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CT with air in the left atrium (A, arrowhead); a fis-
tula to the inferior vein (B, arrow).

CENTRAL MESSAGE

Atrioesophageal fistulas are rare
complications from ablation for

atrial fibrillation and present with
neurologic symptoms rather
than hematemesis.

See Commentaries on pages 169 and 170.
Video clip is available online.

A 59-year-old male patient with a history of atrial fibrilla-
tion who had undergone an atrial ablation procedure
1 month before presented with fever, altered mental status,
and right hemiparesis concerning for stroke. Blood cultures
grew alpha-hemolytic streptococcus. A computed tomogra-
phy (CT) scan of the head was negative for embolic or hem-
orrhagic stroke; however, CTof the chest revealed air in the
left atrium (Figure 1, A, arrowhead) and a fistulous connec-
tion between the left atrium and esophagus (Figure 1, B,
arrow) suggestive of atrioesophageal fistula (AEF). He
was taken emergently to the operating room for repair.
The imaging suggested the fistula location at the base of
the right inferior pulmonary vein, leading to the decision
to approach via right thoracotomy. Before positioning, 5
French sheaths were placed in the right femoral vein and
artery in the event cardiopulmonary bypass was required.
After standard posterolateral thoracotomy, a fifth interspace
intercostal muscle was harvested for interposition. As sug-
gested by the imaging, the fistula was encountered at the
right inferior pulmonary vein. Before the fistula was sharply
divided, the patient was placed head down, and pressure
with a sponge stick was used to prevent further hemorrhage
and air entrainment. With a pledgeted prolene suture (Ethi-
con, Somerville, NJ), a single vertical mattress stitch was
used to close the fistula. The esophagus was then debrided
to healthy tissue, and the muscularis opened to define the
extent of mucosal injury. A 2-layer closure using vicryl
(Ethicon) on the mucosa and silk on the muscle was
completed, and the intercostal muscle secured between
the esophagus and atrium. Distal enteral access was estab-
lished at the completion of the operation. The patient’s post-
operative course was uncomplicated, and he demonstrated
gradual neurologic recovery. He was discharged to a neuro-
rehabilitation facility on long-term intravenous antibiotics.
At the time of follow-up, the patient demonstrated no neuro-
logic sequelae and was tolerating a regular diet. The patient
has consented to publication of his case and images.
AEF is a rare complication of ablation for atrial fibrilla-

tion, with an incidence of 0.1% to 0.25%,1 but carries mor-
tality reported as high as 80%.2 AEF typically develops
within 2 months from the procedure, and presentation
is varied—whereas hematemesis or hemoptysis may be
the presenting symptom, the most common presenting signs
are strokes, seizures, and/or meningitis secondary to bacter-
emia and air embolism.3 Diagnosis can be challenging.
Transthoracic echocardiography is usually nondiagnostic,
and transesophageal echocardiography and endoscopy
should be avoided, as they may aggravate the injury and/or
induce air embolism.4 CT is noninvasive and may reveal
the fistulous tract or intra-atrial air. Sternotomy, thoracot-
omy, and ligation of the cervical esophagus are approaches
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FIGURE 1. Computed tomography with air in the left atrium (A, arrowhead); a fistula to the inferior vein (B, arrow).
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that have been reported to facilitate either extracardiac,
intracardiac, or spontaneous repair (in the case of esopha-
geal ligation).4 Median sternotomy allows arresting and
deairing the heart, reducing the risk of air embolus, however,
it requires cardiopulmonary bypass. In a patient with acute
VIDEO 1. Dr Felmly explains the importance of having high index of sus-

picion and making an appropriate diagnosis in atrioesophageal fistula, as

well as discussing management. Video available at: https://www.jtcvs.

org/article/S2666-2507(20)30709-4/fulltext.
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neurologic symptoms from acute embolic stroke, this risks
catastrophic hemorrhagic conversion. This approach may
be justified in situations with no intracranial findings on
CT; however, consultation with neurology is advisable.
Transthoracic approaches to AEF have classically been
described from a left thoracotomy5; however, in this case,
CT imaging revealed the fistula adjacent to the right inferior
pulmonary vein, facilitating repair by influencing us to
change our approach (Video 1).
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