
Introduction:
Retained cover of the tip of guidewire in Left
Atrium (LA) is a rare complication of PTMC.
Foreign body like this in LA may lead to
thromboembolism in systemic circulation.
Removal of foreign body from LA is also a difficult
task.

Case report:
Mrs X, 21 yrs aged housewife was admitted in
NICVD with history of palpitation and shortness
of breath on exertion for two years. On clinical
examination, she had features consistent with

‘Mitral stenosis with Pulmonary Hypertension’.
Echocardiographic evaluation showed that she had
‘Severe Mitral stenosis with moderate Pulmonary
Hypertension’. Wilkin’s score was six. We decided
to treat the patient with ‘Percutaneous
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Abstract:

With the advent of new technology and hardware. Percutaneous transluminal  Mitral

Commissurotomy (PTMC) is a safe procedure now-a-days. But it is still a costly procedure for the

patients of develops countries like Bangladesh. So, the balloon and hardware is still practiced in

some countries. One of the possible but rare complication of  reuse in trained cover of the guide  wire.

We are reporting a case of retained cover of guide wire in LA during PTMC. It was successfully

renounced wing a name.
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Fig.-2: Guidewire  removed with a snare

Fig.-1: Left over guidewire in the Left atrium.
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Transluminal Mitral commissurotomy (PTMC)’.
Balloon valvuloplasty was done by trans-septal
approach using a ‘reused balloon and accessories’.
During the procedure everything went smoothly.
After removal of balloon from the Left Atrium (LA),
it was noticed that a linear structure was left
behind in LA. After searching it was found that
covering of the terminal coil portion of the PTMC
guidewire was missing. A trans-septal puncture



was done again and an Amplatz Nitinol Goose Neck
Snare (Ev3, Plymouth, Minn., USA) was introduced
in the LA. The foreign body in the LA was removed
by the snare. Patient was hemodynamically stable
during and after the procedure. She left hospital
three days after the procedure without any
complication.

Discussion:
Common complications of PTMC are – mitral
regurgitation, cardiac tamponade due to injury to
right or left atrium or left ventricle, infection,
thromboembolism and vascular access
complications.1

Fracture of the cover of Spring wire and its
retention in left atrium is not reported any of the
literatures searched through Medline. To the best
of our knowledge, this is the first case report with
this complication.

In our case we used the reused balloon and
accessories.  In a developing country like
Bangladesh, most of the patients who present with
chronic rheumatic heart disease with mitral
stenosis are from the low socioeconomic condition.
And the price of PTMC balloon is high for them.
So we sometimes reuse the balloons and
accessories. In case of reuse of these catheters and
wires, there is possibility of fracture, infection and
thromboembolism.

The practice of non-surgical retrieval of
intravascular foreign bodies has evolved
significantly since the first successful case described
in 1964.2

Intracardiac and intravascular foreign body can be
removed by different methods; like entangling,
snaring, and grabbing by use of a loop snare, a
helical basket (Dormia basket), hooked guidewires,
Fogarty balloon catheters, or a myocardial biopsy
foreps.

Foreign body can be entangled and removed with
a soft, standard catheter such as a preformed or
pigtail catheter by hooking the end of one of these
catheters around some portion of the foreign body
to dislodge or move it, followed by gentle retraction
and removal. The pitfall with this technique is that
the foreign body could dislodge and embolize during
removal; therefore, a tighter grip on the object, as
in the snaring method, is preferable.

The snare technique is used most commonly. It
entails passing a loop of exchange length guidewire
into a catheter. The snare is advanced with an
open loop adjacent to the tip of the catheter. The
snare is closed by advancing the catheter over the
guidewire ends as soon as the foreign body is
caught and it is then slowly removed.3 The snare
of different sizes is commercially available, and it
can also be prepared by using Multipurpose
catheter and exchange length PTCA guidewire.

Commercially available snare devices such as the
Amplatz Nitinol Goose Neck Snare (Ev3,
Plymouth, Minn., USA) have proved to be easy
and safe in usage, resulting in high success and
low complication rates.4,5,6  Disadvantages are high
costs and low rate of usage, which make stock
keeping of different snare sizes highly inefficient.
The cost of the Amplatz Goose Neck Snare is
approximately $250, while the cost of the self-made
wire snare is approximately $25 (catheter &
guidewire).7

According to some author’s experience, the
commercially available devices are more difficult
to manipulate. The multipurpose catheter allows
for good torque control and easy manipulation of
the system.8

Another technique is to grasp the foreign body
directly with a biopsy instrument such as that used
for endomyocardial biopsy forceps (Bioptome). This
allows retrieval of a foreign body that does not
have a readily free end by grasping it at any point.
Sometimes a catheter that has been in place for a
long time (e.g., a pacemaker lead) can be released
in this way. Small pieces of tissue near the lead
can be removed to free it with the forceps. This
should .be done with great caution, only in the
ventricle and after other methods have failed, in
order to avoid perforation.3 The forceps are
generally very traumatic because of their rigid
structure and inherent difficulties during
introduction and advancement.9-11

Dormia basket can be used to remove foreign bodies
from the heart. A recent study on the use of the
Dormia basket in 26 cases reported a success rate
of 96% with no acute or long-term complications.12

However; these devices also have some frustrating
limitations. Since they cannot be guided, their
manipulation is very difficult especially in larger
caliper vessels such as the venae cavae.11
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Removal of infected intracardiac pacemaker
electrodes and catheter remnants was achieved
by cardiotomy in a study, with a mortality rate as
high as l0%.For the vast majority of cases,
percutaneous techniques have been highly
successful and widely utilized in the retrieval of
intracardiac foreign bodies.3

Of all, the most commonly utilized technique, which
was first described by Curry13 in 1969, involves
utilization of a snare loop wire. Many variations of
this technique have been developed based on
different shape and nature of the foreign bodies.
Although it is the most commonly used device and
is still considered to be the safest, this procedure is
often difficult and consumes considerable time.13-

18 The attempt to extract a foreign body using a
snare loop might fail if the foreign body is located
within the cardiac chambers.19

However, when there is no specific tool designed
for the retrieval procedure, the interventionalist
would face the dilemma whether to send the
patient to a more risky and traumatic surgical
extraction or to try something else using the
available equipment providing that the status of
the patient is appropriate. Percutaneous extraction
procedures for foreign bodies within the circulatory
system are quite safe and relatively simple in
comparison to surgical options. They should always
be attempted preferably with or even without a
specifically designed extraction device before
alerting the surgical team.19

The safety of percutaneous foreign body retrieval
has been confirmed. Factors associated with the
small percentage of unsuccessful retrieval
attempts include fragments totally in the distal
pulmonary artery, extravascular lodging sites,
chronically implanted fragments, and pacemaker
catheter fragments.20

The presence of misplaced foreign bodies in the
left atrium is nevertheless a rare event. Apart from
rare occasions when foreign bodies are directly
placed in the left atrium (e.g., left atrial
catheters,21 atrial septal defect closure devices,22

)the presence of a foreign body in the left atrium
invariably requires paradoxical embolization of the
object from the venous circulation across the atrial
septum. In the pediatric population, paradoxical
embolization of umbilical catheters and
peripherally inserted central venous catheters has

been reported in a small number of cases.23-

25Percutaneous retrieval of foreign bodies from
the left atrium represents a unique challenge to
the interventionalist because of the difficulty in
accessing the left atrium. The largest series
reporting the retrieval of intravascular objects have
not included a single case involving a foreign body
in the left atrium.26-32

The presence of a foreign body in the left atrium
represents a sufficient risk to the  patient to
warrant removal. While it is impossible to quantify
this risk given the paucity of previous reports,
potential complications included systemic
embolization, infection, and local complications
within the heart such as left atrial or pulmonary
vein perforation, and atrial arrhythmia.33

In conclusion, retention of the cover of the
terminal coiled portion of spring wire in LA is a
rare complication of PTMC. It may happen during
reuse of PTMC balloon. And foreign body like this
in the LA can be removed successfully by
transseptal puncture and using an Amplatz nitinol
Goose Neck Snare.
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