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Abandoned Epicardial Defibrillator Patch
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We describe an 84-year-old man who presented with hemoptysis and acute blood loss ane-
mia due to a pulmonary artery pseudoaneurysm (PAP). The etiology of his PAP was
thought to be an abandoned epicardial defibrillator patch that was implanted at age 55.
To our knowledge, PAP has never been reported as a possible complication of an aban-
doned epicardial defibrillator patch. © 2020 Elsevier Inc. All rights reserved. (Am J
Cardiol 2020;128:161−162)
8 cm irregularly marginated, partially thrombosed pseudoaneurysm of the left upper lobe pulmonary artery (arrows), located immediately

dial defibrillator patch on the left lateral margin of the heart (arrowheads). (B) Post percutaneous coiling CT chest showing a completely

lmonary artery pseudoaneurysm (arrows).
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From 1982 until late 1991, the standard implantable defi-
brillator system entailed the use of epicardial patches that
had to be positioned around the heart.1 During the early
evolution of these devices, epicardial lead systems, placed
via thoracotomy, median sternotomy, subcostal, and subxi-
phoid approaches, were used commonly.
Description

The patient is an 84-year-old man with history of coro-
nary artery bypass surgery at age 55, ventricular tachycardia
necessitating placement of epicardial defibrillator patches,
presented with 6 weeks of large volume hemoptysis. He con-
tinued to have hemoptysis despite discontinuation of Aspirin
and Clopidogrel, requiring 4 blood transfusions. Computer-
ized tomography chest showed an 8£ 4.7£ 2.1 cm pseudoa-
neurysm (PAP) of the left upper lobe pulmonary artery,
located deep to the epicardial defibrillator patch on the left
lateral margin of the heart (Figure 1). Patient was deemed to
be at an unacceptably high risk for surgical removal and was
taken for angiography to percutaneously coil the PAP. Digi-
tal subtraction angiography of the left main pulmonary artery
was performed (Figure 2); imaging demonstrated a PAP aris-
ing from the midportion of the left pulmonary artery. The
PAP was cannulated using a triple coaxial system from the
right femoral vein, consisting of an 8-Fr 55 cm Ansel Check-
Flo sheath (Cook, Bloomington, IN), a 6-Fr JR4 Launcher
guide (Medtronic, Minneapolis, MN), and a telescoping 4-Fr
Vertebral 135˚ Tempo Aqua Catheter (Cordis, Milpitas,
CA), which could not cross the PAP ostium. Thus, it was
exchanged for a 4-Fr CXI support catheter (Cook) over an
0.035’ Angled Glide Wire (Terumo, Somerset, NJ). A total
of nine 20 mm£ 20 cm Nester Embolization Coils (Cook)
were successfully used to treat the pseudoaneurysm (Figures
1 and 2).
Discussion

The mortality rate associated with the rupture of a PAP is
high, may be 50% to 100%; death is secondary to aspiration
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Figure 2. (A) Digital subtraction angiography using a 6-Fr pigtail catheter showing a pseudoaneurysm (arrows) arising from the left pulmonary artery under

an abandoned epicardial defibrillator patch (arrowheads). Dual-chamber transvenous implantable defibrillator with leads in the right atrium and the right ven-

tricle (star). (B) Multiple embolization coils (arrow), deployed in the left pulmonary artery pseudoaneurysm delivered through a 6-Fr JR4 guide catheter and a

telescoped 4-Fr CXI support catheter (arrowheads).
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and asphyxia after intrapulmonary hemorrhage.2−5 PAPs are
most commonly associated with acquired etiologies, such as
trauma, iatrogenic injury from pulmonary wedge catheter,
infection, or Bahcet’s disease.6,7 Numerous late complica-
tions following epicardial defibrillator implantation have
been described, including penetration into the bronchial
tree, erosion of the left ventricular wall, and migration of
the epicardial patch.8−10 Although rare, patch migration of
extrapericardial defibrillator leads should be suspected in
patients presenting with hemoptysis, atypical pneumonia, or
lung collapse.9 It is difficult to ascertain whether erosion
from the defibrillator patch was the etiology of our patient’s
PAP, as opposed to a prior right heart catheterization, or if
the epicardial defibrillator patch served as an outer barrier
preventing exsanguination (Figures 1 and 2).

This report details another possible complication of an
epicardial defibrillator patch left in the pericardium: PAP.
Although most ICD systems are now placed transvenously,
many patients have had epicardial systems implanted. The
diagnosis of PAP should be considered in patients with
epicardial patches who present with intermittent or massive
hemoptysis, hemothorax, or hemopericardium. If these
patches are not removed, they could potentially continue to
cause mechanical damage to the surrounding structures.
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