
Abstract 

A 64-year-old man underwent ablation for atrioventricular node reentry tachycardia. After 1 month, he 
presented to the emergency room with increasing dyspnea, chest pain, and shock secondary to cardiac 
tamponade. Contrast-enhanced computed tomography showed a foreign body in the right ventricle, 
with significant pericardial effusions. He underwent emergency cardiac surgery for removing the for-
eign body. It was identified as a torn catheter sheath.
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Introduction
The mechanical complication after the 

catheter maneuver has been reported in the 
literature [1-4]. Pulmonary artery injury, 
superior vena caval injury and right ventric-
ular perforation have been reported. This 
article presents an occurrence of delayed 
tamponade that developed 1 month after 
ablation.

Case report
A 64-year-old man was brought to the 

emergency department for increasing dysp-
nea, chest pain, and shock. He had a his-
tory of palpitations since he was 15 years 
old. He underwent ablation for atrioven-
tricular node reentry tachycardia 1 month 
before entry into a local hospital. The post-
treatment course was uneventful, and his 
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Abstract

Objective: To evaluate the changes in the number of Langerhans Cells (LC) observed in the epithelium of 
smokeless tobacco (SLT-induced) lesions. 
Methods: Microscopic sections from biopsies carried out in the buccal mucosa of twenty patients, who were 
chronic users of smokeless tobacco (SLT), were utilized. For the control group, twenty non-SLT users of SLT 
with normal mucosa were selected. The sections were studied with routine coloring and were immunostained 
for S-100, CD1a, Ki-67 and p63. These data were statistically analyzed by the Student’s t-test to investigate the 
differences in the expression of immune markers in normal mucosa and in SLT-induced leukoplakia lesions. 
Results: There was a significant difference in the immunolabeling of all markers between normal mucosa 
and SLT-induced lesions (p<0.001). The leukoplakia lesions in chronic SLT users demonstrated a significant 
increase in the number of Langerhans cells and in the absence of epithelial dysplasia. 
Conclusion: The increase in the number of these cells represents the initial stage of leukoplakia. 
Key words: Smokeless tobacco, leukoplakic lesions, cancer, langerhans cells, chewing tobacco.

Introduction

Among tobacco users, there is a false be-
lief that SLT is safe because it is not burned, 
which leads many people to quit cigarettes 
and start using SLT [1]. However, SLT con-
tains higher concentrations of nicotine than 
cigarettes and, in addition, nearly 30 carci-
nogenic substances, such as tobacco-specific 
N-nitrosamines (TSNA), which is formed 
during the aging process of the tobacco, [2-4] 
and which presents high carcinogenic poten-
tial. Moreover, because the tobacco has direct 

contact with the oral mucosa and creates a 
more alkaline environment, its products may 
even be more aggressive to tissue [5]. The 
percentage of SLT users is lower compared 
to cigarette users; however, usage is increasing 
among young individuals and it is therefore a 
significant and disturbing danger [6,7]. 

Initial studies on the effects of SLT on the 
oral mucosa demonstrated the formation of 
white lesions induced by chronic exposure to 
tobacco, characterized by epithelial thicken-
ing, increased vascularization, collagen altera-
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symptom had improved at discharge. At presentation, 
the patient was alert and in distress. The pulse was 80 
beats/min, blood pressure was 64/43 mm Hg, and his 
temperature was 35.60C. Physical examination was no-
table for cyanosis, diaphoresis, cold clammy skin and 
jugular venous distention. Echocardiography revealed 
significant pericardial effusions with diastolic collapse 
of the right atrium. Contrast-enhanced computed to-
mography (Figure 1) revealed no aortic dissection and 
a linear opacity in the pulmonary artery originating in 
the right ventricle and terminating in a proximal of the 
main pulmonary artery. The linear opacity did not ap-
pear to be causing disruption of flow nor thrombosis. 
However, the lower end of linear opacity appeared to 
be penetrating the right ventricular wall. 350ml drain-
age of pericardial effusion by pericardiocentesis and ag-
gressive fluid replacement stabilized blood pressure to 
130/80 mm Hg. Because of the concern of cardiac tam-
ponade and further migration, we selected to remove 

Figure 2. A) A small laceration (arrow) in the main pulmonary ar-
tery that was not currently bleeding. B) A small laceration (arrow) in 
the right ventricular wall that was not currently bleeding.

Figure 1. Sagittal view of contrast-enhanced computed tomography 
demonstrating linear opacity (arrow). The lower end of linear opac-
ity appeared to be penetrating the right ventricular wall.

Figure 3. A torn catheter sheath (arrow) in the right ventricle.

Figure 4. Pathologic image of removed torn catheter sheath.
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the foreign body.
The operation was performed through a median 

sternotomy with the use of cardiopulmonary bypass 
with moderate systemic hypothermia (28–30ºC). Af-
ter draining dark red blood and a clot surrounding the 
heart, exploration around the heart revealed a small 
laceration in the main pulmonary artery and right 
ventricular wall that was not currently bleeding (Fig-
ure 2a,b). After a right atrium incision, a torn catheter 
sheath was detected and carefully removed (Figure 
3,4). A sheeted biological tissue adhesive was placed 
to repair the laceration. The patient was transferred 
to the surgical intensive care unit and the postopera-
tive course was uneventful. He discharged 9 days after 
surgery. At the 20-month follow-up, the patient was in 
good health.

Discussion
Some previous cases have reported the cardiac 

tamponade with right ventricular perforation after 
pacemaker placement [1,2], pulmonary artery perfo-
ration after pulmonary angiography [3] and superior 
vena cava perforation after central venous interven-
tions [4]. The cause of this patient’s perforations was 
undoubtedly the torn catheter sheath penetrating the 
right ventricle and pulmonary artery. The major factor 
governing the perforation of tissue by a catheter sheath 
appears to be the stiffness of the material. Although it 
is not clear when the catheter sheath became lodged in 
the right ventricle and pulmonary artery in this case, 
acute cardiac tamponade caused by a torn catheter 
sheath 1 month after ablation is a comparatively rare 
case. An appropriate combination of pericardiocen-

tesis, drain placement, aggressive fluid replacement, 
blood transfusion and snaring of the foreign body with 
a catheter might treat acute cardiac tamponade in this 
case; however, prompt and certain multidisciplinarity 
with a thoracotomy procedure was needed to save the 
patient with this type of initial presentation.

Conclusion
Migration of a torn catheter sheath is a well-estab-

lished yet rare complication of ablation. We described 
the delayed tamponade associated with a torn catheter 
sheath.  It is essential to avoid leaving a foreign body 
after a catheter procedure.
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