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and eventually recovered completely. One week later, a new single lead
VDD pacemaker was implanted and the patient was discharged.

Discussion

e reported incidence a er permanent endocardial pacemaker
implantation varies in the literature from 1% to 7% [1-3]. CD
extraction can be performed percutaneously without need for
surgical intervention in the majority of patients. Guidelines on the
prevention, diagnosis, and treatment of infective endocarditis (hew
version 2009) of the European Society of Cardiology recommend
surgical extraction in patients with very large vegetations (>25 mm),
owing to the high risk of septic pulmonary embolism resulting
from vegetation displacement during percutaneous extraction [3-5].
However, these episodes are said to be commonly asymptomatic, and
percutaneous extraction remains the recommended method even in
cases of large vegetations in many publications [4-13]. Following that
line of thought and taking into account that mortality associated with
surgical removal is higher [6-13] especially in elderly patients with
associated comorbidities, we decided a percutaneous lead extraction.

Treatment of a septic embolism includes antimicrobial therapy
that has to range from 4 to 8 weeks, embolectomy if indicated and
managing the possible complications associated such as haemoptysis.
Trying an interventional solution like embolectomy was proposed but
conservative measures were nally decided. In a few hours the patient
was fully recovered which indicates that the vegetation splitted up;
some authors have postulated that emboli from lead vegetations are of
minimal consequence because they are friable, as compared with the
solid form of venous trombi [5,10,11].

In conclusion, percutaneous removal of infected pacemaker
leads is an alternative to cardiac surgery even in larger vegetations
(>15 mm in largest diameter). An application of this technique in
large vegetations carries the risk of embolism, which highlights the
importance of selecting the cases, individualizing risk-bene t ratio
compared with other alternatives. Literature o ers evidence that
this complication is rare, usually asymptomatic and even when the
episode presentation is symptomatic, the long-term prognosis of these
patients a er removal of pacemaker and antibiotic therapy could be
excellent [12,13].
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