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Inappropriate implantable
defibrillator discharges from
lead failure

Chin V Hiew and James W Leitch

To THE EDITOR: A 77-year-old woman
with a history of idiopathic long-QT syn-
drome (presumed genetic) presented to
hospital with a storm of defibrillator shocks
from her implantable cardioverter defibril-
lator (ICD). She had a single-chamber
Guidant Ventak Prizm VR, model 1850, and
a Guidant ventricular lead, model 0148
(Guidant Corporation, Indianapolis, Ind,
USA) implanted 12 months earlier after an
episode of syncope. The lead had been
implanted by left subclavian venous access.
The patient’s postoperative course and
responses to routine questioning indicated
that the device was functioning normally.

After presenting with device discharges, a
12-lead electrocardiogram showed over-
sensing suggestive of lead dysfunction.
Stored electrograms from the defibrillator
showed artifactual signals that were typical
of lead disruption. These signals had trig-
gered inappropriate detection of ventricular
arrhythmia and subsequent device shocks
(Box 1). The pacing threshold and lead
impedance were normal. On close examina-
tion of the patients chest x-ray, a line of
radiolucency was detected within the lead
between the first rib and clavicle. At reoper-
ation, the lead was extracted with minimum
difficulty and the site of the insulation
break was detected (Box 2). A new lead was
implanted and the patient was discharged
home well. Subsequent follow-up was
uneventful.

Lead failure can occur any time after
implantation of an ICD, and should be

1 Stored electrograms from the patient’s implantable cardioverter defibrillator
showed artifactual signals had triggered inappropriate detection of ventricular
arrhythmia and subsequent device shocks (arrow)
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2 Implantable cardioverter
defibrillator lead after extraction
showing the break in the insulation
(arrow)

suspected when patients present with inap-
propriate ICD discharges.! This case illus-
trates oversensing as a result of the leads
insulation being disrupted by crush com-
pression between the first rib and clavicle.
Alternative implantation techniques, such as
cephalic vein cut-down or extrathoracic
axillary vein puncture, have been suggested
for venous access to avoid this complica-
tion.?
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