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Letters to the Editor

Use of Amplatzer® Device for Closure of Bronchopleural
Fistulas, a Hybrid Procedure Using Bronchoscopy and Radiology

Uso de dispositivo Amplatzer® para el cierre de fistulas
broncopleurales, un procedimiento hibrido mediante
broncoscopia y radiologia

To the editor,

Bronchopleural fistulas are an infrequent but very serious
complication after pneumonectomy and are associated with high
morbidity and mortality.! Surgical repair is complex and there is
little experience in sealing this type of fistula using bronchoscopy
with different materials. Early sealing of the fistula is essential
because if delay leads to empyema, surgical drainage and
prolonged treatment with antibiotics will be required. We report
the case of a 75-year-old man who underwent left pneumonect-
omy for squamous cell carcinoma, followed by radiotherapy and
chemotherapy. Nineteen days later he presented with fever, cough
with whitish sputum, and subcutaneous emphysema in the left
lateral neck region. Bronchopleural fistula was diagnosed and
treatment was begun with intravenous meropenem, with good
results. During admission, the fistula was sealed by bronchoscopy
(Hystoacril®) and the patient was discharged after 11 days.

At 20 days, the patient presented at the emergency room with
fever, malaise, and bronchorrhea. It was confirmed that the fistula
had reopened and, as empyema was suspected, the patient
underwent open thoracostomy to drain the pleural cavity. He
was discharged 1 month later requiring daily care of the
thoracostomy site. In a joint session involving the pulmonology,
thoracic surgery, and interventional cardiology departments, the
possibility of performing a hybrid procedure to implant an
Amplatzer® device to seal the fistula was discussed.

Figure 1. Fluoroscopic image of the left thorax. The bronchoscope can be
observed (white asterisk) as well as the Amplatzer® device, which is expanded
and still attached to the delivery system (black asterisk).

The procedure was performed under sedation in the cardiac
catheterization laboratory. First, bronchoscopy was used to
assess the size of the fistula, which was found to have a diameter
of approximately 10 mm. It was decided that the appropriate
device would be a 15 mm Amplatzer® Septal Occluder, com-
monly used to close patent foramen ovale. A 0.035” Teflon
guidewire was introduced into the fistula through the broncho-
scope and was placed distally to the left pleural cavity. Due to the
impossibility of introducing a 7 Fr catheter (essential for the
device) through the bronchoscope channel, this was withdrawn
and the Teflon guidewire was left in the previously described
position. The 7 Fr catheter was introduced via the guidewire until
the distal tip was located within the pleural cavity. The
bronchoscope was reintroduced parallel to the catheter to verify
correct placement. Finally, the Amplatzer® device was intro-
duced by fluoroscopy until the distal disk was located in the
pleural cavity and the proximal disk inserted into the bronchus
to seal the fistula (Fig. 1).

Fiberoptic bronchoscopy within the bronchus and pleural
cavity was used to verify that the device was correctly positioned
(Fig. 2). Fluoroscopy time was 3 min and contrast injection was not
required. The patient was discharged 48 h later without further
incident.

The versatility of percutaneous techniques has been demon-
strated recently in a wide spectrum of cardiovascular diseases
traditionally handled by other specialists. Several of these techni-
ques involve non-cardiology specialties such as cardiovascular or

Figure 2. A: endobronchial image of the device sealing the fistula and still
attached to the delivery system. B: detailed view showing the device closing
the fistula and the visceral pleura.
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vascular surgery, which means that hybrid procedures are becoming
increasingly important.

Although this technique has been described in some isolated
cases,?> we present the first report in Spain of a hybrid procedure
involving pneumology, thoracic surgery, and interventional
cardiology to resolve a postoperative fistula.

In this case, closure using an Amplatzer® was proposed as an
alternative after closure by bronchoscopy with a tissue sealant had
failed, as published elsewhere.? Nevertheless, this could become a
first-line technique in this condition as experience with the
procedure is gained. One case has already been described in which
the technique was used as the first-line option?; in patients like
ours who have previously received chemotherapy and radio-
therapy, and in whom surgery may be more complex, it is even
more justified to consider it as a first-line option.

In short, this technique can provide a solution to complications
stemming from other medical and surgical specialties and is an
example of the possibilities offered by hybrid procedures between
various specialties and different techniques.
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Heart Transplantation in an HIV-1-Infected Patient With
Ischemic Cardiomyopathy and Severe Pulmonary Hypertension

Trasplante cardiaco en un paciente infectado por VIH-1 con
miocardiopatia isquémica e hipertension pulmonar grave

To the Editor,

We report the case of a 39-year-old homosexual male patient
diagnosed through routine testing in 1998 as infected with
human immunodeficiency virus type 1 (HIV-1). He had not
developed any AIDS-defining disease and had no history of
intravenous drug abuse, hepatitis C or B viral infection. His CD4+
T-cell count at the time of presentation was 758 cells/L; the

nadir CD4+ T-cell count was 512 cells/pL. Plasma RNA HIV-1
viral load was always undetectable (<50 copies/mL). He was
treated with a fixed-dose formulation of 3 nucleoside analog
reverse transcriptase inhibitors: zidovudine, lamivudine and
abacavir (Trizivir®).

In August 2000 he suffered the first clinical manifestation of
coronary artery disease (CAD) when he was admitted for an inferior
ST-elevation acute myocardial infarction (STEMI). In August 2004,
after anew anterior NSTEMI, his left ventricular ejection fraction was
20%. From this moment on, the patient developed progressive
shortness of breath and symptoms of right heart failure. He required
several hospitalizations despite optimized therapy, and was referred
to our heart failure and heart transplantation (HTX) unit for
evaluation. Right heart catheterization showed non-reversible
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Figure 1. CD4+ T-cell count and percentage of lymphocytes, HIV-1 viral load, antiretroviral regimen and immunosuppressant drugs from heart transplantation to

24 months follow-up. cART, combined antiretroviral therapy.
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