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Transvenous Lead Removal of Pacemaker Lead

Infection with A Large Vegetation - -- A Case Report

Wei-Ru Chiou, Chih-Hsuan Yen, Chih-Jen Wu1, Jiun-Yi Li2,

Charles Jia-Yin Hou, Yo-Hsang Chou, and Cheng-Ho Tsai

Pacemaker lead infection is one of complication after pacemaker implantation, associated with poor prog-
nosis if treatment is delayed. Mortality rate have been reported to be 30 to 35%. Relapse of pacemaker endo-

carditis is 100% if patients were treated with antibiotics alone. The methods of pacemaker lead removal includ-
ing open heart surgery and transvenous pacemaker lead removal. If tricuspid valve destruction is abscent in pre-

operative TEE, transvenous pacemaker lead removal is an effective and safe procedure even if vegetations are
greater than 10mm. This report described a 73-year-old female patient who developed pacemaker endocarditis

and transesophageal echocardiography revealed a 1.55 x 1.71 cm vegetation at pacemaker lead and treated
successfully by antibiotics and transvenous pacemaker lead removal. We emphasized the importance of pace-

maker endocarditis and the feasibility of transvenous pacemaker lead removal.  ( J Intern Med Taiwan 2008; 19:
61- 66 )


