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Pacemaker Leads Extraction
after Pocket Infection with
Abdominal Vena Cava and
Common Iliac Vein Throm-
bosis

Sir,

A 65-year male with a history of hypertension, type II diabetes
mellitus (DM), and coronary artery disease attended the Outpa-
tients’ Clinic with orthopnea. Serial electrocardiograms showed
sinus rhythm, and prolonged QRS duration (160–200 ms) with
left  bundle  branch  block.  Non-sustained  ventricular  tachy-
cardia attacks were determined at the rhythm Holter recording
at another hospital. The patient’s condition was classified as
New York Heart Association (NYHA) class III. The left ventricular
ejection fraction (LVEF) was 20% with M-mode measurement.
Cardiac resynchronisation therapy with defibrillator (CRT–D)
implantation  was  planned  after  levosimendan  infusion  and
medical treatment for heart failure.

Two years after CRT-D implantation, the patient presented to
Outpatient  Clinic  with  fever  and  swelling  in  the  pacemaker
pocket area. Inflammatory markers were raised. The collection
in the pacemaker pocket area was emptied and the samples
were sent to the microbiology laboratory. Ceftriaxone 2g OD
and metronidazole 500mg ×3 were added after consultation by
the Infectious Diseases Department. Vegetations and thrombi
were not observed on transthoracic echocardiography (TTE)
and transesophageal echocardiography (TEE).

In pacemaker controls, the patient's left ventricular lead was
not working properly. A decision was made about removing the
pacemaker  after  counselling.  The  patient's  pacemaker  and
atrial lead were removed via percutaneous technique. The right
ventricular and coronary sinus leads could not be removed due
to adhesions. The patient's blood and urine culture showed no
growth.  In  samples  taken  from  the  infected  pocket  area,
entorobacter cloacae complex was grown. Antibiotic treatment
of the patient was changed to ertapenem plus gentamicin.

After 14 days of treatment, the patient's acute phase reactants
regressed. Leukocyte scintigraphy was planned as no vegeta-
tions were observed on TEE and TTE. The infectious focus was
not detected. The patient, without fever and regressed acute
phase reactants, was discharged with instructions for follow-up.

Two months later, the patient presented to Emergency Depart-
ment with complaints of abdominal pain, nausea, and vomiting.
No  pathology  was  observed  on  abdominal  ultrasonography,
performed  in  the  Emergency  Department.  In  the  abdominal
computed tomography, a hyperdense image compatible with

the pacemaker lead, starting from the inferior vena cava to the
right iliac vein was observed. For this, the patient underwent
diagnostic  laparoscopy by the general  surgery team, and no
pathology  was  observed.  There  was  an  extensive  thrombus
around lead in the lower extremity Doppler ultrasonography. The
lead, which fell into the inferior vena cava, could not be caught
with snare due to dense thrombus (Figure 1). The patient was
taken to the Angiography Laboratory again after giving 50mg of
tissue plasminogen activator (t-PA) for 24 hours. After t-PA infu-
sion, we could easily extract the right ventricular lead and the
coronary sinus lead with 30mm snare, coronary sinus ablation
catheter, and right Amplatz 1 guiding catheter (Figure 2).

Figure 1: Thrombosed inferior vena cava. VL: Ventricular lead; IVCI: Infe-
rior vena cava.

Figure 2: Extraction of the ventricular lead with snare. SN: Snare, VL:
Ventricular lead.

Warfarin  was  started  due  to  extensive  thrombosis.1,2

Meropenem plus vancomycin was initiated, after pseudomonas
growth  in  leads  sent  to  the  microbiology  laboratory.  The
patient, whose complaints regressed after the treatment, was
discharged with instructions for follow-up.

In conclusion, this case describes the removal of a thrombosed
right ventricular and coronary sinus leads of the CRT-D device
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after a pocket infection. In pacemaker endocarditis, the pace-
maker system should be removed completely and long-term
intravenous antibiotic treatment should be given.
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