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Long-term Pacemaker Lead Malposition.
Role of Echocardiography

Malposicion de catéter de marcapasos durante 9 anos.
Rol del ecocardiograma

To the Editor,

Pacemaker lead malposition is a rare complication, although a
few cases have been reported.!? The current level of incidence is
unknown, probably because of underdiagnosis or underreporting,
and treatment is controversial. In some cases, left ventricular (LV)
access is through a patent foramen ovale® or an atrial septal
defect;* in others it is through interventricular septum or sinus
venosus type defects,® atrioventricular membrane perforation®
and right ventricle apex perforation with migration through the
pericardium to the LV epicardium.”

We describe the clinical, electrocardiographic (ECG), X-ray and
echocardiographic findings of a 75-year-old woman referred to our
diagnostic imaging unit for echocardiography to determine a
possible source of embolization, after discovery of basal ganglia
infarction in a cranial tomography requested for dizziness. The
patient had received a VVI pacemaker implant 9 years earlier,
indicated for third-degree atrioventricular block. The ECG showed
pacemaker rhythm with complete right bundle branch block
morphology. A lateral chest X-ray showed the pacemaker lead was
in a posterior location. Transthoracic echocardiography, in
parasternal and apical windows, showed left heart cavities were
normal, with 60% ejection fraction and mild aortic regurgitation.
We determined that the pacemaker lead passed through the aortic
valve (Fig. 1) and that the electrode had fixed in the mid portion of
the left ventricular free wall. No signs of vegetations or thrombus
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Figure 1. Long axis parasternal transthoracic echocardiography. The arrow
indicates the pacemaker lead in the left ventricular cavity passing through the
aortic valve.

were apparent. We examined the subclavian vessels to determine
catheter access and concluded this was located in the artery. The
patient was hospitalized for observation and consultations on
treatment, and discharged 3 days later following anticoagulation
therapy. We decided on conservative management due to her high
surgical risk.

Although pacemaker lead malposition is rare, when it happens
it is potentially dangerous due to the risk of perforation and
systemic or cerebral embolism. Frequently, diagnosis occurs years
after deployment. No agreement exists about treatment, although
prolonged anticoagulation therapy is recommended in asympto-
matic patients, maintaining an international normalized ratio
>2.5. The approach to patient care entails the risk of bleeding,
aortic valve trauma and endocarditis. In patients presenting
neurologic symptoms, percutaneous or surgical lead removal is
preferable and, if not possible, anticoagulation therapy.® Echo-
cardiography is fundamental in the diagnosis of lead malposition
and the identification of structural abnormalities.

To prevent these episodes, we recommend a 12-lead ECG be
performed after pacemaker deployment and, if complete right
bundle branch block of paced beats is found, we also recommend
taking a lateral chest X-ray. If uncertainty remains, echocardio-
graphy will determine lead malposition and cardiovascular
abnormalities.

Gisela I. Feltes Guzman,* David Vivas Balcones,
Leopoldo Pérez de Isla and José L. Zamorano Gomez

Unidad de Imagen Cardiovascular, Hospital Clinico San Carlos, Madrid,
Spain

* Corresponding author:
E-mail address: feltesgisela@yahoo.es (G.I. Feltes Guzman).

Available online 9 February 2011

REFERENCES

1. Reising S, Safford R, Castello R, Bosworth V, Freeman W, Kusumoto F. A stroke of
bad luck: left ventricular pacemaker malposition. ] Am Soc Echocardiogr.
2007;20:1316.e1-e.

2. De Juan Montiel J, Olagiie de Ros ], Morel Cabedo S, Garcia Bolao I. Seguimiento
del paciente con marcapasos. Disfunciones del sistema de estimulacion. Efectos
de indicacién o programacién incorrecta: sindrome de marcapasos. Rev Esp
Cardiol Supl. 2007;7:G126-44.

3. Vanhercke D, Heytens W, Verloove H. Eight years of left ventricle pacing due to
inadvertent malposition of a transvenous pacemaker lead in the left ventricle.
Eur ] Echocardiogr. 2008;9:825-7.

4. Seki H, Fukui T, Shimokawa T, Manabe S, Watanabe Y, Chino K, et al. Malposi-
tioning of a pacemaker lead to the left ventricle accompanied by posterior mitral
leaflet injury. Interact Cardiovasc Thorac Surg. 2009;8:235-7.

5. Van Erckelens F, Sigmund M, Lambertz H, Kreis A, Reupcke C, Hanrath P.
Asymptomatic left ventricular malposition of a transvenous pacemaker lead
through a sinus venosus defect: Followup over 17 years. Pacing Clin Electro-
physiol. 1991;14:989-93.

6. Gondi B, Nanda NC. Real-time, two-dimensional echocardiographic features of
pacemaker perforation. Circulation. 1981;64:97-106.

7. Meyer JA, Millar K. Perforation of the right ventricle by electrode catheters. Ann
Surg. 1968;168:1048-60.

8. Sharifi M, Sorkin R, Sharifi V, Lakier JB. Inadvertent malposition of a transvenous
inserted pacing lead in the left ventricular chamber. Am ] Cardiol. 1995;76:
92-5.

doi:10.1016/j.rec.2010.08.010


mailto:feltesgisela@yahoo.es
http://dx.doi.org/10.1016/j.rec.2010.08.010

	Long-term Pacemaker Lead Malposition.

