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SUMMARY: Aydogan U, Dindar A, Ayhan Yi, Tanman B, Ertugrul T, Omeroglu R, Cantez
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_ Gapa, istanbul, Turkey). Transcatheter embolization of a residual congenital coronary
arteriovenous fistula with a detachable balloon, superiority of interventional cardlology?
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A ten-year-old girl who presented with a continuous murmur was dlagnosed with a
right coronary to right ventricular fistula with colored Doppler echocardiography and
selective arterlography. She underwent traditional treatment-ligation of the fistula by
sternotomy. Afterwards, the systolic component of the murmur persisted and repeat
arteriography showed a residual shunt through the fistula, with no change In the
diameter of the right coronary artery. We describe the first case in which a residual
fistula was treated with a detachable balloon embolization. Key words: interventional
card/ology. arteriovenous fistula, fistula, coronary fistula.

- Congenital arterlovenous flstulas are uncommon coronary arterial anomalies that
usually cause no symptoms in young patients but are associated with symptoms
and complications in older patients’-2. Early elective ligation is therefore indicated
because of the high incidence of late symptoms and complications. We report
a case in whom a residual fistula between the right coronary artery and the right
ventricle was completely occluded with a detachable balloon after an unsuccessful
surgical ligation procedure.

Case Report

A ten-year-old girl was initially referred at eight years of age for evaluation of
a cardiac murmur. The murmur was continuous and was best heard at the lower
left sternal border. Otherwise she was symptom-free, active and thriving. The
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multichannel fistula can be occluded with one balloon since it assumes an
elongated shape as it expands. An improperly placed balloon, unlike all other
forms of embolization, can be repositioned; test occlusions can be performed
before the final release. In fistulous vascular connections and malformations with
large vessels and high flow, the risk of distal embolism is avoided. Another
advantage of using Haps Emballoon is that it has almost no tail, unlike other
detachable balloons, so the predisposition for thrombosis formation in the feeding
coronary artery itself can be avoided.

There are also disadvantages to the detachable balloon technique, including the
need for a large guiding catheter, the risk of early deflation of the balloon and
inadvertent embolization to other sites. Detachable balloons can be inflated with
either silicone or contrast medium. When a balloon is inflated with silicone,
permanent occlusion results once polymerization has occurred, and this process
is irreversible. Inflating the balloon with contrast medium is safer and reversible,
but there is always a possibility of early deflation, as was seen by direct
radioscopy of our case. Contrast medium must not be used in the coronary fistulas
draining into the left side of the heart. Finally, since this is the first reported case
of successful embolization of a residual coronary fistula after unsuccessful surgical
intervention, this form of therapy must still be regarded as experimental until
more cases are collected before saying that it is superior to surgical ligation.
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