
Percutaneous coronary intervention (PCI) is widely utilized in the era
of cardiovascular diseases. Although rare, life threatening complica-
tions may be encountered such as coronary artery dissection and per-

foration.1 Subepicardial hematomas are mainly reported in patients with
prior coronary artery bypass grafting (CABG) and it’s very rare in non-
CABG patients.2 In this case we present a case with massive subepicardial
hematoma formation without pericardial tamponade following PCI for cir-
cumflex artery lesion.
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Massive Subepicardial Hematoma
Formation Dissecting Whole Epicardium

Following Percutaneous Coronary
Intervention: Case Report

AABBSSTTRRAACCTT  Percutaneous coronary interventions are widely utilized in the era of cardiovascular
diseases. Life threatening complications may be encountered such as coronary artery dissection and
perforation. In this paper, we present a patient with coronary artery perforation and its operative
findings after intervention for the total occlusive lesion of the circumflex artery. Acute hemody-
namic instability without pericardial tamponade was encountered in the case. Urgent surgical in-
tervention was performed, subepicardial hematoma formation which was dissecting the whole
epicardium was encountered. Exact area of  perforation could not be located. Hemodynamic stability
was achieved by means of draining the subepicardial hematoma. Mechanical complications should
be kept in mind in cases with sudden hemodynamic instability without pericardial tamponade, seen
after percutaneous interventions especially performed for total occlusive coronary artery lesions.
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ÖÖZZEETT  Perkütan koroner girişimler kardiyovasküler hastalıklarda gün geçtikçe daha çok kullanıl-
makta olan tedavi yöntemidir. Nadiren de olsa koroner arter diseksiyonu ve perforasyonu kompli-
kasyon olarak görülebilmekte ve hayatı tehdit edebilmektedir. Bu makalede, sirkumfleks damardaki
tam tıkalı lezyona perkütan girişim sonrası gelişen koroner perforasyon ve vakanın operatif bulgusu
sunulmaktadır. Olguda perikard tamponadı olmaksızın ani gelişen hemodinamik instabilite söz ko-
nusu olmuştur. Erken cerrahi girişim yapılarak tüm epikardı diseke eden masif subepikardiyal he-
matom oluşumu ile karşılaşılmış olup koroner perforasyon bölgesi lokalize edilememiştir.
Subepikardiyal hematom drene edilerek hastada hemodinamik stabilite sağlanmıştır. Özellikle tam
tıkalı koroner lezyonlara yapılan perkütan girişimlerde perikardiyal tamponad olmaksızın ani ge-
lişen hemodinamik instabilitede mekanik komplikasyonlar akılda tutulmalı ve hastaya acil cerrahi
tedavi planlanmalıdır.
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CASE REPORT

PCI was performed in a 60 years old male patient
with total occlusion of circumflex coronary artery
accompanied with 40% stenosis of right coronary
artery before the crux. His medical history re-
vealed diabetes mellitus (type II) and chronic ob-
structive pulmonary disease (COPD). Any critical
lesion was not encountered in LAD. After the pro-
cedure of balloon inflation for the totally occluded
circumflex artery lesion, extravasation was ob-
served on cineangiography. Bedside echocardiog-
raphy did not reveal any significant finding of
pericardial tamponade. With worsening hemody-
namic instability in the catheterization lab, we
proceeded with urgent surgery. Following midline
sternotomy and pericardiotomy, 400 cc hemor-
rhagic fluid was drained. Massive subepicardial
hematoma formation was encountered, even ex-
tending over the great vessels (Figures 1, 2). Ante-
riorly, epicardial dissection was performed and
limited drainage of the subepicardial hematoma
was obtained. Arterial blood pressure increased
gradually. The site of active bleeding could not be
located, but there were multiple foci of epicardial
extravasation. The integrity of cardiac layers was
heavily destroyed; therefore neither identification
of the target vessels nor their surgical revascular-
ization (by means of cardiopulmonary bypass or
beating heart technique) could not be achieved.
The multiple foci of epicardial bleeding were con-
trolled with biological glue administration. Any
hemodynamic complication was not encountered
in the postoperative course. Serial control echocar-
diographic evaluations in the postoperative period
revealed mild-moderate tricuspid valve regurgita-
tion with a pulmonary artery pressure of 50mmHg.
Ejection fraction of 50% that was not different
from preoperative studies. Residual pericardial ef-
fusion was not detected in any of these echocar-
diographic evaluations. Electrocardiography did
not reveal any acute ischemic event. Following
two days of weaning from the mechanical ventila-
tion, the patient was extubated but he was sup-
ported with continuous positive airway pressure
support (CPAP) in order to achieve adequate par-

tial oxygen and carbon dioxide pressures at arterial
blood gas analysis. At the sixth postoperative day,
the patient aspirated food and he was re-intubated.
Although antibiotic treatment was urgently man-
aged, infiltration at the chest x-ray gradually in-
creased and the patient died at the fifteenth day of
surgery due to aspiration pneumonia, acute respi-
ratory distress syndrome and sepsis.
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FIGURES 1, 2: Massive subepicardial hematoma dissecting the layers of the
heart. 
(See color figure at 

http://www.turkiyeklinikleri.com/journal/journal-of-medical-research-case-reports/1300-0284/)

1

2



DISCUSSION

Cardiac perforation and cardiac tamponade are rare
complications of PCI. The incidence of this com-
plication is reported to be less than 0.1% in a large
patient population of Shen X et al.3 Subepicardial
hematoma formation is an extremely rare compli-
cation of PCI. Although this complication is re-
ported in patients with prior coronary artery
bypass grafting (CABG), as in our case, it can be en-
countered in non-CABG patients. Rahman et al. re-
ported only two such cases of subepicardial
hematoma in non-CABG patients in literature up
to 2008.2

In our patient, although bedside echocardiog-
raphy did not reveal pericardial tamponade, we

proceeded with urgent surgery in order to provide
hemodynamic stability. Subepicardial hematoma
was drained immediately in order to prevent fur-
ther dissection of cardiac layers. Considering the
non-critical atherosclerotic lesions, only the con-
trol of bleeding was achieved without surgical
revascularization of the target vessels. 

Typical echocardiographic findings such as
massive pericardial effusion or tamponade may not
be encountered in all mechanical complications
after PCI. Importance of autotransfusion is espe-
cially mentioned in some cases with coronary per-
foration.4 In order to reduce the risk of such a
complication, careful patient selection for coronary
interventions and crossing of the totally occluded
coronary lesions with guide wires is critical.5
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