoring was of any benefit in this instance.
Routine cardiac monitoring of healthy patients
during screening flexible sigmoidoscopy is not
justifiable, either on the basis of this case report or
other medical literature. Patients with cardiovas-
cular or pulmonary problems, however, might not
tolerate even a brief episode of atrial fibrillation
and might not spontaneously convert to normal
sinus rhythm after atrial fibrillation ensues. In
addition, several studies have found a higher inci-
dence of arrhythmias induced by lower gastro-
intestinal endoscopy in those patients with pre-
existing cardiac and pulmonary disorders.?-’
Endoscopists might reasonably choose to per-
form flexible sigmoidoscopy in high-risk patients
in a setting that includes continuous cardiac mon-
itoring, as well as readily available equipment and
drugs for advanced cardiac life support.
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