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Coronary Artery Perforation (CAP) is an uncommon complication 

of coronary interventions; the probability of tamponade and death 

increases with the severity of the perforation. Patient and procedure 

risk factors have been identifi ed: older age, female sex, intervention 

on chronic totally occluded arteries, and use of atherectomy device 

are the most important risk factors [1].

Selective autologous fat embolization has been described to treat 

CAP, especially when balloon occlusion is ineff ective, and/or the 

patient is fully anticoagulated [2].

We described how we approached a grade II (Ellis classifi cation), 

wire-related perforation in a small Posterolateral Branch (PLB) of the 

Right Coronary Artery (RCA) aft er an elective PCI was performed 

[Figure A to C]. Th e patient was initially treated conservatively, but 

returned to the catheterization suite aft er developing hypotension 

and breathlessness secondary to tamponade. A total of 150 mL 

of blood was drained with rapid hemodynamic improvement. A 

pigtail catheter was left  in the pericardial space.  Th e angiogram 

showed staining of contrast from the perforated artery that appeared 

unchanged from the index angiogram. We decided to perform no 

further interventions given the small size of the artery and the lack of 

visible extravasation of contrast.

Th e patient was brought back to the catheterization suite due 

to high pericardial output over a two-hour period. We decided to 

perform selective autologous fat embolization to achieve hemostasis 

aft er 20 minutes of balloon occlusion of the culprit vessel failed to do 

so.  Fat particles were extracted with a mosquito clamp from a 10 mm-

length skin incision over the inguinal area. Th e fat particles were 3 to 5 

mm in size and were mixed with 5 mL of normal saline. We then used 

a 2.5F Transit micro catheter (Codman & Shurtleff , Inc. Raynham, 

MA USA) to test the amount of saline needed to fl ush a total of 0.5 mL 

of fat to the tip of the micro catheter. Aft er two test injections on the 

sterile procedure table, we determined that 3 mL was needed to fl ush 

the fat particles. We then selectively engaged the culprit artery with 

the micro catheter, and injected the saline, fat mixture into the vessel.  

Angiography and ST segment elevation confi rmed occlusion of the 

culprit vessel [Figure D/Video]. Th e pigtail catheter was removed 

24 hours later, there was no residual eff usion on the transthoracic 

echocardiogram.  We want to emphasize that this technique is ideal 

for perforation of small arteries where coil embolization or balloon 

occlusion is not possible.

Figure 1: Angiogram of the RCA in straight LAO projection, (A) Pre-PCI, 
and (B) Post-PCI. (C) Projection on cranial angulation demonstrated contrast 
staining around a small PLB branch suggesting wire related perforation as 
indicated by arrows. (D) Arrow head indicates the occluded PLB branch afted 
fat embolization. No extravasation of contrast was noticed.
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