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Reel Syndrome: A Rare Complication in a Patient
with Recent Endocavitary Pacemaker Implantation

We present the case of a 61-year-old male patient with
a history of systemic hypertension under treatment
with enalapril 10 mg every 12 hours, dyslipidemia,
physical inactivity, overweight (BMI: 27), and acute
myocardial infarction of the inferior wall in 2003, who
was admitted in the emergency room of our hospital
due to syncope. The electrocardiogram (ECG) showed
third-degree AV block with idioventricular rhythm at
35 beats per minute. A Medtronic Adapta ADD-R01
permanent pacemaker was implanted, with its re-
spective Medtronic PJN4103433 atrial electrode lead
and Biotronik Selox ST 60 ventricular electrode lead,
both through the left cephalic vein. Once the proximal
ends of the electrodes were connected, the generator
was placed in a preformed pocket in the left deltopec-
toral region. Intraoperative measurements revealed
proper atrial and ventricular detection and stimula-
tion thresholds. Within 24 hours after implantation,
a chest x-ray showed adequate anatomic position of
the electrode leads, and no detection or stimulation
failures were identified in the ECG in both chambers.
At the pacemaker follow-up 15 days later the patient
referred minor dizziness. Telemetric and electrocar-
diographic evidence of atrial and ventricular stimula-
tion and detection failures were targeted. The chest
x-ray showed atrial electrode displacement to the sub-
clavian vein, and traction on the ventricular lead to
the RA (Figure 1). The ECG showed a third-degree
atrioventricular block with a ventricular escape of
55 beats per minute, causing the patient’s symptoms
(dizziness). Surgical examination was indicated to
reposition both leads. Since the patient’s heart rate

Fig. 1. Chest x-ray showing atrial lead displacement and ven-
tricular lead traction. Rotation of the generator in its transverse
axis and rolling of leads around it (Reel syndrome) can also be
observed.

was dependent on ventricular stimulation, and was
asymptomatic at times, a temporary pacemaker lead
was placed via the right jugular vein as a bridge to
repositioning the electrodes. Chest x-ray showed the
rotation of the pacemaker generator on its own trans-
verse axis with the atrial and ventricular electrodes
rolling around it (Reel syndrome) (See Figure 1).

Surgical examination of the pocket was performed,
both leads were repositioned, and the pacemaker gen-
erator was fixed to the fascia of the pectoralis muscle.
The patient recovered without further complications
after 6 months of follow-up.

We consider it important and useful to review the
terminology order about macro-dislodgement of endo-
cavitary pacemaker leads, which would be distributed
as follows and is outlined in Figure 2:

Twiddler’s Syndrome: Retraction and dislodge-
ment of leads due to device generator rotation around
the axis defined by the lead. Although patient’s exter-
nal manipulation can facilitate the process, it is not
necessarily a condition. Due to the rotational move-
ment of the generator, the lead rolls like a braid, show-
ing a defined and characteristic aspect.

Reel’s Syndrome: This is the one described in our
case, and it is defined as lead retraction and dislodge-
ment due to a rotating movement of the generator
over its sagittal axis, causing the lead to roll as a reel
or yo-yo over, below or around the generator. Due to
the mechanism in both the Twiddler and the Reel syn-
drome, all the leads —in case there are several- would
be affected to a greater or lesser extent.

Ratchet Syndrome: Lead retraction and dislodge-
ment due to progressive lead displacement through
its fixation parts or protector sleeves, facilitated by
movements of the ipsilateral arm and due to incom-
plete lead fixation to the protector sleeve, but without
generator rotation over any of its axes. In this case,
the problem could involve all system leads in a patient
or, more commonly, only one of the leads, with all the



50

ARGENTINE JOURNAL OF CARDIOLOGY /VOL 85 N° 1/ FEBRUARY 2017

Twidcler

)

Fig. 2. Outline of each of the mechanisms of lead macro-dis-
lodgement.

others in normal position; this is a key finding for
identifying the Ratchet syndrome and distinguishing
it from the other two lead macro-dislodgement syn-
dromes. (1)

In our case and in the others described above, the fi-
nal result is the displacement of electrode leads and the
loss of atrial and/or ventricular stimulation. The symp-
toms include dizziness, syncope or presyncope, and
may even be life threatening for patients whose heart
rate absolutely depends on pacemaker stimulation.

Reel’s syndrome is a rare entity. Like Twiddler’s
syndrome, it is due to similar, but not identical mecha-
nisms, which easily leads to confusion. The difference
lies in the rotation axis of the pacemaker: when rota-
tion occurs around the longitudinal axis, it is defined
as ‘Twiddler syndrome’, while in the ‘Reel syndrome’,
it rotates around the transverse axis. The first mecha-
nism causes electrode lead displacement and/or frac-
ture; the second mechanism only causes the displace-
ment of those elements. The Ratchet syndrome is
slightly more common. Female gender, a large pace-
maker ‘pocket’, obesity or excessive subcutaneous fat
tissue, and voluntary or involuntary manipulation of
the pacemaker ‘pocket’ are contributing factors. (2, 3)
It is an entity easily diagnosed with chest x-ray, which
shows the displaced leads rolling around the pace-
maker generator. (4) In our case, the lack of fixation
of the device to the surrounding tissues, which is not
frequently performed in our service, together with the
patient’s voluntary manipulation of the device played
a key role in causing this syndrome. It is possible to
prevent this phenomenon by fixing the lead and gen-
erator to the muscular fascia with a stitch, and by
making a small ‘pocket’.
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Management of Coronary Perforation and its
Complications during Angioplasty in a Patient
with Systemic Lupus Erythematosus

Coronary artery perforation is one of the most se-
vere complications during percutaneous translumi-
nal coronary angioplasty (PTCA). Its incidence is low
and varies according to lesion characteristics, type of
procedure and clinical history of the patient. It may
present with different degrees of severity, the most
complicated being coronary perforation (CP) to the
pericardium, as it produces fast development of he-
mopericardium resulting in cardiac tamponade (CT)
needing, in some cases, emergency pericardiocentesis.
Moreover, systemic lupus erythetamotosus (SLE) is a
multisystemic inflammatory disease affecting the cor-
onary arteries, increasing atherosclerotic disease and
predisposing to arteritis and coronary thrombosis.

We present the case of a 45-year-old female patient
with a history of SLE who, during an emergency an-
gioplasty due to non-ST-segment elevation myocardial
infarction (NSTEMI), suffered CP which progressed
to CT requiring drainage.

The patient had a history of untreated hypertension
(HTN), SLE with 9-year of treatment abandonment
and one-month progressive chest pain. She presented
at the emergency room for burning chest pain of 8/10
intensity, lasting 30 minutes, that started in functional
class (FC) II and persisted in FC IV, 12 hours before
presentation. On admission, she was hemodynamically
stable, with high blood pressure (160/90), asymptom-
atic for angina and dyspnea. The electrocardiogram
revealed sinus rhythm at 80 bpm and negative T in V1-
V6. Troponin dosage showed a positive value of 0.11 g/
ml. Full medical treatment was initiated. A coronary
angiography of the left anterior descending coronary
artery (LAD) performed due to recurrent angina symp-
toms revealed critical, segmental blockage, involving
its proximal and medial third (Figure 1 A and B) and
moderate blockage in the medial third of the circumflex





