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Percutaneous interventions with pulmonary stent deployment in infants are rescue procedures for
critically ill patients with poor reoperation outcomes. A stent dislodgment can lead to significant
complications requiring cardiac surgery and may be a result of technical difficulties, anatomical
challenges, improper stent size or type (e.g., self-expanding stents may have a higher risk of
dislodgment compared to balloon-expandable stents) [1-4].

A 10-month-old female infant was referred for Tetralogy of Fallot repair. In medical
history, anoxemic attacks were observed at the age of 8 months requiring beta blocker therapy and
interventional percutaneous balloon angioplasty for right ventricular outflow tract (RVOT)
obstruction. Transthoracic echocardiogram, coronarography and computed tomography revealed
an additional coronary artery from the right coronary artery crossing RVOT which made the
surgery challenging. The repair was performed in cross clamp circulation. Right ventriculotomy

was necessary with double patch technique (below and above coronary artery crossing RVOT)



avoiding myocardial infarction. Postoperative transthoracic echocardiogram showed residual
subpulmonary and proximal pulmonary branches stenosis requiring reoperation with muscular
band resection and pericardial patch plasty for pulmonary arteries. Postoperative RV failure was
still present due to residual outflow obstruction, pulmonary branches stenoses, severe pulmonary
and tricuspid valvular regurgitation.

The child was qualified for heart catheterization. The right femoral vein was punctured, 6F
sheath was introduced and anticoagulation ensured with heparin infusion 50 U/kg. Hemodynamic
evaluation revealed high central venous (16 mm Hg) and RV pressures (80% of systemic pressure)
with pressure gradient across RVOT of 18 mm Hg. Right ventriculography confirmed residual
subpulmonary as well as both pulmonary branches stenoses (Figure 1A-C). The child was
qualified for pulmonary branches stent implantation. A Palmaz Genesis 8 mm/12 mm stent was
supposed to be deployed into the right pulmonary artery. However, the stent was unstable while
crossing RVOT and slipped partially from the balloon catheter without any chances for removal
through the 6F sheath. We considered different options for stent retrieval including surgical cross
clamp circulation, interventional forceps, Gooseneck snare loop or stent deployment in a
peripheral vein (e.g. iliac or femoral vein with high risk of thrombosis and occlusion). The right
jugular vein was punctured and a wide 9F sheath was introduced. An Amplatz Gooseneck snare 7
mm loop was established over 0.018 inch guidewire. The balloon-expandable stent was gently
inserted into 9F sheath and removed from the body (Figure 1D-E). Finally, a Palmaz Genesis 8
mm/15 mm stent was deployed successfully into right pulmonary artery over 0.035 inch guidewire
providing effective pulmonary flow (Figure 1F) and RV pressure drop to 60% of systemic
pressure. The left pulmonary artery was bent without the chance for interventional balloon plasty
or stent deployment. The general condition of the child had improved and was discharged home
within 2 weeks. Reoperation with valved prosthesis implantation and residual muscular band
resection was postponed for a few months.

The gooseneck snare devices and wide sheaths are used routinely to retrieve dislodged
stents from the circulation. The presented case shows the clinical benefit of successful procedure

without necessity for the repeat, open surgery.

Supplementary material

Supplementary material is available at https://journals.viamedica.pl/polish_heart_journal.



Article information

Conflict of interest: None declared.

Funding: None.

Open access: This article is available in open access under Creative Common Attribution-Non-
Commercial-No Derivatives 4.0 International (CC BY-NC-ND 4.0) license, which allows
downloading and sharing articles with others as long as they credit the authors and the publisher,
but without permission to change them in any way or use them commercially. For commercial use,

please contact the journal office at polishheartjournal@ptkardio.pl

REFERENCES

1. Monello A, Biagi A, Valenti G, et al. Stent loss and successful retrieval with the loop snare
technique [article in Italian]. G Ital Cardiol (Rome). 2021; 22(9 Suppl 1): 43S-44S,
doi: 10.1714/3675.36616, indexed in Pubmed: 34590624.

2. Lu MY, Wang KT. Coronary stent off-wire dislodgement: Case report of a rare
complication. Tex Heart Inst J. 2023; 50(2): e207505, doi: 10.14503/THIJ-20-7505,
indexed in Pubmed: 37023794.

3. Monteleone PP, Yeh RW. Management of complications. Interv Cardiol Clin. 2016; 5(2):
201-209, doi: 10.1016/j.iccl.2015.12.005, indexed in Pubmed: 28582204.

4. Alomar ME, Michael TT, Patel VG, et al. Stent loss and retrieval during percutaneous

coronary interventions: A systematic review and meta-analysis. J Invasive Cardiol. 2013;
25(12): 637-641, indexed in Pubmed: 24296383.


http://dx.doi.org/10.1714/3675.36616
https://www.ncbi.nlm.nih.gov/pubmed/34590624
http://dx.doi.org/10.14503/THIJ-20-7505
https://www.ncbi.nlm.nih.gov/pubmed/37023794
http://dx.doi.org/10.1016/j.iccl.2015.12.005
https://www.ncbi.nlm.nih.gov/pubmed/28582204
https://www.ncbi.nlm.nih.gov/pubmed/24296383

Figure 1. Stent retrieval with a Goose snare loop in an infant following Tetralogy of Fallot repair
with residual subpulmonary and both branches stenosis. A. Right ventriculography in lateral view
showing dilated right ventricle with residual subpulmonary stenosis just below the localization of
the coronary artery crossing right ventricle outflow tract (white arrow). B. Pulmonary trunk
angiography in cranial view (40 degrees) revealing right (white arrow) and left (yellow arrow)
pulmonary branches stenosis following surgical plasty. C. Right ventriculography in
anteroposterior view showing severe right pulmonary artery stenosis (white arrow). D. A stent
partially slipped from the balloon catheter over 0.018 inch guidewire. E. The stent inserted into 9F
sheath over Goose snare loop. F. Right pulmonary artery angiography following Palmaz 8 mm/15

mm stent deployment.



