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a single verification and two therapeutic ones with 

achieving the average temperature of 57–60°С, and, 

based on the results of MR-thermometry, the mean 

duration of sonication was 13 seconds. The duration  

of treatment was 120 minutes. 

Follow-up and outcomes

Right after the treatment, significant clinical 

improvement was achieved: the total number of points 

of the CRST scale after surgery has decreased by 

48%, of the hemi-CRST score — by 80% (see Table 1;  

Fig. 3). Data from MRI-scanning: the destruction 

focus is sufficient (Fig. 4). A decision was drawn up on 

terminating the procedures. 

No intraoperative adverse events or adverse events 

at the early post-surgery period were registered.  

No gait or balance abnormalities were found.

Prognosis

Our follow-up had a short-term duration. Sadly, 

but we did not manage to arrange the dynamic clinical 

follow-up, for the patient was living at the remote town 

Table 2 

The diagnostic criteria of FXTAS (D.A. Hall et al., 2014 [28])

Signs Major Minor

Radiological 
Lesion Foci* in the middle cerebellar peduncle. 
Lesion foci* in the splenium of corpus callosum

Lesion foci* within the white matter 
of the brain.
Generalized atrophy medium/severe 

Clinical 
Action tremor.
Cerebellar gait ataxia 

Parkinsonism.
Decreased short-term memory 
medium/severe.
Impaired regulatory functions.
Peripheral neuropathy

Histopathological

Pathognomonic for FXTAS eosinophilic and 
ubiquitin-positive intranuclear inclusions in the 
neurons and in the astrocytes of the central 
nervous system

-

FXTAS diagnosis criteria**

Credible Probable Possible

1 major clinical + 1 major 
radiological 
or histopathological sign

2 major clinical
or
1 major radiological + 1 minor clinical sign 

1 major clinical + 1 minor radiological 
sign 

Note. * — hypointensive in Т1-weighted and hyperintensive in Т2-weighted MRI-scans; ** — obligatory presence  
of >45 CGG repeats in the FMR1 gene.

Fig. 3. Spirals drawing test before (а — right hand) and in 24 hours (b) after the exposure of focused ultrasound under the 
magnetic resonance imaging guidance (MRgFUS). 

a b
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BACKGROUND
Atrial fibrillations are the most widespread and 

stable form of supraventricular tachyarrhythmia, 

characterized by chaotic electric activity in the atriums 

and by the absence of their effective contractions [1]. 

The incidence of atrial fibrillations in general population 

is 2–4%, and, according to the prognoses, by the year 

2050, the number of patients with this rhythm disorder 

can double [1]. Atrial fibrillations are associated with 

worsening of the quality of life, resulting from the 

increased risk of developing stroke, cardiac failure 

and cognitive disorders, also representing a significant 

burden for the healthcare system [2].

Catheter ablation, in particular, the radiofrequency 

one, has become a routine procedure in the treatment 

of atrial fibrillations in recent years. According to the 

updated recommendations from the European Society 

of Cardiology (ESC, 2024), radiofrequency catheter 

ablation is considered the first line therapy for patients 

with symptomatic paroxysmal atrial fibrillations even 

without the preliminary prescription of antiarrhythmic 

drugs (class I, level of evidence — A) [3]. The efficiency 

of the procedure, confirmed during the large-scale 

international randomized research (EARLY-AF, 

STOP-AF First, Cryo-FIRST), as well as in the 

population of patients with cardiac failure (research 

works — CASTLE-AF, CABANA-HF), is manifesting as 

a significant decrease in the rate of atrial fibrillations 

recurrences, as the improvement in the quality of life 

among the patients and also as a decrease in the risk of 

cardio-vascular mortality and of hospitalizations [4, 5]. 

However, despite the high efficiency and the relative 

safety of the method, radiofrequency catheter ablation 

may be accompanied by various complications [6]. One 

of the rarest and the most dangerous complications 

is the development of the atrioesophageal fistula  — 

the pathological communication path between 

the lumen of the esophagus and the cavity of 
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Abstract

BACKGROUND: Atrioesophageal fistula is a rare complication following radiofrequency catheter ablation 

for atrial fibrillation and is associated with high mortality. Clinical manifestations of atrioesophageal 

fistula are nonspecific and may include fever, neurological symptoms, and sepsis, which complicates 

timely diagnosis. A literature search was conducted in international databases PubMed, Google Scholar 

and eLibrary for the last five years (2019–2024) using the keywords “atrioesophageal fistula” and 

“complications of radiofrequency catheter ablation.” Thirty articles were selected for review. CLINICAL 

CASE DESCRIPTION: The aim of this publication is to present a rare case of atrioesophageal fistula 

development after radiofrequency catheter ablation in a 53-year-old female patient. The features of the 

clinical course, diagnostic challenges, as well as possible approaches to early recognition, prevention, and 

treatment of this complication were analyzed. CONCLUSION: Even when diagnosed early, atrioesophageal 

fistula carries an exceedingly poor prognosis. This underscores the critical need for sustained clinical 

vigilance, improved prevention strategies, and the establishment of standardized management guidelines 

for suspected cases of this lethal complication. 
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the left atrium, occurring generally in 2–6 weeks 

after the procedure [6]. The incidence of cases 

of atrioesophageal fistula after radiofrequency 

catheter ablation varies from 0.04% to 0,25%,  

while the mortality reaches 63–100% [7, 8].

The clinical case of developing the atrioesophageal 

fistula after the radiofrequency catheter ablation 

procedure performed due to the presence of atrial 

fibrillations and complicated subsequently by stroke, 

sepsis and lethal outcome, presented in this article, 

draws the attention to the necessity of early detection 

of this rare complication, as well as to discussing the 

possible approaches for its prevention and treatment.

CLINICAL CASE Description 

Patient info

Female patient Kh., aged 53 years, transported 

by an ambulance crew to the Emergency In-patient 

Department with the provisional diagnosis of acute 

cerebrovascular event (the patient was found by her 

daughter at her home in the unresponsive state: not 

capable of answering the questions, not reacting to 

Предсердно-пищеводный свищ как редкое и опасное 
осложнение радиочастотной абляции при фибрилляции 
предсердий: клинический случай и обзор 
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Аннотация

Обоснование. Предсердно-пищеводный свищ — жизнеугрожающее редкое осложнение пос

ле радиочастотной катетерной абляции по поводу фибрилляции предсердий, характеризу‑

емое крайне высокой летальностью. Клиническая картина предсердно-пищеводного свища 

неспецифична и часто включает лихорадку, неврологический дефицит и симптомы сепсиса, 

что обусловливает трудности своевременной диагностики. На основе собственного наблю‑

дения и данных литературы проведён комплексный анализ патогенеза, особенностей кли‑

нического течения, диагностики с акцентом на визуализацию, а также современных страте‑

гий лечения и профилактики этого грозного осложнения. Описание клинического случая. 

Представлено описание клинического случая предсердно-пищеводного свища у пациентки 

в возрасте 53 лет, развившегося после радиочастотной катетерной абляции, при этом осо‑

бое внимание уделяется роли методов лучевой диагностики. Проиллюстрированы ключе‑

вые изменения, выявленные с помощью компьютерной и магнитно-резонансной томогра‑

фии, такие как визуализация свищевого хода и церебральная воздушная эмболия, что сыг‑

рало решающую роль в верификации диагноза. Заключение. Даже при раннем распозна‑

вании предсердно-пищеводного свища у пациента сохраняется неблагоприятный прогноз, 

что требует постоянной настороженности врачей, совершенствования профилактических 

мер и разработки стандартов ведения пациентов с подозрением на это жизнеугрожающее  

осложнение. 
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the external irritants). On admission, according to the 

data from the general examination, the overall status 

was considered severe; level of consciousness — deep 

coma; the palpebral fissures are even; the pupillary 

photo-response is decreased; weakness in the lower 

half of the mimic muscles on the left side; tetraplegia; 

the muscle tone is decreased; the tendon reflexes  

in the limbs are decreased; the objective evaluation 

using the scale for neurological disorders when 

suspecting the presence of stroke (National Institutes 

of Health Stroke Scale, NIHSS) was 42 points (severe 

stroke, critical neurological deficit); signs of dysphagia; 

the heart rate was 98  bpm; the blood pressure 

with a background of vasopressor support was  

110/70 mm.Hg.; breathing — via the artificial pulmonary 

ventilation equipment. 

Case history. It is known that during the last two years 

the patient has twice undergone the radiofrequency 

catheter ablation of the cavotricuspid isthmus due 

to atrial flutter and the isolation of the orifices of the 

pulmonary veins and of the posterior wall of the left 

atrium due to having atrial fibrillations. It is also known 

that, due to the detected pericardial-esophageal 

fistula, on day 18 after the second catheter ablation 

procedure, the female patient spent 15 days receiving 

in-patient treatment with draining of the pericardium, 

with endoscopic draining of the esophagus, with 

endoscopic treatment of esophagus wound with 

negative pressure (negative pressure wound treatment, 

NPWT), with antibacterial therapy and, after the 

stabilization of her status, she was discharged for 

home stay in generally satisfactory status. Besides 

the rhythm disorders, the female patient was suffering 

from arterial hypertension, obesity (body mass index 

34.9 kg/m2) and gastric ulcers (in the remission phase).

Laboratory and instrumental diagnosis 
On the hospitalization day (in 2 days after the 

previous discharge from the In-patient Department), 

for the purpose of ruling out the acute cerebrovascular 

event, computed tomography (CT) and CT-perfusion 

of the brain were done along with the CT-angiography 

of brachiocephalic arteries, all showing no detectable 

pathological changes (Fig. 1).

In 2 hours, according to the data from the magnetic 

resonance imaging (MRI) of the brain, in the frontal, 

the parietal and the occipital lobes of the brain, in 

the thalamus on the left side and in both cerebellar 

hemispheres, the findings included the variously sized 

foci of true diffusion restriction, which corresponded to 

the developing ischemic acute cerebrovascular event 

of the cardioembolic type in circulatory regions of the 

right and the left middle cerebral arteries, of the left 

posterior cerebral arteries, as well as in the arteries of 

vertebrobasilar circulation system (Fig. 2).

Conservative and supporting therapy were arranged, 

with a background of which, the status of the patient 

remained extremely severe. 

Due to the laboratory findings showing the 

progressing inflammation, on day 6 after hospitalization, 

the CT of the esophagus with oral contrasting via the 

nasogastral tube was carried out: the findings were the 

spreading of the contrasting agent from the lumen of 

the middle third of the esophagus into the left atrium 

cavity, which was judged as signs of atrioesophageal 

fistula, other findings in the fistulous tract and in the 

Fig. 1. Computed tomography image of the brain in the axial plane (a–j): pathological changes not detected (10 points of 
the scale of early ischemic changes for stroke, ASPECTS).

a b c d e

f g h i j
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left atrial cavity included the presence of gas bubbles 

(Fig. 3). Simultaneously, due to the aggravation of 

the neurological status, the brain CT was performed 

for the purpose of evaluating the dynamic changes: 

within the brain matter, multiple foci of decreased 

density (approximately 18  HU) were visualized; the 

left transverse sinus and the brain vessels had foci 

with a density of approximately -978  HU, which 

were judged as the manifestations of cerebral  

aeroembolism (Fig. 4).

Diagnosis

Based on the conducted examinations, the main 

diagnosis set was the following: “Multiple infarctions 

of the brain within the circulatory systems of the 

right and the left middle cerebral arteries, of the 

left posterior cerebral artery, of the arteries in the 

vertebrobasilar system (embolic subtype). Tetraplegia. 

Dysphagia”. The concomitant diagnosis, according 

to the data from previous discharge documents, 

was the following: “Esophageal-pericardial fistula. 

Fig. 2. Magnetic resonance tomogram of the brain in the axial plane with using the DWI mode (diffusion weighted imaging) 
b1000 (b, d, f, h) with corresponding measurable diffusion coefficient maps (a, c, e, g): in the frontal, the parietal and 
the occipital lobes in the brain, in the thalamus on the left side, in both cerebellar hemispheres, the foci of true diffusion 
restriction were visualized, being the signs of ischemia foci.

a

e

b

f

c

g

d

h

Fig. 3. Computed tomography image of the esophagus with oral contrasting in the axial plane in the pulmonary (a) and 
the bone (b) windows: the findings include air bubbles in the cavity of the left atrium (red arrow) and the spreading of the 
contrasting agent along the fistulous tract between the lumen of the middle third of the esophagus and the cavity of the 
left atrium (white arrow).

a b
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Fibrinous pericarditis. Draining of the pericardium”. 

The background diagnosis was the following: 

“Hypertensive disease stage III, risk of cardio-vascular 

complications — 4. Heart rhythm disorder: persistent 

form of atrial fibrillations. S/p double radiofrequency 

catheter ablation”. 

Therapy 
The status of the patient remained severe, 

respiratory support was applied (artificial pulmonary 

ventilation), as well as the antibacterial therapy and  

the replacement renal therapy. 

Dynamic changes and outcomes
Despite the conducted therapy, the patient had 

progressing signs of sepsis, of the multisystem organ 

failure, with unstable circulatory parameters, which led 

to the lethal outcome. 

Timelines 
The timings of the developing disease, the key 

events and the prognosis are provided in Fig. 5.

Discussion
Pathophysiologically, the atrioesophageal fistula 

after radiofrequency catheter ablation develops 

as a result of thermal or ischemic damage of the 

esophageal wall adjacent to the posterior wall of 

the left atrium [9]. The anatomic proximity of the 

esophagus to the left pulmonary veins and to the 

posterior wall of the atrium, especially in patients with 

the increased left atrium and with the thinned layer of 

fatty tissue, increases the damage risk [9]. Additional 

factors can be the gastroesophageal reflux disease, 

the high ablation power (>30  Watt), the temperature 

increase of >40°C in the esophagus, as well as the 

long-term energy exposure during the radiofrequency 

catheter ablation [10, 11].

The clinical manifestations of atrioesophageal 

fistula are non-specific and include fever, chest pain 

and neurological symptoms, also including the 

strokes caused by the air or bacterial embolisms, 

which complicates the early diagnostics [12]. In our 

case, the female patient, during the initial detection 

of the atrioesophageal fistula, had complaints of 

Fig.  4. Computed tomography image of the brain in the axial plane (a–d): the hemispheres of the brain contain the 
visualized foci of decreased density (white arrows) and foci of air density in the area of the left transverse sinus, in the 
cortical vessels of the brain (red arrows).

a b c d

Fig. 5. Female patient H., 53 years: timelines of disease development, the key events and prognosis. RFA — radiofrequency 
ablation; AFl — atrial flutter; AF — atrial fibrillations; AEF — atrioesophageal fistula; MRI — magnetic resonance imaging; 
CT — computed tomography; CTA — CT-angiography; BCA — brachiocephalic arteries.

0 after 1 year after 18 days after 15 days after 2 days after 2 hours after 5 days
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dyspepsia and fever up to 38.5°C. During her last 

hospitalization, she already had the acute neurological 

symptoms expressed as the impaired consciousness 

and tetraplegia. 

For the diagnostics of this complication, various 

radio-diagnostic methods can be used, however, 

currently there is no standard protocol for the 

visualization of the atrioesophageal fistula [13]. 

According to the literature review by H.C. Han et al. [8],  

which analyzed the data from 112 patients with 

atrioesophageal fistula after the radiofrequency 

catheter ablation, in 97 cases, chest CT was done, 

in 74  — CT with contrast enhancement. Based on 

these results, 98% of the cases were showing the 

pathological changes, namely the following: free gas 

in the mediastinum, pericardially or in the left ventricle 

(53%); the presence of the esophageal-atrial fistulous 

tract (10%); signs of mediastinitis (1%) and esophageal 

perforation (5%); changes in the left atrium, in particular, 

thrombus, diverticle or changes of the wall thickness 

(7%). At the same time, in 7 patients, the primary  

CT-scanning of the chest cavity organs did not reveal 

any abnormalities and only the repeated examination 

was able to reveal the pathological changes.

Besides the CT with intravenous contrasting, some 

authors prefer the oral contrasting method, in which 

the detection of the contrasting agent in the esophagus 

and in the surrounding posterior mediastinum is the 

main diagnostic criterion of atrioesophageal fistula. 

The authors have also found other important data, 

which can be related to the atrioesophageal fistula:  

the narrowing and the unevenness of the pulmonary 

vein, the thickening of the posterior wall of the left 

atrium, the fatty induration of the posterior mediastinum 

and the pneumomediastinum [14, 15].

The research work by A.  Abdelradi et al. [16] 

recommends the CT-scanning of the chest cavity organs 

with oral and intravenous contrasting, if there are no 

contraindications and if the patient status allows doing 

so, but there are certain specific features of arranging the 

oral contrasting in cases of the patient with orogastric 

or nasogastric tubes, as they (tubes) may bypass the 

area of the suspected defect in the middle third of the 

esophagus. In such cases, before the conduction of oral 

contrasting, the tube should be lifted proximally to the 

suggested defect area. For more precise visualization 

of the end of the lifted tube, the possible procedures 

are the radiography of the chest cavity organs or the 

non-contrast CT. It is also important that the oral 

contrast is introduced directly before scanning due to 

the short esophageal transit time [16]. 

CT-signs of atrioesophageal fistula can be divided 

into the main and the indirect ones. The main signs 

include the extravasation of the contrasting agent from 

the esophagus into the atrium when conducting the 

examinations with oral or tube-mediated contrasting, 

as well as the extravasation of the contrasting agent 

from the atrium to the esophagus upon the intravenous 

administration. The indirect signs include the presence 

of air in the left atrium or in the pericardium, as well 

as the paraesophageal abscesses, the thickening of 

the esophageal wall, the thickening of the posterior 

wall of the left atrium, the infiltration of the posterior 

mediastinal fatty tissue, the pericardial effusion, the 

pneumomediastinum, the cerebral air embolism and 

the changes in the pulmonary veins expressed as 

thinning, ulceration or thickening of their walls. In our 

case, the patient had the detected signs of an acute 

cerebrovascular event on admission according to 

the data from MRI, though the previous brain CT and 

CT-perfusion did not detect any abnormalities. Upon 

the non-contrasted CT-scanning of the chest cavity 

organs, there were congestive signs found in both 

lungs along with signs of pulmonary hypertension 

and cardiomegaly. On the 5th day, the brain CT was 

already showing signs of an ischemic type subacute 

cerebrovascular event in the circulatory areas of the 

middle cerebral arteries and of the left posterior cerebral 

artery. On day 6, the dynamic brain CT was showing 

signs of aeroembolism, while the CT of the esophagus 

with oral contrasting was showing the spreading of the 

contrasting agent along the fistulous tract between the 

lumen of the middle third of esophagus and the cavity 

of the left atrium, as well as the presence of free gas in 

the left atrial cavity. 

MRI is used more rarely due to the limited 

accessibility and due to the motion sensitivity, however, 

it can be useful in separate cases, especially when 

there are contraindications for conducting the CT (for 

example, in case of patients allergic to the contrasting 

agent)  [8]. MRI can detect signs of inflammation,  

swelling and abscesses in the paracardial and 

paraesophageal tissues, however, the visualization of 

the fistula itself is difficult [8].

Brain CT can be useful in cases of atrioesophageal 

fistula, especially in cases of neurological deficit: thus, 

40–50% of the patients, according to the data from 

brain CT, most commonly had the diffuse air embolism 

and multiple foci of ischemia in various circulatory 

zones in the brain [8, 17–22]. In our case, the initial 

MRI has revealed signs of acute cerebrovascular 

event of the ischemic type, while the CT was showing 
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signs of cerebral embolism as a consequence of air 

from the esophagus entering the systemic circulatory 

system. The location of aeroembolism in a specific 

area has a major importance for the purpose of 

defining the etiology, for the intravenous gas is most 

frequently observed in the cavernous sinuses, in the 

lower petrosal sinuses or in the extracranial veins. The 

gas in the cerebral arteries indicates the presence of 

arterial-venous fistulas or the dextralateral shunt [23]. 

In our case, the air was detected in the left transverse 

sinus and in the distal areas of the brain vessels.

The transthoracic echocardiography and 

the transesophageal echocardiography are not 

recommended as the first line methods when 

suspecting the presence of atrioesophageal fistula [8], 

besides, transesophageal echocardiography may lead 

to the clinical worsening due to pumping air during 

the procedure, with this, in rare cases, using these 

methods, one can detect the indirect signs of the 

atrioesophageal fistula, such as the hydropericardium, 

the pneumopericardium and the air in the left atrium. In 

our clinical case, the transthoracic echocardiography 

has revealed the insignificant hydropericardium.

In the presented clinical case, the diagnosis of 

atrioesophageal fistula was set intravitally based on 

the data from CT with oral contrasting, which allowed 

for timely initiating the combined treatment, including 

the draining of the pericardium, the endoscopic 

draining of the esophagus and the installation of the  

NPWT-systems. However, despite the conducted 

therapy, the patient has developed an ischemic stroke, 

sepsis and multi-organ system failure, which has 

ultimately led to the lethal outcome.

The treatment of the atrioesophageal fistula remains 

a difficult task. Conservative therapy and stenting of the 

esophagus are associated with extremely high mortality 

(up to 100%), while the surgical intervention allows for 

decreasing the mortality down to 33–41% [24, 25]. In 

separate cases, temporary stenting of the esophagus 

is possible with further surgical correction, especially in 

patients that are not ready for immediate surgery [24]. 

In the presented case, due to the positive changes in 

the process with a background of conservative therapy 

during the primary hospitalization, the decision was to 

omit the emergency surgical intervention, while during 

the repeated hospitalization, the status of the patient 

was already not permitting the arrangement of surgery.

The prophylaxis of the atrioesophageal fistula 

includes the optimization of the ablation procedure 

with adjusting the energy power and the duration of 

the intervention in the posterior wall of the left atrium, 

the monitoring of the esophagus temperature, the 

visualization of its position during the procedure, as 

well as teaching the patients on the early symptoms 

of complications, such as the chest discomfort, the 

dyspepsia or dysphagia, the chest pain and the body 

temperature increase [26, 27], however, despite the 

implementation of these measures, the cases of 

atrioesophageal fistula continue occurring, especially 

in the settings of extending the indications for ablation 

and with the increase in the number of conducted 

procedures [28].

During the last 5 years (2019–2024), the PubMed 

and the Google Scholar data bases (Supplement 1) 

[29–35] have published not less than 20 descriptions 

of clinical cases of atrioesophageal fistula, developing 

after the radiofrequency catheter ablation due to atrial 

fibrillations. The majority of reports contain single 

cases, less frequently — small series of two patients. 

The age of the patients was described as ranging 

from 42 to 67  years, with men prevailing. The time 

from the procedure to the development of symptoms 

varied from 14 to 42 days. The most frequent clinical 

manifestations were fever, dysphagia, chest pain and 

acute neurological symptoms, including strokes caused 

by air or bacterial embolism. The diagnosis was most 

frequently set using the chest CT with oral contrasting, 

less frequently — during the esophagoscopy and using 

the indirect echocardiography signs [8, 35–37]. The 

mortality in the published cases remained high, most 

commonly due to the late diagnostics, with the debut of 

acute stroke and/or after the attempts of conservative 

therapy. In cases when the endoscopic stenting of 

the esophagus and/or the surgical intervention were 

conducted (especially within 24–48 hours after setting 

the diagnosis), the survival was increasing [31–33]. 

In the case presented, an atrioesophageal fistula was 

diagnosed on day  18  after RFA, with the subsequent 

development of an atrioesophageal fistula on day 40; the 

patient exhibited a typical clinical presentation including 

fever and neurological disorders. Despite the timely 

diagnostics and the combined treatment, including the 

draining of the pericardium, the endoscopic intervention 

and the antibacterial therapy, the outcome was lethal. 

This emphasizes that the atrioesophageal fistula, even in 

the settings of early diagnostics and aggressive therapy, 

remains an extremely severe complication with high risk 

of unfavorable outcome, especially with the developing 

multiple embolisms and septic complications. Unlike 

some of the published cases with successful surgical 

treatment, in our observation, the severity of the status 

and the rapid progression of neurological disorders did 
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not allow for arranging the radical intervention, which, 

probably, affected the outcome (see Supplement 1). 

Conclusion

Atrioesophageal fistula remains a rare but extremely 

dangerous complication of catheter ablation for atrial 

fibrillations, associated with high mortality rates. The 

presented clinical case demonstrates the typical 

clinical signs of atrioesophageal fistula with the 

development of fever, neurological disorders and signs 

of mediastinitis on day 18 after the RF ablation. Despite 

the timely diagnostics and the combined treatment 

that included the draining of the pericardium, the 

endoscopic intervention and the intensive antibacterial 

therapy, the outcome was lethal, which emphasizes the 

aggressive course of this complication and the limited 

possibilities of conservative approach. 

The analysis of scientific research works published 

during the last 5 years confirms that early surgical 

intervention remains the most effective strategy, allowing 

for decreasing the mortality. Taking into consideration the 

extended indications for radiofrequency catheter ablation 

for atrial fibrillations and the increase in the number 

of conducted procedures, high clinical awareness is 

needed, along with improving the preventive measures 

and developing the standards for managing the patients 

with suspected atrioesophageal fistula.
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