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Figure 1. Posteroanterior chest X-ray. Three pacing/sensing electrodes can be
seen, along with the defibrillation electrode surrounding both ventricles.

with complex heart diseases and alternative approaches: a)
implantation of 1 to 3 subcutaneous electrodes as the high-energy
electrode or the transvenous defibrillation electrode itself in a
subcutaneous position®; b) transatrial approach with implanta-
tion of the defibrillation electrode directly through the right
atrium®; and ¢) implantation of the defibrillation electrode in the
pericardial sac.*>

Given the small number of patients and the limited follow-
up, it is hard to predict the complications associated with these
procedures in the medium term. Stephenson et al* proposed
annual monitoring of the defibrillation thresholds, which
can become fundamentally elevated with subcutaneous electro-

des. Cannon et al®> recommend performing an annual echocar-
diography when there are electrodes in the pericardial sac to
detect the possibility of progressive strangulation of the
myocardium. This technique is considered preferable in patients
with larger body surface areas,* as was the case in our
patient.

Due to the increase in the population with congenital heart
disease reaching adulthood, we will need to use this and other
approaches increasingly often.
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Migration and Percutaneous Implantation of a Second Aortic
Prosthesis

Migracion e implante de segunda prétesis adrtica percutinea

To the Editor,

We present the case of an 82-year-old woman with severe
aortic stenosis who was admitted to the hospital due to
heart failure with New York Heart Association class IIl. Given
the high surgical risk (EuroSCORE, 24%) and the associated
comorbidity, surgical replacement was ruled out and the
decision was made to perform transcatheter aortic prosthesis
implantation.

The procedure was carried out by femoral approach and
involved the implantation of a 26-mm CoreValve prosthesis
according to the standard technique.! Moderate-to-severe aortic
insufficiency was observed due to the low implantation of the

prosthesis (Fig. 1A), and the attempt was made to relocate it by
traction using a snare catheter (Fig. 1B).

After a few minutes of continuous traction, the prosthesis
migrated toward the ascending aorta, where it remained fixed.
Several angiographic images were obtained, and we confirmed that
the prosthesis did not move and that the supraaortic vessels were
patent (Fig. 1C).

A second prosthesis was implanted with no complications
(Fig. 1D), the gradient disappeared and the residual aortic
insufficiency was mild.

The echocardiographic follow-up confirmed the proper func-
tion of the prosthesis and its stability (Fig. 1E). Nine months after
the procedure, the patient was diagnosed with a bone tumor with
pulmonary metastases, a chest computed tomography revealed
the position of both prostheses (Fig. 1F), which had not changed
since their implantation.

Malposition and migration of aortic prostheses are complications
that have been reported previously;>~* attempting to retrieve it or
move it to the descending aorta have been proposed as the most safe
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Figure 1. A: angiographic image showing moderate-to severe aortic insufficiency due to low implantation of the prosthesis. B: traction using a snare catheter.
C: relocation of the prosthesis in ascending aorta; the patency of the supraaortic vessels can be observed. D: implantation of the second prosthesis.
E: echocardiographic follow-up showing the situation of both prostheses. F: computed tomographic image showing the situation of both prostheses.

alternatives. However, in the case presented here, we show that it
is safe to leave a prosthesis in the ascending aorta if it is stable and
does not compromise the flow in the supraaortic vessels.
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Intra-Hisian Block During Transcatheter Aortic Valve
Implantation With the CoreValve Prosthesis

Bloqueo intrahisiano durante el implante de la protesis aortica
percutdnea CoreValve

To the Editor,

Percutaneous aortic valve implantation is an alternative to
surgery in the treatment of severe symptomatic aortic stenosis in

patients at high surgical risk.!? The series published with the
percutaneous implantation of the CoreValve® (Medtronic CV,
Luxembourg) aortic valve prosthesis show a high success rate.
However, a high incidence of conduction disorders has been
described, with frequent occurrence of left bundle branch block
and complete atrioventricular (AV) block in 20%-35% of cases.>*

We report the case of an 83-year old patient diagnosed with
severe symptomatic aortic stenosis who was rejected for surgery
due to the high surgical risk involved. He was implanted with a
CoreValve® percutaneous aortic valve prosthesis. An electrophy-
siological study was performed on the patient immediately before
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