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Migration of a Retained Epicardial Pacing Wire into the Pulmonary Artery

Ai Sakai*, Yoshitaka Yamamoto*, Hiroki Nakabori*, Naoki Saito*, Junko Katagiri*, Hideyasu Ueda*,
Keiichi Kimura*, Kenji lino*, Akira Murata* and Hirofumi Takemura* (Department of Cardiovascular
Surgery, Kanazawa University*, Kanazawa, Japan)

Pericardial pacing wire placement may occasionally result in intravascular or intratracheal wire migra-
tion, infective endocarditis, and sepsis; reportedly, the incidence of complications is approximately 0.09
to 0.4%. We report a case of a retained epicardial pacing wire that migrated into the pulmonary artery.
A 66-year-old man underwent coronary artery bypass grafting for angina pectoris, with placement of
an epicardial pacing wire on the right ventricular epicardium, 6 years prior to presentation. Some re-
sistance was encountered during wire extraction; therefore, it was cut off at the cutaneous level on
postoperative day 8. Computed tomography performed 6 years postoperatively revealed migration of
the pacing wire into the pulmonary artery, and it was removed using catheter intervention. Surgeons
should be aware of complications associated with retained pacing wires in patients in whom epicardial
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wires are retained after cardiac surgery. Jpn. J. Cardiovasc. Surg. 51: 345-349 (2022)
Keywords: retained epicardial pacing wires; migration; complication
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Fig. 1
(A) CT scan at 8 months postoperatively showing the peripher-
al side of the pacing wire running subcutaneously (white arrow-
head). The pacing wire is in its place, and there are no signs of
infection. (B ) The central side of the pacing wire is in its place,
but the peripheral end has migrated into the thorax (white ar-
rowhead) .
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IfiL 7% % A5 BT WL - WBC 4,880/ 11, Neutrophil 2,300/ 1,
Hb 13.4 g/dl, Plt 16x10"/,1, CRP 0.05 mg/dl, BUN
17 mg/dl, Cre 0.96 mg/dl, AST 15 U/L, ALT 15 U/L,
v GTP 24 U/L, ALP 63 U/L.
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Fig. 2
(A) Contrast-enhanced CT scan showing migration of a pacing
wire (white arrowhead) into the main pulmonary artery and the
periphery of the left A6 pulmonary artery. No signs of infection
are evident. (B) Three-dimensional CT scan showing patency
of all coronary artery bypass grafts.
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Fig. 3
(A) Image showing that a snare catheter does not follow along
the pigtail catheter using the “pigtail through snare” method
and cannot capture the pacing wire. (B) Image showing the
free end of the pacing wire that accidentally moved into the right
pulmonary artery is successfully grasped.
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Table 1 Cases of epicardial pacing wire migration into the vasculature reported in the published literature
C Primar Duration from
35¢ Date Author Age Gender AV the primary ~ Symptoms Location  Complication Intervention Outcome
No. surgery
surgery (month)
1 2004 Meier? 66 M  CABG 36 VF, CPA RV-~PA EVT alive
2 2008 Juchem?” 71 F MVR 24 dyspnea, AV~Rt.CCA IE, AR, AVR, MVR alive
TIA TR
3 2011 Hong® 58 M MVR 3 dyspnea RV MVP alive
4 2011 Sheikh? 73 M CABG 156 dyspnea RV IE, TR TAP alive
5 2011 Worth? 65 M  CABG 288 dyspnea  RV~Lt.PA EVT alive
6 2013 Guerrierit? 42 F AVR 9 fever aortic arch EVT alive
7 2012 Spellberg® 74 M  CABG 24 none RA~RV Open surgery alive
8 2012 Spellberg® 61 F AVR 24 none RA~RV TR observation alive
9 2012 Scott® 20 M  ASD, VSD N/A VF, CPA LAD AMI N/A dead
closure
10 2014 Gayanilo® N/A N/A N/A 12 N/A RV EVT alive
11 2015 Mukaihara® 69 M CABG 1 none abdominal Ao open surgery alive
12 2016 Matsuzaki® 48 M  Bentall 180 none ascending open surgery alive
Ao~BCA
13 2016 Domoto!” 61 M HAR 12 none RV~Rt.PA EVT alive
14 2018 Malvindi'® 59 F MVR 204 none RA~aortic root~ open surgery alive
descending Ao
15 2018 Sugiyama? 66 M  TAR, 3 none Rt.CCA EVT alive
CABG
16 2018 Sugiyama? 80 F  AVR 6 none ascending Ao EVT alive
17 2019 Morita? 76 F N/A 10 none ascending open surgery alive
Ao~Lt.CCA
18 2020 Hua?V 65 M AVR 24 none LV~BCA EVT alive
19 2021 Kahaly®? 76 M  CABG 192 none descending Ao medication alive
(DAPT)
20 2021 Our case 66 M CABG 72 none PA EVT alive

CABG, coronary artery bypass grafting; MVR, mitral valve replacement; AVR, aortic valve replacement; ASD, atrial septal defect; VSD,
ventricular septal defect; N/A, not available; HAR, hemiarch replacement; TAR, total arch replacement; VF, ventricular fibrillation;
CPA, cardiopulmonary arrest; TIA, transit ischemic attack; RV, right ventricle; PA, pulmonary artery; AV, aortic valve; CCA, common
carotid artery; RA, right atrium; LAD, left anterior descending coronary artery; Ao, aorta; BCA, brachiocephalic artery; IE, infectious
endocarditis; AR, aortic regurgitation; TR, mitral regurgitation; AMI, acute myocardial infarction; EVT, endovascular treatment; MVP,
mitral valve plasty; TAP, tricuspid annuloplasty; DAPT, dual antiplatelet therapy.
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