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A 64-year-old man underwent catheter ablation
for atrial fibrillation (AF) a month ago, which
involved isolation of pulmonary veins with wide area
circumferential ablation and posterior left atrial wall
with roof and inferior line at 30-35 watts radiofrequency
energy delivery. He presented initially with fever and
palpitation, but subsequently collapsed with ventricular
tachycardia and transient lateral ST elevation on
electrocardiogram, and developed dysphasia with right
arm weakness. Transthoracic echocardiogram showed
severe biventricular systolic impairment. Coronary
angiography was unremarkable. CT chest showed
outpouching of the posterior wall of the left atrium
(Figure 1A) with gas locules (Figure 1B) adjacent to
the esophagus, in keeping with an atrio-esophageal
fistula. His electrocardiogram findings and neurological
symptoms are likely due to air embolism.

He was admitted to intensive care and intravenous
tazocin and vancomycin were initiated. Gastroscopy
confirmed a 10 mm fistula in the middle third of the
esophagus (Figure 1C). A 30 x 135 mm covered stent
was placed as a temporary measure. Unfortunately, he
developed progressive multi-organ failure, and cardiac
surgery was felt to be at prohibitive risk. He passed
away a week after presentation.

Atrio-esophageal fistula (AEF) is a rare but often
fatal complication of percutaneous AF ablation [1].
Use of general anesthesia, ablation time, temperature
and power settings, and ablation over the posterior
wall are hypothesized as potential contributors to
the development of AEF [2]. Symptoms include chest
pain, sepsis, gastrointestinal bleeding and neurological
symptoms, with the latter two being reported as
multivariable predictors of mortality [3].

Contrast esophagram or CT chest are useful for
diagnosis. A systematic review of 87 patients found high
mortality rates of 96% with medical management, 100%
with esophageal stent and 33% with surgical closure
[3]. The time from procedure to clinical presentation
of AEF is highly varied, thus clinical suspicion of AEF
should persist for at least the first 2 months post-AF
ablation in the context of relevant signs and symptoms.
Awareness of the variable clinical presentations of AEF
post-AF ablation is paramount for all clinicians. This case
illustrates the importance of recognizing the cluster of
symptoms post-AF ablation to enable early diagnosis
and surgical intervention [4].
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Figure 1: A) CT showing left atrial posterior outpouching (white arrow) on axial view, the thickened posterior wall of the left
atrium suggests; B) CT showing left atrial posterior outpouching (white arrow) and adjacent gas locules (black arrow) next to
the esophagus on axial view; C) Atrio-esophageal fistula on gastroscopy.
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