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AbcTpakT

HephopaunuTe Ha XPaHONPOROAA MOraT Aa ObJaT CHOHTAHHM WiH ATporenHn. Te ce
XaPAKTEPU3HPAT C BHCOKA 3a00JI€BAEMOCT M CMBPTHOCT. KOHBEHIIMOHAITHOTO NEYCHHE HA
nepdopauus Ha XPaHOIPOBOAa e xupypruyso. [Ipy HaBpeMEHHOTO HM IHAFHOCTHIMpPaHE,
OPEANIOUNTaH METO/ 34 ICYEHUE € SHNOCKOIICKHAT, HOpaii MAHUHMHBA3HBHHUA OCTHII,
HAMANIEHATA YeCTOTa Ha MOCTHPOLIGOYPHH YCICKHEHM H CKbCEeHUs: OONMHIYEH IIPECTOMH.
[IpencraBsaMe B KIMHHYEH CIy4ail HA MbX Ha 81 TOAHHM, KOHTO NOCTHIM B HALIETO
neuebHO 3aBeleHHE, B CISACTBHE HA BIIOIIABaHe Ha OOIIOTO CHCTOSHKUE CJIEH NPOBEACHA
IAMATHOCTHYHA raCTPOCKOMHs npeny 6 IHyM B Apyro neyebHo 3apenenne. Ot nposeaeHuTe
oOpasHu U3CHEABAHNA Ce YCTAHOBH Iep(opalius B AWACTATHATA YACT Ha XPAHOIPOBOXA,
H3THYAHE Ha KOHTPACTHA MaTepus B JFICHATA ILICBpa/IHA KYXHHA K By CTpaHeH
emnenm.IIposene ce TopakoLeHTe3a C eBaKyaliid U ApeHaK Ha rHoesuaHara matepus. Ilo
BpEME Ha OTICPATHBHATA HHTEPBEHUMS CE M3BBPINH FACTPOCKOIHS, IPH KOSTO C& YCTaHOBH
nepopaius B JUCTAIHATA HACT Ha xpaunonpooza. JedexrsT ce 3aTBopH ¢ OVEsco- KIMNC .
Cren MHTEPBEHIUATA Ce TIPOBe/ie KOHTPONHA PSHTTeHOrpadis C IEPOPaIeH KOHTPACT, TIPH
KOSTO C€ YCTAHOBHM M3THYaHe Ha KOHTPACTHATA MaTepus U3BBH JIyMeHa Ha XPaHOIPOBO/A.
TlocnenBa MOBTOPHA CHAOCKOHCKA HHTEPBEHIMSA ¢ OCTABANE Ha HAIIBJIHO IIOKPHTA
caMopasnIMpABalla ce MeTaJHa IIPoTesa.

Ot nposenenusT 00pa3eH KOHTPOJ CeIMHLIA ClIeH IPOLEeAypaTa He C& YCTAHOBH M3THYAHE HA
KOHTPACTHA MaTepust U3BbH JIyMeHa Ha XpaHOIPOBOHAA U CE OTYETE PEAyKLMA Ha
nneBpaiuuTe H3nueH. IanueHTsT Oelie 3axpakes U AexXoCIuTaIu3upad B nonodpeno o6mo
CBCTOAHHL,

Oxon0 Mece1] 1o~ KECHO HAMEHTET Qellle IOBTOPHO XOCIHATAIH3HPAH 33 EHOCKONCKA
eKCTPAKLKA Ha METAIIHATA [POTE3A.
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AdcTpakT

Karersprara abnaums ¢ HEMETHKAMEHTO3€H METO/ Ha JICYSHHE B CIyYanTe Ha
TIAPOKCH3MANHO MIPENCHPAHO MBKASHE NPH CUMHTOMHH NAIHEHTH, IPH KOHTO
AHTHAPUTMHMYHATA Tepanvs € HeehekTusHa. IlyOnamMkyBaHaTa ABIATOCPOUHA ePEKTHRHOCT OT
npouenypara nocrura Han 80% cnopen pasnuvHHTE aBTOPH, Y CIOXKHEHHS OT IIpoLexypara
ce cpewar npu okono 3% or nanuenturre. Cpea TIX MO-4eCTH Ca NePHKapIHATA TAMIOHAAA H
TpoMGOEMBOIIN3EM, KATO H3KIHOUHTENHO PIAKO, HO (atanHo yeaokaenue e oOpasysane Ha
arproesopareannara pucryia. Yecrorara Ha TO3H BUT yenoxkHeHue e okono 0.11%.
IIpencrassive KNMHUYEH CIy4ali Ha XKeHa Ha 62 TOAHIIHE Bb3PacT, KOSTO MOCTHIIH B HALIETO
nedeOHO 3aBefleHHe 3a NPOBEXIAHe Ha KaTeThPHa adNauust Ho MOBOA YECTH eNH30AH Ha
CHMNTOMATHYHO IIPERCHPAHO MbxAeHe. [Ipouieayparta e nposeAeHa YCIEIIHO M IalHeHTKaTa
€ IeXOoCIUTalH3KpaHa B moxodpero obmo cecroanue, Ha 21-pua feH e MHTEPBEHIEATA
NalueHTKara choOlIaRa 3a BIIOIIAaBaHe HA O0IOTO H CHCTOAHME, [10ABA Ha 3ayX, hedpunurer,
HnOBpPBINAHE M Fpbaya Gonka. TIosukan e exur Ha 6Lp3a MOMOIN, NPH KOETO NALHEHTKATa
3ary0OBa ch3HaHHe ¥ OHBa TPAHCIIOPTHPAHA [0 CHELIHO OTAENSHHE B HAINETO aeuedHo
3asenenne.Cliel KOHCYATALIES C HEBPOJIOT € TIPOBeeHa KoMIIoTHEpHA ToMorpadus (CT) nHa
TJIABa, IPHU KOSTO C€ YCTAHOBHM MAaCHBHA BB3AyIIHa €MOONIs ¢ ACHO PAa3rPaHHYHMH Fa30BH
KOJIeKuu B nepebpaare aprepun. Enexrpokapruorpamara 1 1abopaTopHuTe H3CISABAHI
ycraHoBuxa EKI - npomenn xapaxtepHy 32 HHPApKT HA MHOKAp/a, B KOMOHHALMS ChC
3aBHIIeHH cToiiocTH Ha TponioHuH. Ilposene ce CT Ha rpbaeH KO, IPH KOATO CE YCTAHOBH
HaJIMYHE Ha ra30Ba KOJEKIMA Ha BbpXa Ha JIABa KaMepa ,eKCTpaBas3alya Ha KOHTPacTHa
MaTepus B nepuesodarealHuTe ThKaHH H HHTpakaBUTapHa TPOMOO3a 3a7I0BEHA 3a 3371HaTa
CTEHa Ha JITBOTO IIPEACHPpANe B OIM30CT 4O AaHTPyMa Ha jisBaTta foina OexonpobHa BeHa.
Crex KOHCYNTAIHA C TACTPOSHTEPOJIOT Ce NIPOBee TACTPOCKONMS, IIPH KOATO Ce YCTAHOBU
apnboKa yaepaTUBHA Je3Hs 10 MpeiHaTa e30(harealiHa CTeHa, CHOTBETCTRAMIA Ha
aTpuoezodareanta hucryna Ilanmenriara ce HACOYK 32 KOHCYJITALNS C I'PBAEH XHPYPT 33
ITOCIIEABALIO ONEPATHBHO JIEUeHHE.
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Introduction
Catheter ablation with radiofrequency (RF) energy or cryoe-
nergy is a well-established therapeutic method for symptom-
atic atrial fibrillation (AF), especially in its paroxysmal
form."” The number of ablations of AF worldwide is
growing rapidly, with more than 50,000 ablations
performed in the United States on a yearly basis.” The proced-
ure is associated with a number of potential complications,
occurring in 4.5% of cases.” Atrioesophageal fistula (AEF)
is a very rare but devastating complication of catheter ablation
of AF. The reported incidence of this complication reaches up
to 0.11% among patients ablated for AF.” Owing to the very
low total number of cases, exact preventive measures have not
been systematically studied. Among the most important pre-
ventive measures applied in routine practice are esophageal
temperature monitoring, limiting the power of delivered en-
ergy at the posterior left atrium (LA), and treatment with
proton-pump inhibitors following catheter ablation.”

We describe a case of a patient developing an AEF result-
ing in massive multifocal air embolism following a routine
pulmonary vein isolation (PVI) for paroxysmal AF.

Case report

A 62-year-old man was referred to our center for catheter abla-
tion because of very frequent, symptomatic episodes of AF. He
had previously undergone cavotricuspid isthmus ablation for
typical atrial flutter. Following chest computed tomography
(CT) for evaluation of LA anatomy, the patient underwent RF
PVIL The procedure was carried out under general anesthesia.
Following double transseptal puncture, a circular mapping cath-
eter (Reflexion Spiral, Abbott, Minneapolis, MN) and a 4 mm
irrigated-tip catheter (Flexability, Abbott, Minneapolis, MN)
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were introduced into the LA. A 3-dimensional anatomical
map of the LA was created with the EnSite Velocity system
(Abbott, Minneapolis, MN). Power delivered to the LA was
20 watts on the posterior wall and 30 watts at all other locations.
Flow rate was setto 17 mL/min. Lesion duration was not limited
and catheter dragging was applied constantly during RF power
delivery, not allowing it to remain at one spot for more than 20
seconds. Esophageal temperature monitoring was not used.
Wide-area circumferential ablation of left and right pulmonary
venous antra was carried out, resulting in entrance and exit
block to all 4 pulmonary veins. The procedure was carried
out uneventfully. Total RF ablation time was 1962 seconds.
Procedure time was 162 minutes. The patient was discharged
on the following day and was prescribed propafenone,
proton-pump inhibitor, and non-vitamin K antagonist oral anti-
coagulant as per protocol at our center.

In the evening hours of day 21 following the procedure, the
patient complained of sudden onset of malaise, dyspnea, and
fever up to 38.9°C (102.02°F). He also reported vomiting,
severe chest pain of sudden onset, and left arm numbness.
Thirty minutes following initial symptom onset, the patient
lost consciousness. An emergency unit was called in and
the patient was taken to the hospital. At the emergency
room he presented in deep coma (Glasgow coma scale, 3
points). The patient was intubated and laryngoscopy during
intubation revealed severe edema of the oropharynx. Electro-
cardiogram at presentation demonstrated ST-segment cleva-
tion in leads T and aVL. Troponin was found to be elevated
and ST-elevation myocardial infarction (STEMI) was diag-
nosed. No primary percutaneous coronary intervention strat-
egy was undertaken because of the very poor condition of the
patient. Owing to fever and neurological signs, a concomitant
neuroinfection was suspected but was excluded following the
results of lumbar puncture. As a part of the regular work-up of
comatose conditions, a noncontrast head CT scan was per-
formed shortly after presentation to the emergency room. It
showed massive air embolism to the brain with clearly visible
gas collections in the cerebral arteries (Figure 1). The patient
was later admitted to the intensive care unit with an unclear
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