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To the future with healthy hearfs WITH INTERNATIONAL PARTICIPATION

Dear Colleagues,

The Turkish Society of Cardiology plans to organize various educational programs and activities
throughout the year, as well as to hold the National Cardiology Congress in October, at a level worthy
of our 56th year.

We plan to present the rich content of our activity, which is one of the leading scientific congresses at
national and international level, with a wide range of satisfying scientific programs and various social
activities to address all of our participants.

Our goal,isto make our congress one the leading cardiology meetings of the region. This year's congress
will be attended by colleagues from other continents as well as colleagues from the European Society
of Cardiology member countries. We expect the attendance to our congress, which was more than 3000
people last year, to further increase this year. We have strived to prepare the best program for you in
our congress. We will update and discuss our latest information on cardiovascular diseases through
“Symposiums”, “Pro/Con Discussions”and” Howto Do “sessions. We have expanded our “Cardiology in
Daily Practice “sessions to cover all cardiology practice under the title” Young Cardiologists Sessions”.
We will improve our skills as well as our knowledge with certified Interactive Courses, the number of
which we have increased due to tremendous level of intense interest shown last year.

Distinguished speakers and discussants who has contributes to the development of cardiology practice
from all our Turkey and the world will take place in each session.

We believe that our joint sessions with ESC, ACC, Turkic World Association of Cardiology, EACVI, EHRA
and EAPCI will be carefully followed.

Our congress, which has strengthened by the more international participations this year, will also have
continous medical education credit by Turkish Doctors Association.

We will be pleased to see you in our congress.

Looking forward to welcoming you between 3 —6 October 2019 at the 35th International Participation in
Turkish Cardiology Congress, to share our knowledge.

Yours Sincerely,

Prof. Mustafa Kemal Erol, M.D. Prof. Vedat Aytekin, M.D.

President of TSC President Elect of TSC
Chair, Scientific Committee
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Degerli Meslektasim,

Tiirk Kardiyoloji Dernegi yil boyunca cesitli egitim programlari ve etkinlikler diizenlemenin yani sira her
zaman oldugu gibi Ekim ayinda Ulusal Kardiyoloji Kongresini 56. yila yakigir bir seviyede gerceklestirmeyi
planlamaktadir.

Hem katilimci sayisi hem yiiksek kalitedeki bilimsel igerigi ile ulusal ve uluslararasi diizeyde dnde
gelen bilimsel Kongrelerden biri olan aktivitemizin zengin igerigini tim katimcilarimiza hitap
edecek genis bir yelpazede doyurucu bir bilimsel program ve degisik sosyal etkinlikler ile sunmayi
planlamaktadir.

Kongremizi Kardiyoloji alaninda bélgenin lider toplantisi yapma hedefimiz devam etmektedir. Bu yil
gerceklestirecegdimiz kongremize Avrupa Kardiyoloji Dernegi iiye iilkelerinden meslektaglarimizin
yani sira baska kitalardan meslektaslarimiz da katilacaklardir. Gegen yil 3000'e yakin kisinin katildigi
kongremize katihmin bu yil daha da artmasini bekliyoruz. Kongremizde sizler i¢in en iyi programi
hazirlamaya gayret ettik. “Sempozyumlar”, “Karsit Goriis” ve “Nasil Yapalim” oturumlan ile kalp-
damar hastaliklariyla ilgili son bilgilerimizi giincelleyip tartisacagiz. “Giinliik Uygulamada Kardiyoloji”
oturumlanimizi “Geng Kardiyologlar Oturumlan” bashgi altinda tiim kardiyoloji pratigini kapsayacak
sekilde genislettik. Gegen yillardaki yogun ilgi nedeniyle sayisini artirdigimiz, sertifika verilen “interaktif
Kurslar” ile bilgilerimizin yani sira becerilerimizi de gelistirecegiz.

Her oturumumuzda Tiirkiye'den ve diinyadan konularinda biiyiik agirhgi olan degerli konugmacilar ve
tartismacilar yer ahyor. ESC, ACC, Tiirk Diinyasi Kardiyoloji Birligi, EACVI, EHRA ve EAPCI ile ortak
oturumlarimizin dikkatle izlenecegine inaniyoruz.

Uluslararasi boyutu bu yil daha da giiclenen kongremiz yine TTB tarafindan kredilendirilecektir.
Kongremizde sizleri de aramizda gérmekten memnuniyet duyacagiz.

3 — 6 Ekim 2019'da 35. Uluslararasi Katilimh Tiirk Kardiyoloji Kongremizde bulusmak, bilgilerimizi
paylagmak, dilegi ve saygilarimizla,

Prof. Dr. Mustafa Kemal Erol Prof. Dr. Vedat Aytekin

Bagskan Gelecek Baskan
Bilimsel Kurul Bagkani
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Valve-in-valve-in-valve TAVI islemi: TAVI dislokasyon
komplikasyonu ile mucadele

Emre Ozdemir, Sadik Volkan Emren, Ugur Kocabas, Cem Nazli

Izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi, Izmir

Giris: TAVI islemi cerrahiye alternatif olarak 2004’te ilk tamimlanma sonras1 gelismeye devam
etmektedir. Geligen yeni teknolojilere ragmen TAVT halen bir ok komplikasyon barindirmaktadir.
TAVI'nin %1’in altinda goriilen komplikasyonlari i¢inde kapak dislokasyonu, aortik annuler riip-
tur, cihaz embolizasyonu, and aortik diseksiyonu sayilabilir. Bunlardan biri olarak kapak dislokas-
yonu sonrasi, toplam 3 kapak implantasyonu ile, komplikasyonun basarili yonetimi sonulacaktir.
Olgu: Yetmis yasinda erkek hasta, 2009 da opere CABG. TTE’de aorta kapakta 69/39 mmhg gra-
dinet kapak alami 0.8 cm?. KAG’de RCA %100, RCA- SVG:gudiik, Cx instent %40 lezyon distal
damarlar ince ve diffiz hasta, LAD %100, LIMA-LAD agik saptanmasi tizerine KDC-Kardiyoloji
konseyde goriisuldii. Koroner igin tibbi ve ciddi AD i¢in TAVI Kkarar1 verildi. Hastaya 20 mm balon
sonrast 29 Portico kapak implante edildi. Aortografide 2 derece paravalviller AY olmasi nedenli
25 mm balon ile post dilate edildi. Post dilatasyon sonras1 TEE’de Hafif paravalviiler AY, 4 mmhg
gradinet olmasi nedenli iglem sonlandirld: (Sekil 1). Hastaya AVTB nedenli DDD-KPM implante
edildi. Hastanin YB takibinde 2. giinde akciger odemi ve diastolik TA dususii sonrasi TTE’de
ciddi(4) paravalvuler AY izlendi. Kapagin dislokasyonu nedenli valve-in-valve TAVI karar1 alindi.
Aortografide TAVI kapaginin LVOT’ disloke oldugu goruldii.Kateter ile kapak gegildi. 29 no Po-
rotico ikinci bir kapak bir dnceki kapak icinde acilarak kontrollii olarak birakildi. Ancak birakma
sonrasi bu kapaginda birinci kapagn distline artoya disloke (pop-up) oldugu ve paravalviller AY
nin 2-3 derece olarak devam ettigi izlendi (Sekil 2). Hastanim diastolik TA disukluguniin sebati
nedenli 3. bir 29 no Portico kapak valve-in-valve-in-valve olarak diger iki kapagin igine yerlesti-
rildi. Ugnct kapak sonrasi paravalviiler minimal AY izlendi ($ekil 3). Diastolik TA 68 mmHg’ya
yuikselmesi nedenli iglem bagarili olarak sonlandirildi. Hasta 1. haftada 15/4 gradient ve TTE’de
paravalviller AY (Sekil 4) olmaksizin sifa ile taburcu edildi.

Sonug: TAVI dislokasyonlarinda ikinci kapak implantasyonu soz konusu olabilir, gene dejene-
re bioprotez kapaklarda valve-in-valve olarak tanimlanan, re-do op i¢in yiiksek riskli hastalarda
TAVI iglemi kullanim bilgileri de literatirde mevcuttur. Klinigimizde yapilan TAVI iglemi sonrasi
kapagin iglem sonrasi yer degistimesi ile ciddi paravalviler AY ve hastaninkliniginde bozulma
izlenmesi uzerine, kapak igine ikinci bir kapak karari alinmig, ancak ikinci kapaginda pop-up ol-
masi nedenli 3. bir kapak ile ancak islem sonlandirilmigtir. Hastada kapagin LVOT a migrasyonu
nedenli AVTB olmasi ile kalict KPM implantasyon endikasyonu dogmustur. TAVI gunuimiuzde
giderek artan siklik ve genisleyen endikasyonlar ile kullaniimaktadir. TAVI ile alakali kompli-
kasyon ¢oziimleri deneyimlerle sinirl ¢oziim siiregleri gerektirmkte olup, vakamiz 3 tane kapak
implantasyonu ile ¢ozulen bilgimiz dahilinde ilk sunulan vaka niteligindedir.

b 3 C |
i b4

Sekil 1. (A) Kapak kontrollii olarak agilmakta, (B) kapagin birakilmasi sonrasi aortografide ciddi paraval-
viller AY izlenmekte, (C) kapaga post dilatasyon yapilmakta, (D) post dilasyon sonrasi paravalviller AY
hafif olarak TEE’ de izlenmektedir.

Sekil 2. (A) Ikinci kapak kontrollii olarak birakiliyor, (B) birakilma
sonrasi kapak pop-up olmasi nedenli 3 derece AY izleniyor.

Sekil 3. (A) Ugiincti bir kapak alinarak diger iki kapagin arasina kont-
rollii olarak birakiliyor, (B) Ugtincii kapak implantasyonu sonras hafifi
paravalvuler AY olarak islem sonlaniyor.

Sekil 4. Hastanin taburculuk oncesi
TTE’sunda paravalviler AY izlenmiyor.

35. Uluslararasi Katilimli Turk Kardiyoloji Kongresi
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Midventrikiler obstriiksiyon- apikal anevrizma, miyokardiyal
“bridging” ve diffuz koroner spazm - seyrek goriilen

anomali birlikteligi

Kamal Isgandarov

Eskigehir Anadolu Hastanesi, Kardiyoloji Boliimii, Eskisehir

Girig: Hipertrofik kardiyomiyopati (HKMP) istenilen goruntuleme yontemi ile miyokardin
yiklenmesine neden olacak durumlarin yoklugunda miyokardin herhangibir segmentinin =15
mm kalinlikta olmasi ile kararkterize kalitsal kalp hastaligidir. Sol ventrikul ¢ikis yolu (LVOT)
obstritksiyonu HKMP’de iyi bilinen ve ¢okca calisilmasimna karsin midventrikiiler obstriksiyon
(MVO) siirl sayida vaka serilerinde gosterilmis ve az sayida ¢calismaya konu olmustur. Olgumuz
MVO’lu apikal anevrizmasi bulunan LAD ‘de MB mevcut olan ve RCAda yaygin spazmi olan
egitici bir olgudur.

Olgu: Altmus sekiz yasinda kadin hasta acil servise 5-6 saatlik ¢arpinti ve yanic1 gogiis agirsi ile
basvurdu. Hasta son 3-4 aydir efor dispnesi, retrosternal yanma sikayetlerinin oldugunu, nadi-
ren bunlara carpmtinin da eslik ettigini bildirdi. Fizik muayenede nabiz 135/dk, tansiyon 128/76
mmHg olarak goruldi. Cekilen EKG’de ritmin AF oldugu izlendi (Sekil 1). Troponin ve CK-MB
normal olarak saptandi. Acil servisde spontan siniis ritmi sonrasi (Sekil 2) yapilan ekokardiyog-
rafide apikal akinezi, MVO (max grad 99 mmHg) izlendi (Sekil 3). Yapilan koroner anjiografide
LAD mid bolgede %99 darlik yapan miyokardiyal “bridge” izlendi (Sekil 4). KAG sirasinda has-
tanin gelis sikayetleri tekrarlayinca sag sisteme oturmadan tekraren sol sisteme oturuldu. Ancak
onceki goruntu ile ayn1 oldugu izlendi. Bunun tizerine agr1 aninda sag sisteme oturuldu, RCA’da
diffuz spazm oldugu izlendi ($ekil 5). Yaklagik 600 mcg nitrat sonrasi hasta agrisinin tam gegtigini
bildirdi ve kontrol filmde spazmin ¢ozuldugu izlendi (Sekil 6). Metaprolol 50 mg 2x1, warfarin
5 mg Ix1, ramipril 2,5 mg 1x1/2 regete edilip 1 hafta sonra kontrole ¢agirildi. Ancak hasta 2 giin
sonra poliklinige istirahatte retrosternal yanma ile bagvurdu. Bunun uizerine metoprolol kesilip
ditiazem sr 120 mg 2x1 baglandu. 1 hafta sonra kontrolde eforda bile gogiisde yanmanin olmadigi,
EKO’da MVO gradiyentinin 93 mmHg,tansiyonun 130/80 mmHg oldugu goruldu. 1. ay kontrol
EKO’da MVO max. gradiyent 53mmHg (Sekil 7), tansiyon 125/80 mmHg ve eski sikayetlerinin
kalmadig1 izlendi.

Tartigma: Farkli intrakaviter noktalarda segmental hipertrofi ve/veya obstriiksiyon ile birlikte mi-
yosit diizeyinde fibroz ve dizensizlik HKMP’nin esas morfolojik temelini olusturur. HKMP’lilerde
%8-12.9 oraninda MVO mevcut olup, MVO’lularin %25’inde apikal anevrizma gorulmektedir.
MVO’lularda apikal anevrizmanin mekanizmas: tam bilinmesede, midventrikuler gradiyent ne-
deniyle apeksin ig yiikuntin artmasi, oksijen sunumunun azalmasi apikalde incelme-fibroz doku
olusumuna yol agtig1 disuniilmektedir. HKMP’de miyokardiyal “bridge” (MB) prevelansi %30
civarindadir. MVO’lu apikal anevrizmali olgularda MB prevelansi bilinmemekle birlikte, literatur-
de MVO’lu apikal hipertrofisi bulunan MB’li iki olgu bildirilmistir. Olgumuz, bilgimize gore lite-
ratuirde MVO’lu apikal anevrizmas: mevcut ve beraberinde MB ve de bagka bir koronerde diffuz
spazmla bagvuran ilk olgu niteligi tasimaktadir.

Sekil 1. Acil servis AF’li EKG.

Sekil 2. Spontan siniis ritmi sonrasi
EKG

Sekil 3. Ilk EKO ve cw doppler goritiisii.

Sekil 4. LAD BRIDGE. Sekil 5. RCA diffuz spazm. Sekil 6. RCA perlinganit sonrasi.

Sekil 7. Birinci ay kontrol cw doppler.
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Situs inversus totalis olan dekstrokardili hastada atriyal septal
defekt kapatilmasi

Emine Gazi, Ahmet Barutgu, Ercan Aksit, Emir Volina, Cengiz Demir
Canakkale Devlet Hastanesi, Kardiyoloji Klinigi, Canakkale

Olgu: Kirk yedi yaginda kadin hasta safra kesesi operasyonu hazirlig: sirasinda situs inversus to-
talis ve dekstrokardi tanisi olmasi nedeniyle kardiyolojik degerlendirme i¢in yonlendirildi. Anam-
nezinde NYHA simf 2 efor dispnesi ve carpinti tarif eden hastanin fizik muayenesinde sag sternal
kenarda 2/6 siddetinde sistolik ufurim ve S2 de sabit ¢itflesme mevcuttu. Elektrokardiyografisine
normal sinus ritmi gorildii, patolojik bulguya rastlanmadi. Transtorasik ekokardiyografide, kalbin
sag tarafta yerlesimli oldugu goruldu, sag kalp bosluklarinda dilatasyon ve interatriyal septumda
sekundum tip defekt tespit edildi. Transozefageal ekokardiyografide (TEE) interatriyal septumda
15 mm genisliginde sekundum tip Atriyal Septal Defekt (ASD) saptandi (Sekil 1). Posteroinferior
rim 12 mm, posterosuperior rim 6 mm, anteroinferior rim 5 mm ve aortik rim 6 mm olarak olgil-
dir. Qp/Qs 1.6 olarak hesaplandi. ASD’nin perkutan yolla kapatilmasi planlandi. Isleme sedasyon
altinda baglandi. Sag femoral vene 7F sheat yerlestirildi. Multipurpose (MP) SF kateter, 0.035
hidrofilik tel ile sag atriuma ilerletildi. Islem projeksiyonlar: ve manevralari standart bir islemin
ayna goruntusu seklinde yapildi. TEE goruntulemesi esliginde, LAO 20° ve cranial 30° pozisyonda
ASD’ den sol atriuma gegildi. Hidrofilik tel ¢ikartlarak 0.035 stiff tel MP kateterden ilerletildi, pul-
moner vene parkedildi. Kateter ve sheat ¢ikartilarak 12F tagtyici sistem tel tizerinden sol atriuma
ilerletildi. 20 mm ASD kapama cihazi (Occlutech) sisteme yuklenerek tasiyic kateter uizerinden
sol atriuma gonderildi. TEE esliginde 130° kisa eksen goruntilemede sol atrial disk acilarak de-
fekte yerlestirildi. Ardindan anjiyografide anteroposterior pozisyonda sag atrial disk agildi (Sekil
2). TEE de defektten gecis olmadig: gorildiu. Minnoseta manevrasi angiyografik olarak sol anterior
oblik 25° caudal 20°*de ve TEE 30° uzun eksen, 90° bikaval, 130° kisa eksen ag¢ilanmalarda goriin-
taleme esliginde yapildi. Cihazin iyi yerlesmis oldugu, defektin tam kapandigi goraldukten sonra
cihaz serbestlestirildi. Tagtyici sheat ve sistem ¢ikartilarak femoral vene 10F sheat yerlestirilerek
islem basariyla sonlandirildi.

Sonug: Dekstrokardi hastalarinda konjenital anomaliler goriilebilmektedir. Bu vakada, dekstrokar-
di hastalarinda yapilacak girisimler planlanirken standart prosedurlerin ayna goruntiisintin kulla-
nilmasi gerektigini ve bu sekilde islemlerin bagarili sekilde yapilabilecegi gosterilmistir.

Sekil 2.

Sekil 3.
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A successful transcatheter closure of tricuspid paravalvular
leak in a patient with bioprosthetic tricuspid valve
under the 3D TOE guidance

Emir Karacaglar, Ayse Colak, Arzu Neslihan Akgun, Alp Aydinalp, Leyla Elif Sade
Department of Cardiology, Baskent University Faculty of Medicine, Ankara

The closure of periprosthetic paravalvular leak through percutaneous approach has been consid-
ered a useful alternative to re-operation. In this report, we describe a successful transcatheter clo-
sure of tricuspid paravalvular leak in a patient with bioprosthetic tricuspid valve under the 3D
TOE guidance. Our patient was a 63-year-old woman with a history of aortic valve replacement
(AVR, 19 mm Bjork Shiley) and mitral valve replacement (MVR, 25 mm Bjork Shiley) at 1989.
Over the years she has developed symtoms of significant right heart failure; dyspnea, pretibial
oedema and ascites. In 2014 she underwent bioprosthetic tricuspid valve replacement (31 mm,
Medtronic Hancock). Postoperatively, she continued to have signs and symptoms of right heart
failure with ascites and lower extremity edema but symptoms were resolved with diuretic therapy.
Within the last 6 months her symptoms recurred despite diuretic therapy. Transthoracic (TTE) and
transoesophageal (TOE) echocardiography revealed significant tricuspid paravalvular leak (PVL)
with severe dilatation of the right atrium. Peak gradient accross the tricuspid valve as 10.3 mmHg
and mean gradient 4.5 mmHg. On 3-dimensional (3D) TOE the PVL was mapped at a superior
medial location adjacent to interatrial septum (Figure 1, Video clip 1). Right ventricular function
was mildly depressed. The prosthetic mitral and aortic valve were functioning normally with no
significant obstruction or regurgitation. The laboratory evidence of hemolysis was absent. Since
the patient had already undergone 2 previous cardiac surgeries, the heart team decided to perform
transcutaneous repair instead of a redo surgical repair given high risk (EUROSCORE II- 4.94%).
The procedure was undertaken under general anesthesia with real time 3D TOE and fluoroscopy
guidance. Right femoral venous access was used. Heparin was applied with a target ACT of 250-
300 seconds and appropriate antibioprophylaxis was administered. The defect was crossed with a
hydrophilic 0.035" guidewire over a 6 Fr Cournand catheter then exchanged to a 7Fr right Judkins
guiding catheter. Two exchange length wires were placed to the apex of right ventricule through
the guiding catheter and guiding catheter was removed. Two Amplatzer Duct Occluder IT (St. Jude
Medical) devices were implanted with standard vendor delivery systems as shown in Figure 2.
Proper positioning of the device was confirmed by 3D TOE (Figure 3). After demonstrating that
the device did not interfere with tricuspid valve function, and that the amount of paravalvular leak
was significantly decreased, the devices were deployed and no residual paravalvular flow was
observed. No complication occurred and patient was discharged from hospital on the next day. In
8-week follow- up the patient’s functional capacity improved to NYHA class II. On TTE there was
no residual tricuspid paravalvular regurgitation.

Figure 1.

Figure 2.

Figure 3.

Figure 4.
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Transfemoral implantation of a balloon expandable
valve in a direct flow valve

Bilge Duran Karaduman, Huseyin Ayhan, Yunus Emre Ozbebek, Muhammed Yunus Calapkulu,
Hatice Vargeloglu, Murat Akgay, Nihal Akar Bayram, Tahir Durmaz, Telat Keles, Engin Bozkurt

Department of Cardiology, Ankara Yildirum Beyazit University Faculty of Medicine,
Ankara City Hospital, Ankara

Background: Aortic Stenosis (AS) is the most common form of valvular heart disease worldwide.
In SAVR patients’ valve usually have replaced with either a bioprosthetic or mechanical valve. How-
ever, the trend toward greater prevalence of bioprosthetic valve use has been dramatic over recent
years. There is a major disadvantage of all bioprosthetic valves of SAVR and TAVI are the risk of
early degeneration, which leads to valve dysfunction and need to re-operation which significantly
increase the risks of mortality or major morbidity following redo SAVR.Valve-in-valve transcath-
eter aortic valve implantation (ViV TAVI) has been approved for high risk patients with surgical or
transcatheter bioprosthetic valve degeneration, as a safe and effective alternative to reoperation. We
report a case of transcatheter ViV implantation wherein a previously implanted transfemoral 25-
mm nonmetallic Direct Flow valve treated with ViV TAVI intervention using Edwards Sapien XT.
Method: Patient was an 81-year-old hypertensive female referred with severe AS and progressive
dyspnea New York Heart Association (NYHA) Class III. Three years ago she underwent TAVI with
a 25 mm Direct Flow bioprosthesis because of the high surgical risk. Transthoracic echocardiog-
raphy demonstrated recurrent aortic valve stenosis (effective orifice area (EOA); 0.62 cm?) with a
mean gradient of 46 mmHg with mild aortic regurgitation, increased systolic pulmonary artery pres-
sure and a preserved LV-EF (55%). Multislice cardiac computed tomography scan and Transesopha-
geal echocardiography showed that degeneration of bioprosthetic valves with extensive calcification
without thrombus and vegetation. Although there was no any explanation for this severe calcifica-
tion such as renal dysfunction or history of radiation therapy in this short time after the TAVIL. She
was re-evaluated by the heart-team and ViV TAVI via a transfemoral approach was recommended.
Results: After evaluation we performed a transfemoral ViV-TAVI under local anesthesia using a 23
mm Edwards Sapien XT bioprosthesis without predilatation under rapid ventricular pacing (Figure
1). But the valve was not expanded enough. Therefore, we decided to do postdilatation with 25 mm
aortic balloon (Figure 2). At the final aortography there was no severe paravalvular leak and after
the procedure, mean aortic valve gradient decreased from 46 to 14 mm Hg (Figure 3). There were
no complications and patient was discharged 2 days post procedure. At 1-month follow-up patient
now has NYHA class I symptoms with no regurgitation seen on transthoracic echocardiography.
Conclusion: To the best of our knowledge, this is the second report of ViV TAVI successful im-
plantation of a balloon expandable Edwards Sapien XT valve in a Direct Flow valve.

Figure 1. ViV-TAVI using a 23 mm Edwards Sa- Figure 2. Postdilatation with 25 mm aortic bal-
pien XT bioprosthesis without predilatation under loon.
rapid ventricular pacing.

Figure 3. No severe paravalvular leak and after
the procedure.
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Transcatheter aortic valve in left ventricle, problems not always
solved by catheter intervention

Beytullah Cakal, Sinem Cakal, Ibrahim Oguz Karaca, Mehmet Onur Omaygenc,
Ozgur Ulas Ozcan, Aydin Yildirim, Irfan Bartugu, Bilal Boztosun,
Filiz Kizilirmak, Zafer Guiven, Hac1 Murat Gunes

Department of Cardiology, Istanbul Medipol University Faculty of Medicine, Istanbul

Surgical intervention is performed for most cases when transcatheter valve has fallen in left ven-
tricle, but some cases were treated by valve-in-valve transcatheter aortic valve implantation. We
describe 81 year old patient in whom a 26-mm Edwards SAPIEN XT valve migrated into the left
ventricular followed by 16 F Sheath breakage during attempts for retrieval of ruptured valve bal-
loon. Surgical extraction of whole delivery system and valve in left ventricle was performed and
sutureless valve implanted successfully during operation.
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Figure 1. Aortic valve fallen into the left ventricle. Figure 2. Aortic valve floating in the left venricle.

Figure 3. Ruptured balloon valve displaced from the car-
rier system.

Figure 4. Removal of the valve from inside
the left ventricle in the operating theater.

Figure 6. The piece of ruptured balloon valve
removed during the surgery from the fragmented

Figure 5. Edwards valve in surgeon’s hand. carrier system.
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Interrupted-kesintili- inferior vena caval hastada femoral
yaklagimla basarilh perkutan atrial septal defekt kapama

Ismail Balaban, Ahmet Karaduman, Elnur Alizade
Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Aragtrma Hastanesi, Istanbul

1zole sekundum atriyal septal defektin (ASD II) perkiitan kapatilmasi, yeterli rimleri olan hastalarda
oncelikli tedavi haline gelmistir. Sekundum atriyal septal defektte perkutan girisimler cogunlukla
femoral ven yoluyla yapilir. Ancak, bazi durumlarda interrupted vena kava (IVC), iliak veya femoral
ven trombozu gibi vakalarda femoral ven yaklagimi guvenilir degildir. Bu durumlarda transhepatik
veya transjuguler yaklagim tercih edilebilir. Literaturde femoral ven girisi kullanilarak kapatilan
yanlizca bir tane eriskin birkag tane de pediatrik ASD II vakas1 mevcuttur. Otuz yedi yasinda kadin
hasta ilerleyici dispne sikayeti ile bagvurdugu kardiyoloji polikliniginde Transtorasik ekokardiyog-
rafide Atrial septal defekt tespit edilmesi uizerine Transozefageal ekokardiyografi yapildi. Hastada
defekt rimlerinin perkutan kapama i¢in uygun oldugu pulmoner venlerin sag atriuma dokuldugu
(4’ de) gorulmesine ragmen inferior vena cavanin hepatik segmenti goriintulenemedi. Hastaya alt
extremiteden vendz damar yolu agilarak bt anjiografi cekildi ve interrupted-kesintili inferior vena
cava tamsi konuldu. Hastanin gegirilmig boyun radyoterapisi olmasi nedeniyle kapama igin tran-
juguler yol tercih edilmedi. Transhepatik yol da abdominal kanama gibi riskleri oldugu igin tercih
edilmedi. Hastanin sag femoral venine 8 f sheat yerlestirildi. AL-2 kateter ve hidrofilik yumusak tel
vasitasiyla defektten gegildi. Burada literaturdeki vakalarda judkins left 4 ve Lima katater kullamil-
masimna ragmen AL-2 katateri tercih ettik. Cinku yukaridan gelisle AL-2 nin multiporpuse katateri
taklit edecegini dusundik, ve telimizi kolaylikla sol tist pulmoner vene yonlendirdik. Mikrokatater
vasitastyla telimizi sert bir hidrofilik telle-0.35 Amplatz Super Stiff- degistirmek istedik. Fakat hem
vena azigosun vena cava superiora dokiilme agis1 hem vena cava superiordan inter atrial septuma
(IAS) gelen ag1 ve pulmoner vene olan agi nedeniyle mitmkiin olmadi. Sert telimizi sol atrium i¢inde
loop yaparak delivery kateterimizi iizerinden yolladik.Sonrasinda occluder cihaz ile defekti kapattik.
Burada dikkat edilmesi gereken bir diger nokta ise; Atrial septal defektleri perkutan kapatirken cihaz
boyutu segiminde kullandigimiz balon sizing yontemini kullanamamizdir. Cinkii telimiz olagan
pozisyonunda degil ve IAS ye dik bir agtyla durmamaktadir. Bu yuzden cihaz boyutu segiminde iyi
ve dikkatli yapilmig ekokardiyografi cok donemlidir. Biz bu olgumuzda literaturde erigkin hastada
daha dnce sadece bir 0rnegi bulunan kesintili inferior vena cavasi olan hastada femoral ven yoluyla
perkutan Atrial septal defektin basarili bir sekilde kapatilmasini sunmak istedik.

Sekil 1. AL-2 katater yardimiyla teli sol ist pulmoner ven
yonlendirilmesi.

Sekil 2. BT anjiografi coronal kesitte
yukariya vena azygos vasitasiyla uzanan
inferior vena cava.
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Sekil 3. BT anjiografi sagital kesitte vena azygos
vasitasiyla superior vena cavaya dokulen IVC.

Sekil 4. Delivery sheatin sol atriuma yonlendi-
rilmesi.

"

Sekil 5. Occluder cihazin yerlestirilmesi. Sekil 6. Superstiff telin loop yapilmasi.

L =

Sekil 7. Telin sol iist pulmoner vendeki goriiniimii.
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A fatal complication of heparin-induced thrombocytopenia in
a patient with venous thromboembolism: Concomitant
mitral valve and right ventricle free-wall thrombosis

Ezgi Gultekin Gimer,' Ahmet Guner?
!Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul
*Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 36-year-old male patient was admitted to our emergency department, had dyspnea and swelling
of the right lower extremity. Our diagnosis was deep vein thrombosis and segmental pulmonary
embolism (fig-1a). Transthorasic echocardiogram showed a mild dilated right ventricle and tricus-
pid regurgitation. The patient was treated with intravenous unfractionated heparin. On the third
day of the treatment, the patient became hemodynamically unstable, developed severe dyspnea and
laboratory results showed a significant decrease of his platelet count (from 213x10%/L to 30x10°/L).
Control echocardiogram showed a thrombus on the mitral valve and in the right ventricle (fig.1b-d
and video 1-3). Intravenoz heparin was stopped. Fondaparinux was started and with this therapy
there was a significant increase in the platelet count (from 30x10%/L to 150x10°L). At this point
HITs seemed very likely and the diagnosis was proved by the clinical scoring system. To exclude
other differential diagnosis, a complete body computed-tomographyscan was performed and did
not show any significant pathology. The other tests for the rheumatologic disease, infective endo-
carditis and malignancy markers were normal (except the heterozygote factor-V Leiden mutation
was positive). We could not perform test for HIT antibodies, however, total pre-test probability
score (4 T’s score) was 7 defined as high score (high score: 6-8). During the follow-up, the patient
developed a cerebrovascular event. Cranial CT revealed multiple ischemic infarcts. Herein, we
present an extremely rare thrombotic complication of HIT, involving both the mitral valve and the
right ventricle free wall, it is the first case of its kind to be reported.

Figure 1.
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Simultaneous aortic and tricuspid valve endocarditis
due to complication of sinus of valsalva rupture

Mehmet Ozgeyik, Mehmet Ali Astarcioglu
Kiitahya University of Health Sciences, Kiitahya

A 82-year-old man was referred to cardiology for low grade fever of one week duration, dyspnea,
fatigue and thrombocytopenia. His vital signs were normal with the exception of a wide pulse
pressure. A continuous murmur was heard along his left sternal border. Transesophageal echocar-
diogram revealed a ruptured right coronary sinus of Valsalva into the right atrium, and this resulted
in simultaneous aortic and tricuspid valve endocarditis. Colour Doppler showed a turbulent left to
right shunt through the perforation. The blood culture grew Staphylococcus haemolyticus. The pa-
tient had an uneventful postoperative recovery, and the both valves were clean without any residual
shunting. A rare cause of aorto-right atrial fistula is infective endocarditis. Clinical manifestations
complicated by both a ruptured sinus of Valsalva and tricuspid endocarditis have been reported.
However, endocarditis of both valves occuring in a single patient has rarely been reported. We
reported here on a case of a ruptured sinus of Valsalva that resulted in simultaneous aortic and
tricuspid valve endocarditis through a shunt. We believe that the ruptured sinus of Valsalva with
fistulous formation may have predisposed the patient to endocarditis of the aortic valve; subse-
quently, tricuspid valve endocarditis developed.

Figure 1. Real-time two-di-
mensional transthoracic
echocardiography (subcostal
view) showing both valve

_.‘ vegetations (arrow heads).

-
.

Figure 2. Short-axis view of the aortic valve showing a ruptured right coronary sinus
of Valsalva (arrow head) (A). Color Doppler showing the turbulent flow from the aorta
into the right atrium through the perforation (B). RA=Right atrium; LA=Left atrium;
RCC=Right coronary cusp.
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From stroke and heart failure to the diagnosis of systemic lupus
erythemtosus: A case report

Halil Fedai,' Asuman Biger,' Zulkif Tanriverdi,' Ozcan Kocaturk,?
Mustafa Cetin,'! Mustafa Begeng Tagcanov'

'Department of Cardiology, Harran University Faculty of Medicine, Sanliurfa
2Department of Neuology, Harran University Faculty of Medicine, Sanlurfa

Introduction: Systemic lupus erythematosus (SLE) is a multisystemic autoimmune disease caused
by tissue damage mediated by the immune system. Endocarditis is one of the common forms of
cardiac involvement in patients with lupus and this is a life-threatening complication. The specific
name of endocarditis in SLE is Libman-Sacks. It is characterized by sterile vegetation in the heart
valves and is detected by transthoracic or transesophageal echocardiography. When it is symptom-
atic; the patient may present with heart failure, cerebrovascular embolism, systemic embolism,
and/or secondary infective endocarditis. In this case report, we presented a 28-year-old young male
patient admitted to our hospital with an ischemic cerebrovascular event and heart failure with no
previous diagnosis, then received the diagnosis of Libman-Sacks endocarditis.

Case Report: A 28-year-old male patient admitted to the neurology outpatient clinic with difficulty
in walking, weakness and weight loss. His vital signs were stable, and his physical examination
was normal except of walking disorder. Computerized tomography (CT) showed multiple ischemic
areas on the cerebrum. Patient was referred to cardiology for the suspicion of cardio-embolism. His
electrocardiogram was normal sinus rhythm. Transthoracic echocardiography showed increased
left ventricular size, decreased systolic function (ejection fraction 33%), mild mitral stenosis and
severe mitral insufficiency (video 1-2). In addition, an echogenic structure of 6x7 mm in size was
obtained on the patient’s mitral valve. With suspicion of vegetation, TEE was planned. TEE also
showed similar results with multiple vegetation-matched echogenicity on the mitral valve (Figure
1) (video 3-4). In laboratory analysis, anemia (hemoglobin 9.5 g/dl) and elevated sedimentation
(51) were observed. Blood cultures were negative both basal and during follow up. However, an-
ticardiolipin Ig-G, Ig-M, anti dsDNA, lupus anticoagulant were positive. As a result of these tests,
the patient was referred to the rheumatology and diagnosed as SLE. When all of the findings were
evaluated together, the patient was thought to have Libman-Sacks endocarditis and was referred
to cardiovascular surgery because of symptomatic severe mitral valve failure resistant to medical
treatment. The patient had undergone mitral valve replacement in an external center, and a large
number of vegetations on the valve during surgery and the pathology of the vegetations also con-
firmed the diagnosis of SLE.

Conclusion: In this case report, we aimed to emphasize the importance of echocardiography in the
diagnosis of SLE and Libman - Sacks endocarditis and also one of the reasons why SLE should be
considered in etiology of heart failure in young patients with cerebrovascular event.
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Figure 1. Image of the Libman-Sacks endocarditis Video 1.

in the transeosaphagial echocardiograpghy.

Video 4.
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Renal huicreli karsinom metastazi; Sag atriyal ‘Hamburger benzeri’
kitle ve multi-modaliter goruintileme

Ayse Irem Demirtola,' Sibel Turhan,' Cansin Tulunay Kaya,' Elif Peker,
Anar Mammadli,' Rezzan Eren Sadioglu,’ Eralp Tutar'

!Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
2Ankara Universitesi Tip Fakiiltesi, Radyodiagnostik Anabilim Dali, Ankara
3Ankara Universitesi Tip Fakiiltesi, Nefroloji Anabilim Dali, Ankara

Giris: Kalbin sekonder maligniteleri primerlere gore 20-40 kat daha fazla gorialmektedir. Bunlar
arasinda Renal huicreli karsinom(RCC)metastaslar1 da yer almaktadir. Vena cava inferior (VCI)
yoluyla transvenoz yayilim gostermekte,cogunlukla sag kalpte lokalize olmaktadir. Biz de bu va-
kamizda nefes darligi yakinmast ile bagvuran RCC hastasinda tan1 koydugumuz sag atriyal me-
tastazi ve multi-modaliter goriintilleme teknikleri ile elde ettigimiz demonstratif gortintlerimizi
paylasacagiz.

Olgu: Seksen iki yasinda erkek hasta, seffaf hiicreli RCC,yaygin karaciger ve kemik metastaslari
nedeniyle in-op kabul edilmis, 2 yildir tedavisiz izlenmekte.Bilinen dusik EF kalp yetmezligi,
atriyal fibrilasyon ve hipertansiyon tanilar1 da mevcut. Hasta son 1 aydir artan nefes darlig1 ve
kreatin degerleri nedeniyle nefroloji klinigince hospitalize edilmis. Nefes darligi aragtirilmasi icin
tarafimiza konsiilte edildi. Yapilan transtorasik ekokardiyografide, sol ventrikiil EF %25-30, sPAB:
45 mmHg, ciddi-mitral ve orta-trikiispit yetmezligi izlendi. Ek olarak sag atriyum igerisinde VCI
acilim bolgesinde, heterojen goriinimde, yogun ekojenik, diizgiin konturli 4x3.7 cm ¢apinda kitle
imaji goruldi. Kitlenin orta hattinda vaskuler yapr oldugu dusiniilen muhtemel nekrotik bolge
nedeniyle kitle ‘Hamburger benzeri’goriintuye sahipti (Sekil 1). Subkostal goruntiilerden kitlenin
VCI ile devamhilik gostermesiyle on planda metastas lehine degerlendirildi (Sekil 2). Takiben 3
boyutlu transtorasik ekokardiyografi yapildi,kitlenin ve VCI ile olan baglantinin yuksek goriintii
kalitesinde detayli gorintuleri alindi (Sekil 3). RCC intrakardiyak metastaz on tanisi ile hastaya
kardiyak MR goruntuleme yapild: ve taniy: destekler sekilde sag renal ven, VCI ve sag atriyum
yerlesimli tumor trombusii olarak sonugland: (Sekil 4). Hasta ileri yas, ¢oklu ko-morbidite ile
yiiksek tumor embolisi riskleriyle KVC-Kardiyoloji konseyince tartigilarak medikal izlem karari
verildi, kalp yetmezligi medikal tedavi optimizasyonu ve diiiretik uptitrasyonu yapildi. Hasta 3. ay
kontrolunde klinigi stabil sekilde izleniyor.

Tartisma: Intrakardiyak kitleler primer malignitelerden ¢ok sekonder malignitelere ikincil olarak
gelismektedir. Bunlar arasinda akciger ve meme kanserleri, lenfoma ve malign melanom st sira-
larda yer almaktadir. Yayilim lenfatik, hematojen, transvenoz yolla veya dogrudan yayilim yolu ile
olur. RCC’da akciger, kemik ve karacigerden sonra, ozellikle seffaf hiicreli RCC, %1.3-4.2 siklikla
intrakardiyak metastaz yapmaktadir ve yayilim VCI yolu ile sag kalbe olmaktadir. Cogu hasta
asemptomatik seyretse de, kimi vakada nefes darlig1, oksuriik, periferal odem ile aritmiler ve EKG
degisiklikleri ile kendini gostermektedir. Tedavi segenegi olarak da izole kardiyak metastaz olan
hastalarda palyatif cerrahi rezeksiyon onerilmektedir. Sonug olarak vakamizda oldugu gibi bilinen
malignitesi olan hastalarda yeni gelisimli nefes darligi veya kalp yetmezligi bulgular1 varhginda
kardiyak metastaz akilda tutulmali, eger mumkiinse cerrahi se¢enegi giindeme getirilmelidir.
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Sekil 3.

Sekil 4.
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A case report about cardiac fibroelastoma presenting
with stroke in a young patient

Ozge Cetinarslan, Cem Bostan
Department of Cardiovascular Surgery, Istanbul University Institute of Cardiology, Istanbul

Introduction: Primary cardiac tumors are rare and most of them are benign masses originating
from valvular endocardium. The most common cardiac tumors are mixomas. Cardiac fibroelasto-
mas which constitute 10% of all cardiac tumors are the second most common neoplasms. Papillary
fibroelastomas (PFE) are usually seen in the left side of the heart and in valvular structures. The
most often affected valvular structure is noncoronary leaflet of the aortic valve. They can cause
different clinical conditions such as acute strokes without an obvious risk factor, arrhytmias and
heart failure. We present a case report about a patient with a fibroelastoma in chordae tendinea of
anterior leaflet of mitral valve. He was applied to emergency department with acute stroke.

Case Report: A 47 year old male patient applied to emergency department with aphasia. His
medical history is totally normal. Left middle cerebral artery infarkt was found and acute ischaemic
stroke treatment was given to the patient with ASA 300 mg and LMWH 0.6 cc twice a day. His
immunological panel for lupus and Behcet’s disease and trombophilia screen was negative. His
cardiovascular examination was insignificant with normal sinus rhythm and transthoracic echo-
cardiogram (TTE). After relief of his symptoms, the patient was referred to our cardiology depart-
ment for further examination about cardioembolic causes. We planned advanced imaging with 2D
and 3D transoesophageal echocardiography (TEE). A 0.8x0.6 cm mass was discovered in chordae
tendinea of anterior leaflet of mitral valve by TEE. We referred the patient to urgent surgery and
histopathological examination was compatible with PFEQ. Postoperative TTE revealed no residuel
mass and normal mitral valve function.

Discussion: Cardiac papillary fibroelastomas are benign tumors. However, they have frond-like
papillary tissues around them which can cause tromboembolism. Because of its dangerous neu-
rogical results, urgent surgical resection is indicated even if the patient was asymptomatic. PFE is
defined as organized thrombi by some scientists. Presence of fibrin, hyaluronic acid, and laminated
elastic fibers within the fronds supports this hypothesis. PFEs are usually discovered incidentally
on cardiac MRI, echocardiogram, surgery and autopsy. 99% of PFE tends to be smaller than 20
mm and only 9% of them are multiple. If a PFE is symptomatic, this symptom is most commonly
associated with cadiovascular system. While in a study of Klarich et al, embolic events can occur
in up to 35% of cases; according to Walid K. Abu Saleh and collegues’ single institution experience
with cardiac PFE patients from 1992 through 2014, only one case presented with embolic stroke.
Complete excision is the unique chose to prevent the recurrence of thromboembolism. In contrast,
management of asymptomatic patients is still matter of debate.

Figure 2. Cardiac PFE 2D TEE image.

Figure 3. Cardiac PFO 3D TEE image.

Heart failure

0S-013

When Popeye had shortness of breath
Umut Kocabas,' Ugur Onsel Tiirk?

!Department of Cardiology, Bagkent University Istanbul Health Application and Research Center
Hospital, Istanbul
2Cardio Rhythm Heart Health Center, Tzmir

A 61-year-old man presented to our clinic with progressive shortness-of-breath in the last 3 months.
He had a history of hospitalization and endotracheal intubation due to acute pulmonary edema and
type — I respiratory failure a week ago and discharged after diagnostic coronary angiography which
demonstrating normal coronary arteries. Physical examination revealed bunching of the left biceps
when he flexed his left arm which is consistent with rupture of distal biceps tendon (Panel A,
Popeye Sign). A 12-lead electrocardiography (ECG) showed low QRS voltage in the limb leads
and ST segment depression and asymmetrical T wave inversion in the anterolateral leads (Panel
B). Transthoracic echocardiography (TTE) showed concentric left ventricular hypertrophy with
left ventricular ejection fraction of 60% (Panel C). Pulsed wave-Doppler obtained from the mitral
valve demonstrated restrictive filling pattern with high early diastolic velocity (E-wave) and low
late diastolic filling (A-wave) peaks with E/A ratio >2.0 and reduced lateral mitral annular diastolic

velocities with E/e’ ratio >15 which are compatible with impaired left ventricular diastolic function
with elevated left ventricular filling pressures (Panel D-E). Biceps tendon rupture, low QRS volt-
age and left ventricular hypertrophy with restrictive filling pattern were considered suggestive of
cardiac amyloidosis and patient was referred to hematology clinic for diagnostic work-up. Protein
electrophoresis demonstrated monoclonal gammopathy in the serum and immunoelectrophoresis
showed free lambda light chains. The patient diagnosed as AL amyloidosis with cardiac and mus-
culoskeletal involvement. Biceps tendon rupture is a rare finding of amyloidosis due to musculo-
skeletal involvement. In the setting of acute pulmonary edema and/or heart failure with preserved
ejection fraction with massive left ventricular hypertrophy, restrictive filling pattern, low QRS
voltage and spontaneous tendon rupture should raise clinical suspicion of amyloidosis with cardiac
and musculoskeletal involvement.

Figure 1.
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Sacubitril/valsartan associated angioedema:
First recorded non-black case from real life

Ugur Onsel Turk,' Bengii Gergeker Turk,> Umut Kocabas®

!Cardio Rhythm Heart Health Center, Tzmir

Department of Dermatology, Ege University Faculty of Medicine, Izmir

3Department of Cardiology, Bagkent University Istanbul Health Application and Research Center
Hospital, Istanbul

Introduction: In patients with symptomatic heart failure with reduced ejection fraction (HFrEF),
sacubitril/valsartan reduced cardiovascular mortality, heart failure hospitalization, and all-cause
mortality compared with enalapril. Subsequently, Sacubitril/Valsartan is recommended by current
guidelines as foundational therapy. However, due to co-inhibition of neprilysin and aminopepti-
dase which may lead to bradykinin elevation and increased risk of angioedema with Sacubitril/
Valsartan. Pivotal PARADIGM-HF Trial reported very low incidence of angioedema with Sacu-
bitril/Valsartan treatment. There is no any post-marketing data except one case report about the
angioedema risk from real life. To the best of our knowledge, this is the first recorded non-black
angioedema case associated with sacubitril/valsartan treatment from real life.

Case Report: A 61-year-old man with HFrEF admitted with exertional dyspnoea and fatigue.
He had history of myocardial infarction, hypertension, hyperlipidaemia, percutaneous coronary
intervention, and an ICD implantation. He was receiving Lisinopril 20 mg, rosuvastatin 20 mg,
carvedilol 12.5 mg twice daily, spironolactone 25 mg, aspirin 100 mg. Blood pressure was 130/80
mmHg, respirations 12 per minute, and a heart rate of 82 bpm. ECG showed sinus rhythm and poor
R wave progression along with precordial leads. Transthoracic echocardiography demonstrated
akinetic left ventricular LV) septum, anterior wall and apex with moderate mitral regurgitation. LV
ejection fraction calculated as 28%. Serum renal and liver functions were within normal limits, and
B-type natriuretic peptide level was 148 pg/mL (normal <35 pg/mL). After comprehensive evalu-
ation, lisinopril therapy was replaced with Sacubitril/Valsartan 97/103 mg twice daily after 3 days
of washout period. The patient admitted for unscheduled visit 28 days later with swelling on lower
lip (Figure 1a). He denied difficulty breathing. He had normal effort of breathing without stridor
or wheezing. He reported improving his symptoms of heart failure. Examination of lower lip re-
vealed no any sign of trauma or hematoma. The patient was consulted by dermatologist and the
diagnosis of lower lip angioedema was confirmed. Sacubitril/valsartan was withheld. Due to lack
of respiratory tract angioedema and normal Sa0, values, the patient was not hospitalized. However
a scheduled outpatient visit was planned at three days after. Lower lip examination showed no any
sign of angioedema on lower lip (Figure 1b). He reported that lower lip swelling started to regress
after 5 hours, and resolved completely after 36 hours. Lisinopril treatment was started again and
cardiac rehabilitation program with close follow-up visits was planned.

Discussion: Mild and revesible nature of the angioedema event in our case have been supported
the PARADIGM-HF results. Definitely, clinicians should be aware of angioedema risk during the
sacubitril/valsartan treatment and explain signs and symptoms to their patients.

Figure 1. (A) Lower lip angioedema which starting 28" day of sacubitril/valsartan
treatment. (B) Complete resolution of the angioedema 4 day after cessation of sacu-
bitril/valsartan treatment.
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Clozapine-induced myocarditis: A rare cause of acute heart failure

Deniz Mutlu, Burgak Kiligkiran Avci, Fuat Polat, Yasin Kavla, Nafia Inan Kardelen
Ohtaroglu Tokdil, Hasan Tokdil, Eser Durmaz, Bilgehan Karadag, Zeki Ongen

Department of Cardiology, Istanbul Unicersity-Cerrahpasa Cerrahpasa Faculty of Medicine, Istanbul

Introduction: Clozapine is a highly effective atypical antipsychotic which is approved for the
treatment-refractory schizophrenia. We aimed to present a case who developed signs and symp-
toms of heart failure (HF) due to the clozapine-induced myocarditis (CIM).

Case Report: A 65-year-old male was admitted to psychiatry unit for treatment-refractory schizo-
phrenia. Clozapine treatment was initiated and gradually titrated. Three weeks after admission the
patient developed acute dyspnea and chest pain. On evaluation, the patient had intense dyspnea and
agitated. Physical examination showed his BP 106/78 mmHg, temperature was 36.2°C and heart
rate was 118 bpm. On auscultation of lung fields, revealed diffuse bilateral inspiratory crackles and
diminished breath sounds on the left lower zone. No history of hypertension or diabetes or family
history of heart disease was reported. His ECG showed sinus tachycardia. Echocardiography demon-
strated increased left ventricular (LV) wall thickness, grade-2 diastolic dysfunction, diffusely hypo-
kinetic LV wall motion (LVEF was 45%), and a 9-mm pericardial effusion. Serum Troponin-T levels
(maximum 0.112 ng/ml (Ref:<0.014 ng/ml)), and ProBNP level (7241 pg/mL) were elevated. A di-
agnosis of acute HF due to possible myocarditis was established. I'V furosemide was given immedi-
ately and low dose-bisoprolol and ramipril was started. Coronary angiography showed no significant
stenosis on major epicardial coronary arteries. Chest computed tomography demonstrated bilateral
pleural effusion. No signs of pulmonary embolism were detected. There was no recent history for
infection and infectious work-up was negative. Systemic diseases were excluded. Cardiac MRI was
planned however due to patient psychiatric condition it could not be performed. CIM was strongly
considered and clozapine was discontinued after a discussion with psychiatry. Following treatment
and after discontinuation of clozapine, symptoms improved quickly. Diuretic treatment was stopped
after one week. Three weeks later, ProBNP level was 491 pg/mL and troponin T level was within the
normal range. A repeat echocardiogram after five week revealed a normalization of LVEF to 55%.
Discussion: We present a case who experienced acute HF as a complication of myocarditis prob-
ably related to clozapine use. The incidence of CIM is 3% and generally occurs within 8 weeks
of initiation. Our case had no prior history of cardiac disease or preexisting conditions such as an
autoimmune or infectious disease, toxin or chemotherapeutics exposure which may be related and
predispose to cause myocarditis. Furthermore, the temporal association of cardiac symptoms with
clozapine administration suggests a high likelihood of clozapine etiology. Although CIM could be
a rare complication, the clinician should act carefully and keep antipsychotic-induced myocarditis
possibility in their mind.

0S-016

Cough-induced bubbles in a patient with advanced right

heart failure: Is it a predictor of very bad prognosis?

Vedat Cicek, Mehmet Uzun, Nurgiil Keser, Mehmet Seker, Ahmet Lutfullah Orhan
Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

Spontaneous air bubbles in heart is a rare finding during routine echocardiographic exams. In this
case, a case of cough induced bubbles and advanced right heart failure is presented. The patient,
who was 74 years old, admitted to our clinics with the complaint of dyspnea. After the physical
examination, which revealed pretibial edema (++/++), difficulty in breathing and frequent attacks
of cough, transthoracic echocardiography was performed. During the initial phases of the exam, the
left ventricle was normally contracting, right ventricle was severely depressed with severe tricuspid
regurgitation (Figure 1-3). Later, an attack of cough begun and at the same time air bubbles were
seen at the right atrium, followed by bubbles in the right ventricle. After a couple of beats, the same
bubbles were seen in the left ventricle, suggesting accompanying patent foramen ovale (Figure 4).
The right ventricle was fully filled with air bubbles. The air bubbles disappeared after the cessation of
the cough attack. The same findings were seen during other cough attacks, too. The patient was hos-
pitalized in the intensive care unit. At the end of the same day, cardiac arrest developed and he was re-
suscitated. The patient has died 22 days after the examination. There are very limited number of case
presentation in the literature, which specifically mentions about cough induced air bubble in a heart
disease patient. Although it is not well delineated, the possible mechanism are: (1) Decompression
of the gasses, especially nitrogen, in the blood after cough; (2) sucking air from the central venous
catheter, which was also evident in this patient; (3) A one-way passage of air from alveol to vein. We
think that this case is an interesting one, which we want to discuss with our colleagues in a meeting.

Figure 2. Decreased TAPSE, suggesting right
ventrcular failure.

Figure 3. Echo view of the ventricles and
atria; there is no air bubble in the chambers.

Figure 4. Echo view of the ventricles and
atria; there are air bubbles in the chambers.
The appearance of the bubbles begun after the
beginning of the cough.
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Congenital multiple saccular aneurysm in a young patient: Real time
three dimensional transeosaphageal echocardiographic view

Onur Kilicarslan, Ekin Kutlay, Mustafa Yildiz, Erdem Bal, Hiilya Yilmaz Ak

Department of Cardiovascular Surgery, Istanbul University Institute of Cardiology, Istanbul
Twenty-seven years old man admitted to our outpatient clinic with atypical chest pain. In his past
medical history he had the diagnosis of total situs inversus, type I diabetes mellitus and congenital
deafness. Physical examination was normal except situs inversus findings. ECG was also normal.
Laboratory data including inflammatory parameters (sedimentation, CRP, leucocyte,) was com-
pletely normal. Transthoracic and real time three dimensional transeosaphageal echocardiography
revealed dextrocardia as expected and multiple saccular aneursyms in sinus valsalva (Figure la-c).
Thorax CT scan with contrast was also performed to evaluate aneursyms and confirmed echo-
cardiographic findings about aneursyms (Figure 1d). The cardiac team including cardiolog and
cardiovascular surgean was decided medical follow-up with current findings.

Figure 1. Multiple saccular aneursyms in sinus valsalva.

0S-020

Giant primary pericardial synovial sarcoma presented
with cardiac tamponade

Onur Baydar, Gamze Aslan, Alparslan Kili¢, Betul El¢ioglu, Mehmet Sanser Ates,
Melisa Celayir, Saide Aytekin, Vedat Aytekin

Department of Cardiology, Kog University Faculty of Medicine, Istanbul

Background: Pericardial tumors are frequently categorized as primary and secondary tumors in
clinical practice. Primary pericardial synovial sarcoma (SS) is an extremely rare and high-grade
malignancy that presents a diagnostic challenge in clinical practice. We report the case of a primary
pericardial SS with cardiac tamponade on contrast-enhanced chest CT, MR and echocardiography.
Case Report: A 61-year-old man was admitted to our hospital because of progressive worsening
dizziness and a 2-month history of chest tightness and shortness of breath after exercise. The phys-
ical examination at admission was notable for neck vein distention and diminished heart sounds on
cardiac auscultation. The chest x-ray showed cardiomegaly and left pleural effusions. A transthoracic
echocardiogram in an external hospital revealed a large mass in the pericardial cavity (Figure 1). The
chest CT and MR showed bilateral pleural effusions and a lobulated mass in the pericardium, as well
as massive pericardial effusion causing the so-called “flattened heart sign” these findings suggested
cardiac tamponade (Figures 2,3). Thus, the patient underwent urgent surgery and pericardial fluid
was evacuated. The final histopathological diagnosis was primary pericardial SS that a malignant
pericardial tumor was suspected. To further evaluate the patient referred to oncology department.
Conclusion: Primary pericardial SS is an aggressive, high-grade malignancy characterized by lo-
cal invasiveness and a tendency to metastasize; thus, it presents a significant challenge in clinical
practice.

Figure 1.

Figure 2. Figure 3.
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08S-021

Aortik grefte ve sol ana koroner artere basi yapan aortik sepere
greft psodoanevrizmasi

Ahmet Karaduman, Ismail Balaban, Cagr1 Kafkas, Mustafa Ferhat Keten, Gokhan Kahveci
Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Istanbul

Aortik sepere greft psodoanevrizmalar iyi tamimlanmig patolojilerdir. Psodoanevrizmanin riiptira
veya cevre dokulara basisi iyi tanimlanmalidir. Altmig alti yas erkek hasta ilerleyici efor dispnesi
sikayetiyle kardiyoloji poliklinigine bagvurdu. Hastanin oykiistinde 5 yil once bioprotez aort kapak
ve sepere aort greft replasmani 0ykiisu var. Operasyondan 3 ay sonra infektif endokardit nedeniyle 6
hafta antibiyoterapi tedavi almis. Sonrasinda sikayeti olmayan hastanin takibi yapilmamig. Hastanin
bu bagvurusunda sol ventrikul ejeksiyon fraksiyonu %25, apeks, anterior segmentlerde ileri derece
hipokinezi mevcut idi. Transtorasik Ekokardiyografi ile perigreft alana akim izlendi. Yapilan transo-
zefagial ekokardiyografide aortik psodoanevrizma izlendi. Aortik sepere greftten psodoanevrizmaya
gegis izlendi. Psodoanevrizmanin grefte ve sol ana koronere basi yaptigi gozlendi. Kardiyak bilgisa-
yarli tomografide genis psodoanevrizmanin greftle ve sol ana koroner arterle iligkisi izlendi. Ayrica
psodoanevrizmadan sol ventrikule fistiilizasyon izlendi. Hastaya operasyon onerildi.

Figure 2.

08-022

Miyokard infarktisu sonrasi gelisen ventrikiler septal defektin
perkitan kateter temelli kapatilma deneyimi ve islem

sirasinda yasanan gucliikler

Muhammed Erzurum, Cagatay Tunca, Alperen Tag, Mehmet Taha Ozkan, Mert Aker,
Hilal Erken Pamukcu, Tolga Cimen, Ibrahim Hakan Giillii, Sadik Agikel

Ankara S.B. Digkapt Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Gunimuzde erken donem perkiitan koroner girisimlerin sikliginin artmasi sebebiyle muskiler
VSR MI'in nadir gozlenen ancak gozlendiginde hayati tehdit eden onemli bir komplikasyonu-
dur. Saglanan artmis damar aciklig1 nedeniyle VSR siklig1 azalmakla birlikte MI sonrasi ilk 24
saatte nadir olup, genellikle ilk bir hafta icerisinde gorulur. Giinimiizde onerilen yaklagim cerrahi
koroner revaskiilarizasyon ve cerrahi ventrikiiler septal riptir-defekt onarimudir. Ancak cerrahi-
nin mortalitesinin yuiksek olmasi ve bu olgularda nekrotik bolgenin onariminin cerrahi zorluklari
sebebiyle kateter temelli ventrikuler septal defekt kapatma yontemi diger bir segenektir. Bu olgu-
muzda baglangicta cerrahi olarak onarilmasi planlanan ancak takipte defekt boyutunda ilerleme
ve hemodinamik bozulma gelisen 67 yasindaki kadin hastaya kateter temelli VSD kapama uygu-
lamasi ve uygulama sirasindaki guiclikler paylagilmaktadir. Altmus yedi yagindaki kadin hastanin
oykiusinde, ge¢ prezantasyonlu subakut inferior MI tanistyla dis merkezde primer koroner girisime
alinma dykusit mevcuttu. Koroner anjiyografisinde LAD-CX plakli saptanan hastanin sag koro-
ner arterinde saptanan %100 tromboze lezyona primer perkiitan girigim uygulandigi ogrenildi.
Hastanin takiplerinde yapilan TTE’de VSD saptanmast tizerine cerrahi onarim i¢in Kalp Damar
Cerrahi klinigine sevk edildi. Hastanin ilk degerlendirmesinde hemodinamisi stabil, kardiyak mu-
ayenesinde mezokardiyak odakta pansistolik Gfuriim mevcuttu. TTE’de saglar genis, SPAB: 55
mmHg, orta TY, 14 mm capinda VSD ile uyumlu goriinum ve renkli doppler ile sol ventrikulden
sag ventrikiile gegis izlendi. Yapilan konseyde oncelikli cerrahi onarim karari verilen hasta onarim
bekledigi 3.gunuinde ani gelisen hipotansiyon, tasikardi ve suur degisikligi sonrasi yapilan TTE’de
defektin buyudugu yaklagik 18 mm oldugu bu nedenle enfarktin ekspanse oldugu dusunuldu. Acil
konseyde degerlendirilen hastanin cerrahi onarima bagh operasyon riskinin ¢ok yuiksek oldugu
belirtilerek perkiitan yolla VSD kapatma agisindan degerlendirilmesi uygun goruldiu.IABP altin-
da kateter laboratuarina alinan hastanin anestezi altinda yapilan TEE’de 18 mm olgiilen VSD’ye
mevcut en genig Amplatzer VSD cihazi yerlestirilmesi planlandi. Bu amagla oncelikle sag femoral
ven ve sol femoral arter araciligiyla yerlestirilen damar kiliflar1 izerinden A-V loop olusturuldu.
Loop tizerinden delivery sheath sag ventrikiilden defekt gecilmeye calisilirken direng hissedildi.
Delivery sheathin VSD’den backup sorunu nedeniyle gegmedigi duisunulerek zorlanmasi sonucu

iyatrojenik trikuispid papiller kas rupturi gelisti. Defektin cihazla kapatilmasi denemeleri sirasinda
gerekt defektin capinin artmasi gerekse de cihazin ikinci diskinin agilamayarak sag ventrikule
dusmesinden oturt basarisizlikla sonuglandi. Son deneme sirasinda AV tam blok gelisen hastada
hemodinamik bozulma ve kardiyopulmoner arrest gelisti. Etkin CPR a ve sag ventrikul gegici
pacemaker uygulamasina yamt vermeyen hasta exitus kabul edildi.

Sekil 2. Islem oncesi TEE gorintiisii.

Sekil 4. Cihaz yerlestirme esnasi.

Sekil 5. Cihaz yerlestirme sonrasi defektin bii-
ylmesi.
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Ana femoral arterde tuzaklanmis indirlemeyen balonun
pratik bir yontemle geri alinmasi

Khagani Isgandarov, Abdulrahman Naser, Muslim Sahin, Ahmet Ekmekci, Sabahattin Gianduz
VM Medical Park Pendik Hastanesi, Istanbul

Yetmis iki yasinda erkek hasta, 30 metre yurumekle olusan sag bacakta klodikasyon sikayeti ile kli-
nigimize bagvurdu. Bir ay once bagka bir merkezde yapilan periferik anjiyografide bilateral yuizeyel
femoral arterlerin (YFA) kronik tam tikali oldugu saptandig: (Sekil 1) ve sol YFA’ya anjiyoplasti ya-
pildig1 ogrenildi. Sag YFA’ya anjiyoplasti amaciyla kateter laboratuvarina alindi. Grirs yolu olarak
sol ana femoral artere 6F kilif yerlestirildi. SF LIMA diyagnostik kateter ve 0.035 inch sert govdeli
hidrofilik tel ile kars1 bacaga donuldu. Hidrofilik tel iizerinden destek kateteri ileriletilerek sag ana
femoral artere park edildi. Mikrokateter desteginde sert govdeli hidrofilik tel ile sag YFA okluzyonu
gecildi (Sekil 2). 5.0x200 mm anjiyoplasti balonu ile sag YFA lezyon 10 atmosfer basingla predi-
late edildi (Sekil 3). Ardindan 0.035 inch hidrofilik tel, 0.014 inch PT-2 tel ile degistirildi. Bu tel
tizerinden sag YFA distal 5.0x100 mm ilag saliimli balon (Sekil 4), proksimal 6.0x100 mm ilag
salimml1 balonlarla 4 dakika sure ile 10 atmosfer basingla dilate edildi (Sekil 5). Ancak bu kez sisik
balon (6x100 mm ilag salmimli balon) indeflatoriin negatif basinci ile inmedi. Bunun uizerine balo-
nun igindeki kontrast madde serum fizyolojik ile seyreltildi ama yine balon bosaltilamadi. Ardindan
balonun sisirme portundan indeflator ayirilip direkt olarak 50 ml’lik enjektore baglanarak balon
manuel uygulanan negatif basingla bosaltilmaya ¢alisildi ama yine basarisiz olundu. Yiksek damar
perferasyon riski nedeni ile balon patlatma yontemi denenmedi. Bunun yerine daha pratik olacagin
dusundigumiz bir yontem olarak, Seldinger ignesi ile floroskop yardimiyla balona denk gelecek
sekilde sag ana femoral artere ponsiyon yapilarak balon delinerek basarili sekilde bosaltildi (Sekil 6
ve 7). Kontrol pozda sag YFA nin basarili sekilde acildigi izlendi (Sekil 8).

Sekil 1. Tam tikali sag YFA.

Sekil 2. Sag YFA lezyon telle gegildi.
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Sekil 3. 5.0x200 mm anjiyoplasti balonu ile
sag YFA lezyon 10 atmosfer basingla predilate
edildi.

Sekil 4. Sag YFA distal 5.0x100 mm ilag sali-
nmmli balon PTA.

Sekil 5. Sag YFA 6.0x100 mm ilag¢ salmimli
balonla PTA.

Sekil 6. Balonun Seldinger ignesi ile ponk-
siyonu.

T

Sekil 6. Sag YFA'nin basaril sekilde agildi.

Sekil 7. Sag ana femoral artere ponsiyon yapi-
larak balon delinerek basaril sekilde bosaltildi.

0S-024

Retrograde balloon angioplasty treatment of radial artery occlussion
in patient with idiopathic thrombocytopenic purpura

Yalcin Boduroglu
Department of Cardiology, Ahi Evran University Training and Research Hospital, Kirsehir

Introdcution: Radial artery spasm and radial artery occlusion (RAO) are rare complications of
transradial access (TRA). Balloon angioplasty is rarely used in RAO. Chronic Idiopathic Throm-
bocytopenic Purpura (ITP) is a hematologic disorder, characterized by isolated thrombocytopenia.
Acute with severe bleeding and also thrombosis complications can occur. Herein we present a case
with ITP and RAO who was treated with balloon angioplasty.

Case Report: A 37-year old male patient with history of chronic ITP, type 1 diabetes mellitus and
coronary artery disease (CAD) was presented with chest pain. His baseline electrocardiography
and echocardiography and physcial examination were not remarkable. His baseline thrombocyte
count was 92.000/ mm®. His angiography via TRA showed new lesions with thrombosis at prox-
imal protion of RCA (Figure 1, 2). Intravenous (IV) tirofiban infusion for 24 hours was started
without any heparin or enoxaparin treatment due to risk of bleeding complication. Only clopido-
grel treatment was given also. 6F radial sheat was not pulled out from right radial artery (RCA). IV
nitrate and tirofiban and hot water dressing on forearm was ordered to given. 1 day later doppler
examination showed total RAO and after many attemps, we could not achive to pull out radial
sheat. So we decided to try to perform deep general anesthesia but we were not able to achive.
After 30 hours we tried to perform balloon angioplasty with anterograde technic first whereas we
were not able to success.Then with retrograde technic with ultra low profile balloon (Mini Trek,
Abbott Vascular, USA), we opened the radial artery with thrombosis inside (Figure 3-5). He was
discharged without any symptoms and palpable radial artery pulse.

Discussion: One of the common complication of TRA is RAO, which occurs in about 1-10% of
cases. Endothelial injury and defective thrombocytes can cause thrombus formation. There some
relevant factors to RAO like sex, age, diabetes, statin use, body weight, serum creatinine, and smok-
ing etc. While RAO is a usually subclinical condition and can be managed conservatively. There are
also some other treatment modalities like 1-hour ipsilateral ulnar artery compression, stenting with
balloon angioplasty and intrathrombus administration of abciximab. CAD in ITP seems to be rare.
Patients with ITP have increased risks for thrombosis. In our case very rarely complication of TRA
was seen as RAO. Finally, radial artery opened with retrograde recanalization technic through radial
sheat with balloon angioplasty which seems to be first time conducted in the literature.
Conclussion: Although RAO is rarely seen complication of TRI and mostly can be managed
conservatively however balloon angioplasty is an alternative method in resistance case of spasm.
Optimal management of thrombocytopenic patients with CAD remains uncertain and treatment
should be individualized after taking into consideration initial diagnosis and patient variables, such
as platelet count and bleeding.
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Figure 2. Baseline coronary lesions.

Figure 1. Baseline coronary artery angiography
with thrombosis in RCA.

A

Figure 3. Total occlussion of radial artery.
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Figure 4. Balloon angioplasty of radial artery
with retrograde technic.

Figure 5. After openning of total radial artery oc-
clussion with thrombosis inside.
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Edge rupture of dorsalis pedis artery due to balloon
angioplasty in a patient with critical limb ischemia

Abdulrahman Naser,' Khagani Isgandarov,' Silleyman Aktiirk,”

Ahmet Ekmekei,' Sabahattin Gunduz,' Mislam Sahin'

!Department of Cardiology, VM Medical Park Pendik Hospital, Istanbul
2fstanbul Kent University, Istanbul

A 60 —year-old, 87 kg, 178 cm male patient with history of coronary artery disease (CAD), diabe-
tes mellitus (DM), hypertension (HT) and end stage renal disease on rutine diyalysis, complined
of severe rest pain in his right leg and critical limb ischemia with major tissue loss- Rutherford
grade 111/ category-6-(Figure 1a) was referred to our institute. The angiogram of lower limb was
scheduled and the patient was transferred to the catheterization unit. The angiography performed as
crossover from left common femoral artery (CFA). His right lower limb angiogram revealed %100
occlusion in the middle portion of anterior tibial artery (ATA) and distal segment of posterior tibial
artery(PTA) as well as calcified trace of both arteries (Figure 1b, ¢) and subsequent revasculariza-
tion of ATA was planned. For this aim, 0.018V-18 guidewire with the support of 0.018 rubicon
microcatheter was crossed the occlusion and balloon angioplasty (2.0x150 mm) was performed
to the ATA as well as to the proximal segment of dorsalis pedis artery (DPA) (Figure 1d). As the
flow was achieved distaly to the lesion and angioplasty was performed to the frajil segment of DPA
across gangrenous tissue, extravasation was viewed in the level of DPA within wound region (Fig-
ure le). As a quick rescue, two 0.014-300 cmV-14 guidewires were forwerded to the distal segment
of ATA, 2.8x19 mm stent-graft and 2.5x16 mm balloon were advanced to the distal ATA. Balloon
was parked backward to the stent, as it”’s distal margin was coincide to the middle portion of the
stent-graft. Firstly the stent-graft was dilated (Figure 1f), and the balloon and wire of the graft-stent
was withdrawn. Afterwad, previously parked balloon was dilated (Figure 1g), so the proximal
portion of stent was crashed and obstructed by the balloon, that coused to repair the edge rupture
of the DPA and consequently the extravasation was successfully stopped (Figure 1h). Although
revascularization for patients with foot ulcer and gangrene may help optimize wound healing in
this patient group, in consideration of our experience, clinicians should have a low threshold to
pursue percutaneous revascularization in patients with major tissue loss and gangrene without sure
of strutural integrity and safty of artery wall. Finally, in case of edge rupture as we experienced, in
addition to transcatheter coil embolization using vascular plug, a simple and practical technique
that we performed well be a successful alternative to surgery.
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Figure 1. (A) critical limb ischemia with major tissue loss- Rutherford grade III/ category-6; (C) calcified
trace of ATA and DPA; (D) balloon angioplasty of ATA and DPA; (E) extravazation in the level of DPA;
(F) parking balloon (blue arrow) stent-graft placement (red arrow); (G) crashing of stent-graft with balloon;
(H) successfully obstruction of ATA, ATA: anterior tibial artery; PTA: posterior tibial artery; DPA: dorsalis
pedis artery.
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Complex management of successive superficial femoral and brachial
artery embolism in a patient with paroxysmal atrial fibrillation

Khagani Isgandarov.! Abdulrahman Naser,' Sabahattin Gindiiz,'
Mauslum Sahin,' Elnur Alizade', Selguk Pala?

'VM Medical Park Pendik Hospital, Istanbul
2Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 73-year-old woman, was admitted to the emergency department because of left lower extremity
pain. She was a non-smoker with a history of hypertension, diabetes and chronic obstructive pul-
monary disease. On examination, her blood pressure was 158/89 mmHg, and the left foot was cold
and pale with absence of pedal pulses. Because of acute limb ischemia the patient was directly tak-
en to the catheter laboratory and selective left peripheral angiography was performed via the right
femoral artery access by cross-over technique. Thrombotic occlusion of left superficial femoral
artery was confirmed (Figure 1). Surgical embolectomy was recommended but the patient denied
operation. Hence, intra-arterial thrombolytic therapy was planned. The guidewire was advanced
from contralateral femoral artery as far into the clot as possible, and a 5-F Judkins right diagnostic
catheter was advanced over the guidewire several centimeters into the clot. A bolus dose of 10 mg
alteplase was given transcatheterly which was followed by slow infusion of 25 mg tPA in 24 hours.
Intravenous unfractionated heparin with a target aPTT level of 50-70 s was also administered.
Approximately one hour after the start of thrombolytic therapy, the patient’s right hand suddenly
became cool, painful, and pale along with pulselessness in brachial and radial arteries. Because
of acute right arm ischemia the patient was taken back to the catheter laboratory and underwent
upper extremity angiography. Embolic occlusion of right brachial artery was detected (Figure 2).
The thrombus was passed by guidewire and no distal flow could be achieved despite repeated
ballooning (Figure 3). Since urgent surgical embolectomy was decided, thrombolytic therapy was
stopped but heparin infusion was maintained. Her upper extremity blood flow recovered after em-
bolectomy. Interestingly, it was recognized that the left leg ischemia was also resolved suggesting a
rapid lytic effect of bolus alteplase. During the surgical procedure, short paroxysms of atrial fibril-
lation were also noted. Hence transesophageal echocardiography was performed but no thrombus
or spontaneous echo contrast were observed in the left atrium or ventricle (Figure 4). Repeat an-
giography revealed no thrombosis in left superficial femoral artery (Figure 5). She was discharged
uneventfully on warfarin treatment with a target INR level between 2 and 3. She remained well at
first and sixth months outpatient clinic controls without ischemic findings as well as normal upper
and lower extremity duplex doppler ultrasound findings.
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Figure 2. Embolic occlusion of Figure 3. Brachial artery bal-
right brachial artery. looning.

Figure 1. Thrombotic occlusion
of left superficial femoral artery.

Figure 4. Left atrial appendage.

Figure 5. Repeat angiography.
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Percutaneous stenting of a near occluded osteal SMA lesion
from brachial artery

Mustafa Topuz, Omer Geng, Abdullah Yildirim, Ibrahim Halil Kurt

Department of Cardiology, Health Sciences University Adana Health Application
and Research Center, Adana

A 72 years old patient diagnosed with coronary artery disease and diabetes mellitus presented to
the emergency department with severe abdominal pain. The patient had coronary bypass surgery
four years ago. Laboratory findings were within normal limit. The superior mesenteric artery was
detected calcific and near occluded at osteal segment at computed tomography. After consulted with
cardiology, we decided to perform mesenteric angiography to confirm the diagnosis, planned stent
placement or balloon angioplasty if needed. Mesenteric arteries were visualized with 7f sheath and
6f right diagnostic judkins catheter through the right femoral artery. We detected subtotally occluded
and calcific osteal superior mesenteric artery (SMA) (Fig. 1). SMA was re-selected with 7 f right
judkins guiding catheter. The lesion could not be passed by the microcatheter (Finecross, Terumo)
and 0.14 inch hydrophilic wire (Hi1- Torque whisper extrasupport, Abbott) because of insufficient
support then approached to the lesion with a 7f sheath via the left brachial artery for better support.
After the lesion was crossed, predilatation by a 1.25 cto balloon (Simpass CTO) and then a 2.0 in-
vader (Alvimedica) balloon was performed (Fig. 2). Finally 4.5x20 coronary bare metal stent (Ephe-
sos II, Alvimedica) was implanted by inflating 20 atm (Fig. 3). The distal flow has been successfully
supplied at the end of procedure (Fig. 4). The patient was discharged with dual antiplatelet therapy
after two days. Acute mesenteric ishemia is a condition with a high mortality rate. It is commonly
caused by acute thrombosis of a partially occluded atherosclerotic lesion. The current standard care
for acute mesenteric ischemia involves urgent revascularization and resection of the necrotic bowel.
The perioperative mortality rate of thrombosis in the superior mesenteric artery (SMA) is relatively
high due to the difficulty of diagnosis, the extent of bowel ischemia infarction and the complexity
of surgical revascularization. Both mortality and morbidity of the patients can be reduced in acute
mesenteric ischemia with rapid diagnosis and successful endovascular treatment such as in our case.

*

g

Figure 1. Subtotally occluded and calcific osteal
superior mesenteric artery (SMA).

Figure 2. Predilatation by a 1.25 Simpass cto
balloon and then a 2.0 invader balloon.

Figure 3. Implantation of a 4.5x20 coronary bare
metal stent (Ephesos II, Alvimedica) at the lesion
side by inflating 20 atm.

Figure 4. The control image at the end of pro-
cedure.
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TAVI procedure in aortic valve conduit graft in a patient with
complex congenital heart disease: Case Report

Emir Karagaglar, Arzu Neslihan Akgiin, Bahar Pirat, Alp Aydinalp, Ibrahim Haldun Muderri-
soglu

Department of Cardiology, Baskent University Faculty of Medicine, Ankara

TAVI is a well-established method as an useful alternative to surgical valve replacement in elderly
patients with severe aortic valve stenosis. And also TAVI for failing aortic root and valve homo-
grafts has been described in previous cases. In here, we report a case of TAVI in a young adult
who had previously undergone 3 sternotomy with mitral valve replacement and who presented
with severe homograft stenosis and regurgitation. She was treated with self-expandable Portico
transcatheter aortic valve system. To the best of our knowledge, this may be the first reported
congenital case with this indication of TAVI. A 23-year-old woman was admitted to our clinic
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with increasing shortness of breath with NYHA class III and with increased fatigue, right-up-
per-quadrant abdominal pain, hepatomegaly,edema. A transthoracic echocardiography showed a
degenerating aortic homograft, moderate stenosis (peak gradient 61 mmHg and mean gradient 37
mmHg) and an ejection fraction of 45%. There was severe transvalvular aortic valveregurgitation.
In addition, the patient had a moderate pulmonary regurgitation and moderate to severe tricuspid
regurgitation. Her estimated systolic pulmonary artery pressure (SPAP) was 85 to 90 mmHg. She
was deemed inoperable by the heart valve team. Because of the high surgical risk of a 4th ster-
notomy due to multiple previous congenital and cardiac procedures. Eventually it was decided to
perform TAVI. The logistic EuroSCORE 2 and the Society of Thoracic Surgeons (STS) risk score
were calculated to be %37, 8% and 6,81%. We preferred to use slightly oversized self-expand-
able TAVI system and selected the Portico valve (St. Jude Medical Inc., USA) size 23 keeping
in mind its favourable compliance. The TAVI procedure was performed under deep anesthesia.
A 23 mm Portico valve was deployed at the aortic annulus under rapid pacing using a temporary
pacemaker. At the aortic valve level, the pigtail was retracted. Accurate valve placement was con-
firmed angiographically. An immediate post-procedural aortogram showed a well-seated valve
and minimal paravalvular regurgitation. Prior to discharge, detailed echocardiographic evaluation
confirmed optimal Portico valve function with minimally paravalvular leak, respectively. Her
symptoms later on improved from NYHA class III to class I, and she was discharged on day
6. The factors that made our case challenging: 1) The diameter of the sinotubular junction was
14mm. Even the smallest valve diameter was staying even larger. The risk of valve dysfunction
was high. 2) the height of the coronary distance was low. 3) the mitral valve distance was very
close to the aortic root. Mitral valve dysfunction could develop if a possible valve slipped down.
4) the left femoral artery was occluded. The diameter of the right femoral artery was 4-4.5 mm.
Depending on the results of long-term follow-up studies, the number of young patients who can
benefit from TAVR with multiple valve replacement will increase in future.
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Figure 2. Aortic anulus size MSCT2.
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Figure 3. Aortic anulus size MSCT3.

Figure 4. Konno procedure.
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Figure 5. Portico valve.
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Figure 6. Portico valve implan-  Figure 7. Postimplantation aor-  Figure 8. Preprocedure aor-
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Figure 9. Preprocedure MSCT.
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An early repolarization and L-IIB type of isolated single coronary
artery anomaly in a patient with sudden cardiac arrest:
A fatal coexistence

Ezgi Giltekin Giner,' Ahmet Guner?

!Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul
2Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 34-year-old unconscious male patient was admitted to the emergency department. On paramedic
arrival, his blood pressure was not measurable. The patient was intubated and his condition dete-
riorated rapidly. He suffered cardiac arrest. Cardiopulmonary resuscitation (CPR) was initiated,
and after 5 cycles of CPR, return of spontaneous circulation was achieved, with blood pressure
of 140/75 mmHg. In the ED, his initial electrocardiography (ECG) showed distinct J waves in
the inferior leads (Fig. 1). Bedside transthoracic echocardiography showed slight inferoposterior
hypokinesia. Then, the patient was referred for a diagnostic coronary angiography (CA). During
CA, Cannulation of the left main coronary artery using Judkins Right-4 diagnostic catheter (Cordis
Corporation, Miami Lakes, Florida, USA) revealed a single coronary artery (SCA) originating
from the left sinus of the Valsalva, with branches to both right and left coronary systems, which
was classified as type L-IIB (Lipton’s). A 30 % lesion was noted in the right coronary artery (RCA)
(Fig 2b). Contrast-enhanced cardiac computed tomography (CCT) revealed that the RCA was be-
tween the aorta and pulmonary artery (Figure 2b) and confirmed the SCA originating from the left
sinus of the Valsalva (Fig 2c and d). After successful surgery, the RCA was revascularized with
right internal mammary artery. He was discharged uneventfully and did well during the 8 months
of follow-up.
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Pulmoner hipertansiyon icin ¢ok nadir bir sebep: Eriskin bir
hastada konjenital olarak sag pulmoner arter yoklugu

Yakup Alsancak,' Ahmet Seyfettin Gurbiiz,' Sefa Tatar,' Celalettin Korkmaz,?
Mehmet Akif Duzenli'

'Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya
2Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Gogiis Hastaliklart Anabilim Dali, Konya

Giris: pulmoner arter agenesisi 1/100.000 oraninda goriilmektedir. Genellikle adelosan yas grubun-
da tan1 almaktadir. Pulmoner hipertansiyon hastalarm %44 ‘inde gorulmektedir. Genellikle diger
konjenital kalp anomalileri eslik etmektedir. Siklikla sag pulmoner arteri etkilemektedir. Akciger do-
kusu subklaviyan arter, interkostal arterler, diafragmatik arterler ve hatta koroner arterlerden beslen-
mektedir. Asemptomatik (%30), egzersiz dispnesi (%40), tekrarlayan enfeksiyon (%37), hemoptzi
(%20) ile kendini gosterebilmektedir. Akciger grafisinde asimetri ve golgelenmelerdeki degisiklikler
dikkat cekicidir. %4 hastada koroner arterler ile bronsial arterler arasinda baglantilar izlenmektedir.
Olgu: Yirmi yildir nefes darhigr sikayeti olan ancak son 1 yildir sikayetlerinde artig olan hastanin
gogus hastaliklarinda takiplerinde pulmoner arter basing yiiksekligi olmasi tizerine tetkik edildi.
2 yil once AF tespit edildigi, HT ile takipte oldugu ogrenildi. Yapilan ekokardiyografide EF %60
izlenirken sistolik pulmoner arter basinct 60 mmHg olarak kaydedildi. Perfuzyon sintigrafisinde
sag akcigerde total kayip izlendi, BT anjiyografide ise sag ana pulmoner arterin olmadig1 gozlendi.
Hastaya nefes darlig1 nedeniyle koroner gortintuleme, PAB yiiksekligi icin sag kalp kateterizasyonu
planlandi. Koronerlerde ciddi darlik izlenmedi, ancak sag koroner arterden ayrilan konus dalindan
sag akciger parankimine dogru yaygin kollateral dolus izlendi. Pulmoner anjiyografide sag pulmo-
ner arter izlenmedi, ana pulmoner arter ve sol pulmoner arterin dilate oldugu goriildi. Ortalama
pulmoner arter basinct 45 mmHg olarak kaydedildi. LVEDP 11 mmHg, PCWP 14 mmHg izlendi.
Vazoreaktivite testi negatif olarak degerlendirildi. Hastaya PHT yonelik olarak sildenafil 3x20 mg
baglandi. Klinik ya da ekokardiyografik olarak sonu¢ almamazsa PAH spesifik tedavi baglanmast
planland:. Takip eden aylarda ekokardiyografik olarak PAB 40 mmHg seviyelerine geriledi.

Sonug: Bu hastaliga baglh mortalite oran1 pulmoner hipertansiyon ya da kollateral aglardan meydana
gelen kanamalara bagli olarak %7 oranindadir. Bu hastadaki gelismis olan pulmoner hipertansiyonun
hangi siifa dahil olabilecegi dusundurucudir. Smnif 1 idiopatik pulmoner hipertansiyon ya da simif TV
pulmoner hipertansiyon veya sinif V’e de dahil edilebilir. Konjenital dogumsal olarak kaynaklanma-
s1, pulmoner arterial yapinin agenezi olan tarafta etkilenmemis olmast, patent olan ve akimin devam
ettigi akciger parankiminin yiiksek basing maruziyeti sonrasinda vaskiler degisikliklerin saglam ak-
cigerde degisikliklere neden olmasi siif I'e dahil edilmesi sebebi olabilir. diger taraftan kronik pul-
moner arteriyal akimin olmamasi nedeni ile kronik tromboembolik pulmoner HT sinifina yani simif
IV’e dahil edilebilir. Sebebi bilinmeyen diger sebeplere arasina aliarak sinif V’e de dahil edilebilir.

Sekil 1. Akciger grafisin-
de kalp ve akcigerlerin
gorinumi, BT de pul-
moner arter agenezisinin
gorunimil.

Sekil 2. Koroner anjiyografide
koroner ve pulmoner iliski, pul-
moner anjiyografide sag pulmo-
ner arter yoklugu.

0S-032

Dev sag atriyal trombiisui ve masif pulmoner embolisi olan ciddi
trombositopenili hastanin, ultra-slow doz doku plazminojen
aktivatoru infuzyonu ile basaril tedavisi

Emrah Erdogan,' Murat Cap?

"Yiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van
2Diyarbakir Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Diyarbakir

Bilinen kronik obstriiktif akciger hastaligi olan 59 yasinda erkek hasta, nefes darligi, carpint1 sika-
yetleri ile hastanemize bagvurdu. Bilateral 4+ pretibal ddemi olup, batinda yaygn asit mevcuttu.
Kan basimci 85/50 mmHg,elektrokardiyografi sinus tasikardisi, kalp hizi 130 atm/dk idi. Platelet
(PLT):18.000/mm3, total biliriibin:10 mg/dl, karaciger fonksiyon testlerinde (KCFT) 3 kat artig,
INR:1.5 saptandi. Arter kan gazinda pH: 7.4, pO2: 43, pCO2: 59, sO2:80 saptandi. Transtorasik
ekokardiyografide (TTE) sag atriyumda (RA), yilan gibi kivrilan ve sag ventrikile girip ¢ikan
dev trombuis saptand. Orta trikuspit yetersizligi (TY), pulmoner arter sistolik basmci (PABs) 70
mmhg, sag ventrikil sistolik fonsiyonlari azalmig, TAPSE: 1 cm, sistolik pik velosite (Sm): 7 cm/
sn, sag kalp bosluklarinda ileri dilatasyon izlendi. (Sekil 1, Vid. 1). Hastanemizde kalp cerrahisi
olmay1p, en yakin merkez 2.5 saat mesafede idi. Genel durumu bozuk olan hastanin sevki uygun
gorilmedi ve hasta yatirildi. Hipotansiyon oldugundan trombolitik tedavi (TT) endikasyonu ol-
makla beraber, hastanin ciddi trombositopenisi olmast, spontan INR 1.5 olmasi, KCFT nin yiiksek
olmasi agisindan TT i¢in kanama riski ¢ok yuksekti. Hastaya Mehmet Ozkan ve arkadaglarinin
mekanik kapak trombiislerinde verdigi ultra-slow doz doku plazminojen aktivatori (t-PA) verilme-
sine karar verildi. Hastaya 25mg/25 saat t-PA infiizyonu baslandi. 25 mg t-PA sonrasi yeterli klinik
dizelme olmamasi ve kontrol TTE’ de RA’ da 1.5x1 cm boyutlarinda trombiis sebat etmesi iizerine
(Sekil 2a, Vid. 2), 25mg/25 saatte gidecek sekilde 2. doz t-PA baglandi. Toplam 50 mg tPA sonrast
yapilan TTE’ de RA’ da trombius saptanmadi (Sekil 2b, Vid. 3). Hastanin kliniginde duzelme ol-
masi, SO2 de yiikselme olmasi, tagikardinin kirilmasi tizerine, TT stoplanip, heparin infuzyonuna
gegildi. Hastada diuretik tedavi ile normovolemi saglandiktan sonra, KCFT normal, PLT 40.000/
mm3 saptandi. Hastanin bu siireg igerisinde herhangi bir kanamasi olmadi. Hastanin hemodinamisi
duzeldikten sonra cekilen tomografide, pulmoner emboli saptandi(Res. 2C-D). Hastaya warfarin
baglanip, efektif INR ile externe edildi. Hasta 6. ay kontrolunde asemptomatik,TTE’ de sag vent-
rikul sistolik fonsiyonlar1 diuzelmis, TAPSE:2.1 cm, Sm: 14 cm/sn, eser TY, PABs: 20 mmHg sap-
tand: (Sekil 3, Vid. 4). Buyik, hareketli RA trombisler ytiksek bir mortaliteye sahip olup, tedavi
genelikle cerrahidir. TT de alternatif bir tedavi yontemidir ancak PLT<100.000/mm® olmas1 TT
i¢in kontraendikasyon kabul edilir. Vakamizda ciddi trombositopeni olup, merkezimizde cerrahi
segenegi olmamasi, hastanin hemodinamik unstabilizasyon sebebi ile sevk edilememesi nedeni ile
ultra-slow doz t-PA verildi. Vakamiz sag atriyal trombiiste, hem ultraslow doz t-PA verilmesi, hem
de ciddi trombositopenide TT verilerek tedavi edilen ilk vakadir. Sonug olarak, kanama acisindan
cok yuksek riskli olan bu vaka, komplikasyon olmadan bagarili bir sekilde tedavi edildi.

Sekil 1. Bagvuru anindaki transtorasik ekokardiyografi A: Sag atriyumdan ventrikiile
girip ¢ikan yilan benzeri mobil dev trombiis. B: Sag kalp bosluklari ileri derece dilate
ve birbirine dolanmig trombiis ile dolu. C: Orta derece trikuspit yetersizligi, PASP:
50+20:70 mmHg. D: IVC dilate, IVC ¢ap1: 2.3 cm, pleatore izlendi. Tahmini sag atri-
um basinci: 20 mmHg. (RA: Right Atrium, RV: Right Ventricle, TV: Trikuspit Valve,
PASP: Pulmonary Artery Sistolik Pressure, IVC: Inferior Vena Cava).
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Sekil 2. Tedavi sonrasi transtorasik ekokardiyografi ve pulmoner BT anjiografi A: 25 mg/25 h
ultra-slow doz t-PA infuzyonu sonrasi RA septumuna yapisik rezidii trombus. B: 50 mg/50 h
ultra-slow doz t-PA infiizyonu sonrasi sag kalp bosluklarindaki trombiis tamamen erimis. C-D:
Klinik duzelme sonrasi ¢ekilen pulmoner BT anjiografide pulmoner emboli. Sol akcigerde
pulmoner emboliye bagh pulmoner enfart ve plevral efuzyon. (RA: Right Atrium, RV: Right
Ventricle, LV: Left Ventricle, t-PA: tissue Plazminojen Aktivator, BT: Bilgisayarli Tomografi).

Sekil 3. Altinci ay kontrol transtorasik ekokardiyografi A: Subkostal goruntude, sag kalp bos-
luklar1 normal genislikte ve eser TY izlenmektedir. B: Apikal 4 bosluk gorintide TY uizerin-
den dlgulen PABs: 15+5: 20 mmHg, normal siirlarda C: Sag ventrikul sistolik fonksiyonlar:
normal, TAPSE (tricuspit annular plane systolic excurtion): 2.1 cm D: Sag ventrikil sistolik
fonksiyonlart normal, Sm (systolic motion): 14 cm/sn (RA: Right Atrium, RV: Right Ventricle).

Congenital heart disease
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Successful treatment of anomalous arterial supply with coil
embolization in a Scimitar syndrome patient

Abdullah Nabi Aslan,' Serdal Bastug,' Hac1 Ahmet Kasapkara,? Yunus Emre Ozbebek .
Muhammet Cihat Celik,' Murat Ak¢ay,> Adnan Burak Akgay,' Nihal Akar Bayram,*
Tahir Durmaz,” Engin Bozkurt?

'Ankara City Hospital Cardiovascular Hospital, Ankara
*Department of Cardiology, Yildirum Beyazit University Faculty of Medicine, Ankara

Scimitar syndrome is a rare congenital anomaly. This syndrome is characterized by partial or com-
plete anomalous pulmonary venous drainage of the right lung to the inferior vena cava. On the
chest radiograph, the vein produces a vascular shadow to the right of the heart that descends toward
the diaphragm,resembling a scimitar, which is a short curved Turkish sword.Scimitar syndrome
is often associated with hypoplasia of the right lung, anomalous systemic vascular supply of the
right lung from the aorta, dextrocardia and bronchial anomalies. A 36-year-old male patient with a
known history of dextrocardia (Fig.1) who had been inhaled for asthma by the chest diseases clinic
for many years with dyspnea was evaluated by our clinic due to progressing dyspnea. Transtho-
racic echocardiography (TTE) revealed near-normal left ventricular (LV) systolic function (55%
ejection fraction), mild to moderate tricuspid regurgitation, dilated right heart chambers and sys-
tolic pulmonary artery pressure (sPAP) of 50 mmHg. Transesophageal echocardiography showed
blood transition from left to right atrium with a Qp/Qs of 2.4. Cardiac computed tomography
(CT) showed a partial pulmonary venous return anomaly, sinus venosus type atrial septal defect
and 10 mm wide systemic artery from the abdominal aorta to the right basal lung. No pulmonary
sequestration was observed. For the purpose of diagnosis,we performed selective angiography of
anomalous systemic artery with with a 6F Judgkin right (JR) diagnostic catheter (Fig. 2). The
vessel was then cannulated with an 8F JR guiding catheter and advanced to the right lung basal
with hydrophilic wire. Meanwhile, she was started on gross hemoptysis and shortness of breath.
Bleeding was controlled in a patient with hemoptysis up to 600 cc. The patient was given 1 unit
of erythrocyte suspension. The reason for the bleeding was thought to be that the hydrophilic wire
ruptured arteries with fragile anomaly. Therefore, simultaneous coil embolization was performed
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(fig.2). After waiting 5 minutes, re-control angiography showed a significant decrease in flow and
the procedure was terminated. The patient was admitted to coronary intensive care unit. The patient
was stable at follow-ups. For partial pulmonary venous return anomaly and sinous venosus type
ASD heart surgery was planned and patient was discharged from the hospital.

Figure 1. Dextrocardia.

f

Figure 2. Flouroscopic image of anomalous
systemic artery.

Figure 3. Coil embolization of anomalous systemic artery.
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Tromboze stiperior mezenter arter anevrizmasina
endovaskiiler tedavi yaklasim

Mustafa Fehmi Bireciklioglu, Deniz El¢ik, Murat Cetin, Nihat Kalay
Erciyes Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Kayseri

Girig: Visseral arter anevrizmalar1 nadir olarak goriilen ve olumcil sonuglar dogurabilen durum-
lardir. Suiperior mezenter arter (SMA) anevrizmalari tam visseral arter anevrizmalari igerisinde
%5.5 ile %6.9 arasi prevalansa sahiptir. SMA anevrizmalarinin nedenleri mikotik, ateroskleroz,
fibromuskuler displazi, kistik medyal nekroz ve travma olabilir. Bu vakada karmn agrisi nedeniyle
arastirihirken tespit edilen komplike olmug bir SMA anevrizmasina yaklagimi sunmak istiyoruz.
Olgu: Elli ¢ yaginda erkek hasta bilinen aterosklerotik perifer arter hastaligi ve diyabetes melli-
tus oykusu mevcut. 1.5 aydir mevcut karin agrisi sikayeti ile bagvurdu. Karin agris1 periumblikal
bolgede, yemeklerden sonra artig gosteren vasiftaydi. Karin agrisinin daha sik sebepleri agisindan
aragtirilan hastada anlamli bir sonuca varilamadi. Mezenter iskemi dustiniilerek yapilan kontrastl
bilgisayarli tomografi incelemesinde superiyor mezenter arterde trombus iceren anevrizmatik di-
latasyon saptandi (Sekil 1-3). Iskemik barsak dokusu izlenmedi ve distal damar yatag1 acik izlen-
di. Mikotik anevrizma dusiinulerek hastada enfeksiyon markirlari ¢alisildi. C-Reaktif Protein ve
beyaz kiure seviyelerinin normal oldugu goriildiu. SMA’daki anevrimatik dilatasyon ateroskleroza
bagh gelistigi dusunildi. Hastaya antikoagulan tedavi baglanarak 1 ay sonra kontrol anjiografi
yapild1 (Sekil 4, 5). Superiyor mezenter artere (SMA) yonelik yapilan anjiografi sonras: hastaya
ayn1 seansta endovaskiler tedavi karar1 verildi. Sag femoral arter yolu ile SMA agzina kateter
yerlestirildi. Yumusak tel ile anevrizmatik bolge gecildi (Sekil 6). 7.0x37 mm balon ekspandable
greft stent, anevrizmatik bolgeye implante edildi (Sekil 7-9). Kontrol anjiyografide kagak akim
izlenmedi (Sekil 10). Islem komplikasyonsuz sonlandirildi. Hasta iglem sonras: ertesi giin taburcu
edildi. Bir hafta sonraki kontrolde karin agris sikayetinin kalmadigi ogrenildi.

Tartigma: Visseral arter anevrizmalari olan hastalarin %251 riptur ile gelebilir ve mortalite oran-
lar1 %25-%70 aras: gorulebilir. SMA anevrizmalari trombiis, mezenter iskemi ve ruptir ile ortaya
¢ikabilir ve hayat: tehdit edici sonuglar olusabilir. SMA anevrizmalar1 buyiik oranda asemptomatik
olabilecegi gibi en sik sikayetler aralikli sekilde gelen karm agrisi, gastrointestinal kanama, bu-
lanti, kusmadir. Semptomatik vakalarda tedavi onerilmektedir. 20 cm’yi gecen anevrizmalarda,
multipl anevrizma, hizli bityime, diseksiyonun eslik etmesi gibi durumlarda ve barsak iskemisi
riski nedeniyle trombis iceren anevrizmalarda da mudahele onerilmektedir. Cerrahi, transkateter
embolizasyon ve endovaskiiler stentleme tedavi segenekleridir. Hangi yontemin ustin olduguna
dair ¢aligma ve veri yoktur. Elektif vakalarda endovaskiiler stentleme giivenli ve etkili bir ¢oziim
olabilir. Biz bu vakada semptomatik bir SMA anevrizmasinin medikal takip sonrasi bagarili en-
dovaskiler tedavisini sunduk. Endovaskiiler stentlemenin bu hasta grubunda uygun durumlarda
guivenle uygulanabilecegini dusiinmekteyiz.

Sekil 1. Stperior mezenter
arter anevrizmasinin 3 bo-
yutlu tomografi gorintiisi.

Sekil 2. Stiperior mezenter ar-
ter anevrizmasinin 3 boyutlu
tomografi goruntisii.

Sekil 3. Tromboze superior
mezenter arter anevrizmasinin
tomografi goruntusii.
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6. Anevrizmatik
bolgenin tel ile gecilmesi.

Sekil 4. Superior mezenter arter
invaziv fi

Sekil 5. Superior mezenter arter  Sekil
anevrizmasinin invaziv anjiyografi
goruntusi.

anevr

goruntusu.

Sekil 7. Anevrizmatik Sekil 8. Anevrizmatik Sekil 9. Anevrizmatik Sekil 10. Stent implan-
bolgeye greft stentin  bolgeye greft stentin bolgeye greft stentin tasyonu sonrasi kontrol

implantasyonu. I yonu. I yonu. anjiyografi.
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Percutaneous intervention for concurrent acute limb ischemia
in a patient with acute myocardial infarction

Ibrahim Etem Celik, Sel¢uk Ozturk, Mikail Yarlioglues, Mustafa Duran, Sani Namik Murat
Department of Cardiology, Ankara Training and Research Hospital, Ankara

Background: Acute limb ischemia (ALI) is a medical emergency that threatens the viability of the
extremity and requires prompt diagnosis and early approach. Therapeutic choices are a variety of
endovascular or surgical interventions. A 56-year-old man was admitted to our hospital with ret-
rosternal chest pain and sudden onset pain, numbness and coldness of the bilateral lower extremity.
He had a history of smoking and he was operated due to abdominal aortic aneurysm by applying
trouser graft 6 years ago. His physical examination revealed the following characteristic features:
blood pressure, 80/50 mmHg and 2/6 pansystolic murmur at apex. The pulses were absent in the
right lower extremity arteries and diminished in the left. Neurological examination revealed both
sensory and motor loss in the bilateral lower extremity with a dropped foot in the right.

Methods: The 12-lead electrocardiogram showed sinus rhythm, ST segment elevation in the infe-
rior leads with reciprocal changes in the lateral leads. A bedside echocardiogram showed hypoki-
nesis of the inferior wall without showing intraventricular thrombus formation. He was transferred
to the catheterization laboratory immediately for primary PCI and peripheral angiography for the
evaluation of ALI through left radial route.

Results: Coronary angiography revealed 98% thrombotic occlusion in left circumflex (LCx) ar-
tery (Figure 1a). Aorto-iliac angiography, which was performed just after the coronary angiogram,
showed total occlusion in the proximal right common iliac artery (CIA) and %95 thrombotic oc-
clusion in the proximal left CIA (Figure 2a). Intervention of the both LCx artery and trouser graft
thrombosis at the same session was planned. Initially, 3.0 x 18 mm Xience Prime stent (Everolimus
drug-eluting stent, Abott, USA) was implanted into LCx artery resulting with TIMI 3 flow (Fig-
ure 1b). After the stent placement, percutaneous transluminal angioplasty (PTA) was successfully
performed in both of the common iliac arteries. A guidewire was advanced across the lesions in an
antegrade manner and balloon angioplasty of the occluded right CIA was performed using a 6 x
200 mm balloon (EverCross™ 0.035” OTW PTA dilatation catheter, Medtronic, USA) with long
inflation (Figure 2b). Afterwards, 8.0 x 40 mm balloon (EverCross™ 0.035” OTW PTA dilatation
catheter, Medtronic, USA) was inflated into left (Figure 2c). Control arteriography showed total
revascularization of CIA arteries (Figure 2d). The glycoproteinIIb/IIla inhibitor abciximab was
administered intravenously just after the procedure. After PTA, our patient’s pain resolved and
distal pulses became palpable.

Conclusions: A simultaneous occurrence of acute myocardial infarction (AMI) and ALI is a rarely
seen condition that carries high morbidity and mortality, when diagnosis and treatment is delayed.
Concurrent percutaneous intervention of AMI and ALI showed a feasible and effective therapeutic
treatment strategy like our case.

Figure 1. (A) Coronary angiography demonstrating a thrombotic subtotal occlusion of the Lex. (B) Stent
implantation was successfully performed in LCx lesion (Figure 1b).
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Figure 2. (A) Aorto-iliac angiography demonstrating total occlusion of the proximal right ICA and subtotal
thrombotic occlusion of the left proximal ICA. (B) Ballon angioplasty of the occluded right ICA. (C) Ballon
angioplasty of the occluded left ICA. (D) Final control arteriography d ating total
of right and left ICA.

larization
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Sucessful intervention of an octogenarean patient with
Leriche Syndrome

Elton Soydan, Mustafa Akin
Department of Cardiology, Ege University Faculty of Medicine, Izmir

An 86 years old female patient was admitted to our clinic with severe pain over the buttock area
extending downward the legs. She had been experiencing these complains for 1 month with an
increase in severity since the last week. Her medical history consisted of coronary artery bypass,
hypertension hyperlipidemia and diabetes. She had an optimal medication including antihyperten-
sive, statin, aspirin, oral antidiabetics and her blood pressure and diabetes condition were under
control. Physical examination showed nonpalpable bilateral femoral pulses with thinned legs and a
profound paleness. Electrocardiography showed a sinus tachycardia with a heart rate of 100/bpm.
There were no remarkable signs in the cardiorespiratory system examination. Echocardiography
showed a preserved left ventricle ejection fraction with no valvular dysfunction. Doppler arterial
ultrasonography of the lower extremities showed bilateral monophasic low amplitude flow patterns
of both the femoral arteries the aortoiliac bifurcation reflecting a severe aortoiliac occlusion and a
Leriche syndrome ultrasonography phenotype. This was verified by infrarenal aortic angiography
through a 6 French Pigtail catheter advanced from the left distal radial artery (Figure 1). Severe
atherosclerotic lesions in the proximal part of the aorto- iliac arteries with thrombotic burden in the
right common iliac artery was noticed. Due to the advanced age and comorbidities a percutaneous
intervention was decided. Bilateral femoral arteries were engaged with 7 French femoral sheath
through which two hydrophilic Terumo guidewires of 0.35 inches were advanced and crossed the
lesions falling into the abdominal aorta lumen. Peripheral Balloons of 6x40 mm sizes were simul-
taneously dilated at the stenotic regions. Residual stenosis was successfully resolved by simulta-
neously implantation of peripheral self-expanding stents (right 10x80 mm; left 10x60 mm) (Figure
2). Percutaneous intervention was accurately contemplated by final balloon kissing procedure and
an optimal blood flow with no vascular complications was restored (Figure 3). Femoral punction
areas hemostasis were achieved by effectively engaging femoral bands over the relevant areas
so permiting confortability to the patient (Figure 4). On follow up (1 month after discharge) she
expressed an increase in living desire by underscoring her dramatic confortable walking pattern
that objectively was verified by the 6 minutes walking test with a 350 meters of walking distance.

Figure 1. Peripheral an-
giography performed by
the left distal radial artery
approach showing severe
distal Aortic- iliac disease.

Figure 2. Bilateral balloon predilatation of both of the common Iliac ar-
teries; simultaneous implantation of two self -expandable peripheral stents
with final kissing balloon postdilatation.
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Figure 4. Femoral band en-
gageds over the right femo-
ral artery punction site.

Figure 3. An optimal blood flow with no vascular complications restored.

0S-038

Catheter directed thrombolysis in a patient with total left subclavian
vein oclusion due to previous dialysis catheter implantaiton attempt

Elton Soydan, Mustafa Akin
Department of Cardiology, Ege University Faculty of Medicine, Izmir

An 80 years old male patient was referred to our clinic with left arm swellness and pain. He had
been experiencing these complains for 1 week and had had some antibiotic therapy with no result.
His medical history consisted of morbid obesity (Body mass index 40) chronic kidney disease due
to hypertension and diabetes with regular hemodialysis for 3 years and some unsuccessful attempts
of implantation of hemodialysis catheter on the left Subclavian vein. He had had hemodialysis
from his left brachial arterio- venous fistula (AVF) for 1 year on, but unfortunately he had expe-
rienced problems with the fistula not working properly with suboptimal hemodialysis procedure
during the last week. On admission he looked pale; felt itching like pain on his left swollen arm. Pe-
ripheral pulses were normally palpated. Electrocardiography showed a normal sinus rhythm with a
heart rate of 90 bpm. Left arm Doppler ultrasonography showed normal Doppler parameters in the
arterial system, in contrast there was a profound turbulence of blood flow in the left brachial AVF
location and emerging thrombus formation in the upstream Axillary vein with ignorant outflow
velocity parameters implying a near occlusion in the Subclavian vein circulation (Figure 1). Broad
spectrum antibiotic therapy with arm elevation and proper dressing with Eau de Goulard solution
was administered. After slight relieving of pain and swelling, a venous angiography was performed
through a right femoral vein approach and a total occlusion of the left Subclavian vein was revealed
(Figure 2). Total occlusion was crossed through a supporting microcatheter (Trailblazer) and mul-
tiple coronary balloon (4x20 mm) predilatations were performed. Venous angiography showed
thrombus formation in the valve location of the axillary vein and straight line dissection in the left
Subclavian vein. Catheter directed thrombolysis was decided and a pigtail catheter was inserted
into the left Axillary vein through which a low dose of 10 mg t-PA infusion for 15 hours (1 mg for
5 hours, 0.5 mg for 10 hours) was administered. After 15 hours of t-PA infusion, astonishingly the
swelling of the patient arm was diminished and pain complain recovered at all (Figure 3). Selective
vein angiography was performed by a right Judkins 4 catheter revealing no thrombus sequelae and
residual stenosis in the left Subclavian vein. A peripheral self- expandable stent (7x60 mm) was
successfully implanted and a good blood outflow was restored (Figure 4). Patient clinical scenario
showed a dramatical immediate recovery after the intervention procedure with pain and swellness
resolution following hemodialysis normally through the brachial AVF.

Figure 1. From left to right: Profound turbulence of blood flow in the left brachial AVF; No blood outflow
implying occlussion in the left Subclavian Vein; Thrombus formation in the left Axillary vein.

Figure 2. From left to right:
Selective angiography
depicting thrombus formation in
the Axillary vein and discection
in the Subclavian vein; Catheter
directed thrombolysis through
pigtail catheter insertion into the
left Axillary vein.

venous

Figure 3. Selective vein angiography: No thrombus
sequelae and residual stenosis with straight line dis-
section in the left Subclavian vein.

Figure 4. A peripheral self- expandable stent
(7x60 mm) successfully implanted with a
good blood outflow restored.
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0S-040

EVAR sonrasi sol iliak arter total ikamkhginin basarih
perkiitan tedavisi

Atila Iyisoy
Giilhane Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Yaklagik 5 y1l once EVAR (Endologix, USA) yapilan 66 yasindaki erkek hasta son birkag aydir
eforla gogiis agrisi ve sol bacak intermittan kladikasyo sikayeti sebebi ile klinigimize bagvurmusg-
tur. Yapilan fizik muayene de sag femoral arter palpabl,sol femoral arter ise palpe edilememistir.
Bunun tizerine hastaya koroner anjiografi (KAG) ve aortografi yapilmasina karar verildi. Yapilan
KAG*‘da LAD’deki stentin acik oldugu ve RCA’daki stentin tam tikali oldugu tespit edilmistir.
Sol bacak agrisi i¢in yapilan aortografi de EVAR greftin sol bacak stentinin total tikali oldugu go-
rialmistir (Sekil 1a). Aortografi de sol alt ekstermite kolleteral akiminin gorillememesi sebebiyle
BT anjiografi yapildi. BT anjiografi’de EVAR greftin sol bacak stentinin total tikali oldugu ve sol
external iliyak arter ile femoral arterlerin kolleteraller araciligiyla doldugu izlendi (Sekil 1b, ¢). Bu
bulgular dogrultusunda hastanin tedavisinde perkiitandz isleme karar verildi. Hemodinami labora-
tuarma alinan hastanin sol brakial arterine 6F sheath yerlestirildi. Brakial arterden pigtail kateter ve
hidrofilik tel ile aortadan EVAR i¢ine girildi ve goruntii alindi. Sol femoral arter bulunarak 7F she-
ath yerlestirildi (Sekil 1d). Sheath iginden sol iliyak arter destek kilavuz kateter (TrailBlazer, 0.035
inch x135 cm) ve kilavuz tel (Nitrex guidewire, 0.035x180 cm) ile EVAR iginden gegilerek aortaya
gecildi (Sekil le). Kilavuz tel uzerinden tikali bolgeye balonlarla (Fortrex OTW Balon Kateter
8x80 mm ve 10x40 mm) anjioplasti yapild1 ve distal akim saglandi (Sekil 1f-2a). Femoral arterden
iliyak artere kadar 2 adet stent (Protege GPS 9x80 ve 9x60 mm) implante edildi (Sekil 2b). Iliyak
arterden femoral artere kadar tam agilma saglandi (Sekil 2c). Sol femoral arterdeki sheath’den ya-
pilan invaziv basing takibinde ilerleyen saatlerde basincin ciddi olarak diismesi iizerine hasta tekrar
isleme alindi. Alinan goruntilerde EVAR stentin sol iliyak baglangicinda ciddi darhgin goralmesi
uzerine sert kilavuz tel aorta ilerletildi (Sekil 2d). Sert tel izerinden 10x40 mm periferik balon
ile anjioplasti yapildi (Sekil 2e). Sol femoral arterdeki sheath basincinin artmas: izerine iglem
sonlandirildi. Hasta takip i¢in yogun bakim unitesine alindi. Ertesi sabah basmcin tekrar dugmesi
tzerine hasta tekrar laboratuara alindi. Alinan goriintiilerde EVAR stentin sol iliyak baslangicinda
tekrar ciddi darligin gorulmesi izerine yeni bir stent takilmali m1 sorusuna bir defa daha buryiik bir
balonla anjioplasti yapilmasina karar verildi (Sekil 2f). Sert tel izerinden 14x60 mm boyutlarinda
periferik balonla darlik bolgesi dilate edildi (Sekil 3a). Yapilan anjiografik kontrollerde akimin
ve distal basmcin iyi olmas sebebi ile islem komplikasyonsuz olarak sonlandirild: (Sekil 3b, c).
Hastanim 1. ay kontroliinde sikayetlerinin ortadan kalktigi gorulmustur. EVAR yapilmug hastalarda
ozellikle kronik donemde olan tam tikanmalarda perkitanoz islemler cerrahiye tercih edilebilir.

Sekil 1.

Sekil 2.
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Chylous pericarditis and vena cava syndrome in patient with
Behcet’s disease

Damla Yalcinkaya, Mikail Yarlioglues, Mustafa Duran, Ibrahim Etem Celik,
Fatih Oksuz, Sani Namik Murat

Department of Cardiology, Ankara Training and Research Hospital, Ankara

Behcet’s Disease is a chronic inflammatory disorder which was first described by Turkish physi-
cian Hulusi Behcet in 1937. It is a kind of vasculitis that includes the mucous membranes, skin,
eyes, joints, gastrointestinal tract, vessels and neurologic system. Here we report a 21 year old
female patient who admitted to the emergency service with symptoms of severe dyspnea that per-
sisted for a month. Transthoracic echocardiography demonstrated a massive pericardial effusion
reaching 2.1 centimeters at its widest. Right outflow tract diastolic collapse was revealed and peri-
cardial tamponade was diagnosed. Urgent fluoroscopy guided pericardiocentesis via subxiphoid
approach was performed. A total of 1000 cc of milky fluid was removed (Figure 1). The laboratory
results of the fluid revealed the following: triglycerides 592 mg/dl, LDH 392 U/L, total proteins 5.2
mg/dl, glucose 83 mg/dl. The diagnosis of chylopericardium was established. Control echocardiog-
raphy showed minimal circumferential pericardial effusion (Image 2). She had history of recurrent
oral aphthae and nodular, erythematous painful eruption usually occurs on the lower legs. Physical
examination revealed a swollen puffy face, jugular venous distention, venous collaterals along the
chest and abdomen (Figure 3). At computed tomography, significant pleural effusion and thrombus
formation in left internal jugular vein (LIJV) (Figure 4a), the left subclavian vein, right brachio-
cephalica vein (RBCV) and superior vena cava (SVC) (Figure 4b) were detected. Widespread
venous collateral (Figure 4c) were observed in the paraaortic-paratracheal areas of the superior
mediastinum, in the left hemithorax wall, in the subcutaneous tissues, in the left hemidiaphragm
and in the left pleural surfaces, with significant contrast filling, which also showed an association
with the inferior vena cava. Following multi-disciplinary evaluation, she was diagnosed with Beh-
cet’s disease. Imnmunosuppressive therapy (Azathioprine) and anticoagulant therapy (oral warfarin)
were started. In our patient, we hypothesized that underlying cause of the chylopericardium is
obstruction of the thoracic duct ostium. It is known that pericardial lymphatic drain via mediastinal
and tracheobronchial lymph nodes into the thoracic duct. The thoracic duct then drains into the left
subclavian or internal jugular vein or at the junction of the two. Thus, as in our patient, obstruction
of the thoracic duct ostium due to left subclavian thrombosis could lead to reflux of chyle back into
the pericardium resulted chylopericardium.

Figure 2. Echocardiographic view after peri-
cardiosynthesis.

Figure 4. (A-C) Computed tomography image.

16

08S-042

Behcet’s syndrome in differential diagnosis of right ventricular masses
Nil Ozyiinci,' Halil Gulyigit,' Kaan Akin,' Elif Peker,” Sibel Turhan,' Cetin Erol'

'Department of Cardiology, Ankara University Faculty of Medicine, Ankara
2Department of Radiodiagnostic, Ankara University Faculty of Medicine, Ankara

‘While endocarditis and malignancy are more common causes of right ventricular lesions, Behcet’s
disease should be included differential diagnosis. Especially in infective endocarditis cases where
there is lack of improvement with iv antibiotics. 24 year old woman was admitted to our clinic due
to right ventricular mass. She had been admitted because of reccurent fever and neither clinical
answer nor decrease in inflamatory parameters had been achieved with treatment. Her complaints
were intermittant fever and loss of 7 kilograms in last three months. Her previous pulmonary CT
angiography showed thrombi formations in pulmonary arteries. Her echocardiography showed
two hypoechogenic structures (diameters; 1.9x1.4 cm and 1.2x1.5 ¢cm )in right ventricule. Cardiac
MRI also revealed the lesions (diameters; 3.0x1.3 cm and 1.6x1.2 ¢cm) in right ventricule and the
lesions were found to be compatible with trombus formations, but infective processes could not be
eliminated due to absence of contrast enhancement in lesions (Fugure 1). Full body FDG-PET CT
showed no signs of increased activity. Her serum procalcitonin levels were negative and her CRP
values were midly high (20-24 mg/L) and showed no progression. Her blood cultures and tests for
Brucellosis, Aspergilosis and Hydatid cysts turned out negative. She reported reccurent episodes
of oral ulcerations and were also seen in her examination, had a history of genital ulcerations.
No ertheyma nodosum or papulopustular lesions were found in dermatologic examination. Her
patergy test was negative, eye examination showed no ocular manifestation of Behcet’s syndrome.
She was consulted to Rhemutology; immunsupressive and anticogulant treatments were begun
with possible Behget diagnosis. Fever responded well to therapy, inflammation decreased, she was
discharged and echocardiographic follow up was planned for 4 weeks later. Cardiac involvement
in Behcet’s Disease is uncommon (1-5%) and can present in a broad spectrum, ranging from acute
coronary syndrome to pancarditis and cardiomyopathies. Intracardiac thrombi formation is even
less common and more likely to be in right ventricule of the heart compared to left ventricule.
Thrombi formations in vena cava inferior and deep veins of lower extremity are more common
in these cases. Echocardiography is the key diagnostic tool in intracardiac masses while caridac
MRI is helpful in the case of subotpimal imaging, connformation of the diagnosis. Or when extra
information about myocard or charcteristics of the lesion is needed. Pharmacological approach-
ment is the first line of treatment for intracardiac thrombi, surgical intervention is reserved for
unresponsive cases, reccurent or thrombus or diagnostic uncertanity. Our patient had no contrain-
dications for immunsupressive therapy and our diagnosis was confirmed when patient responded
dramatically to immunosuppressant therapy. Diagnosis from treatment can be a useful approach in
the case of diagnostic uncertainity.

Figure 1. Figure shows the right ventricular mass attached to
interventricular septum in the MRI study.

08S-043

Intrakardiyak ve pulmoner arter trombisii izlenen PFO’lu

Ebstein anomalisi: Multimodaliter goruntilleme

Ayse Irem Demirtola,' Turkan Seda Tan,' Elif Peker,” Nazli Turan,'! Anar Mammadli,' Tamer Sayin'

!Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
2Ankara Universitesi Tip Fakiiltesi, Radyodiagnostik Anabilim Dali, Ankara

Ebstein anomalisi (EA) trikuispit kapagin septal ve posterior leafletinin sag ventrikul apikaline
dogru yerlesmesiyle, sag ventrikillun atrialize olmasina yol agan nadir bir konjenital hastaliktir.
Vakalarin %60°’dan fazlasinda interatriyal seviyede sagdan sola santlar ve hipoksemi klinigi izlenir
ve bu vakalarmn perkiitan kapama tedavisinden fayda gormesi muhtemeldir. Biz de bu vakamizda
hipoksemi ile bagvuran, intrakardiyak ve pulmoner arterde trombiis saptanan, patent foramen ova-
leye (PFO) bagl sagdan sola santli, perkiitan kapama planladigimiz EA hastasim sunacagiz. Yirmi
dokuz yasinda erkek hasta, ozellikle egzersizle artan nefes darhigi yakinmast ile klinigimize bas-
vurdu. Bagvuru sirasinda bakilan AKG belirgin hipoksemikti. Yapilan transtorasik ekokardiyografi-
de trikuispit kapak posterior leaflet aniilisten 1.8 cm (9.4 mm/m?) agag1 yerlesimli ve sag ventrikiil
atrialize olup serbest duvari hipokinetik goruldu(sekill)Yapilan TEE’de PFO’ya ait tunelde renkli
akim Doppler ve ajite salin ile sag-sol gecis izlendi.Hastaya yapilan kardiyak MR’da trikuispid
kapak septal yaprak¢iginin belirgin sekilde apekse dogru yer degisimi (13.7 mm/metrekare) (Sekil
2) ve atriyal septum duzeyinde PFO’ya ait goruniim goriildii) (Sekil 3). Ek olarak aksiyel planda
geg kontrastli gorintude trikiispid kapak diizeyinde trombiuse ait hipointens alanlar izlendi (Se-
kil 4). Cekilen kontrastl BT goruintude de trikiispid kapak diizeyinde kontrastlanmayan trombiis
ve sag alt lob pulmoner arter duzeyinde trombis izlendi (Sekil 5). Antikoagiulan tedavi baglanan
hastada devam eden hipoksemi sagdan sola santa bagh dusuniilerek, tarafimizca perkitan PFO
kapatilmasi planlandi. Ebstein anomalisi 1866 yilinda Dr. Wilhelm Ebstein tarafindan tanimlan-
mus, tiim konjenital kalp hastaliklarinin %1’inden azini olusturan konjenital bir anomalidir. Septal
ve posterior leafletlerin sag ventrikiil apikaline yerlesimi ve displastik anterior leaflet varlig1 ile
sag ventrikul atrialize olur, fonksiyonel sag ventikiill bosluk alan1 azalir. ASD, PFO, ileti sistemi
anomalileri,aksesuar yol varligi, pulmoner stenoz, Fallot tetralojisi ve VSD ile beraberligi bildi-
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rilmistir. Interatriyal baglanti %80-94 oraninda izlenir ve neden oldugu sagdan sola sant kronik
hipoksemi, polistemi, paradoksal embolizm ve ani 6lume yol acar. Hafif veya orta dereceli trikuispit
yetmezligi ile egzersiz intoleransi olan se¢ilmis hastalarda; hipoksemi, hiperviskozite ve paradok-
sal embolizm engellemesi agisindan perkitan kapamanin fayda gorterecegi bildirilmektedir. Ote
yandan ciddi trikiispit yetmezligi ve ciddi sag ventrikul volim ytiklenmesi olan hastalarda kapa-
ma iglemi dekompanzasyona sebep olacagindan onerilmemektedir. Biz de bu vakamizda kronik
hipoksemi ile bagvuran, EA ve PFO birlikteligini gordugiimiiz, perkiitan kapama planladigimiz
hastamiz: sizlerle paylasmak istedik.

Sekil 2.

Sekil 4.

Sekil 5.

0S-044

Nadir bir aort diseksiyonu tipi: Intimo-intimal intussiisepsiyon
Yicel Karaca, Julide Akaycan, Yakup Yigit, Fatih Guven, Siho Hidayet
Indnii Universitesi Tip Fakiiltesi, Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya

Giris: Akut aort diseksiyonun nadir bir komplikasyonu olan intimo-intimal intusstisepsiyon inti-
manin dairesel olarak yirtilmasi sonucu kendi ustune kivrilmasi ile karakterizedir. Transozofajiyal
ekokardiyografi ve ince kesit bilgisayarli tomografi hari¢ her tan1 aracinin yanhs negatif taniya yol
agtig1 gosterilmistir. Bizim sunacagimiz vaka da bilgisayarli tomografi de yanlis negatif saptanan
ve transozofajiyal ekokardiyografi ile sirkiiler tarzda flep gornimi tespit edilen ve bu flebin di-
yastolde sol ventrikiile prolobe olmasiyla olusan bir aort yetmezligi sunulmustur.

Olgu: Altmig dokuz yas erkek hasta, 2 saattir baglayan siddetli gogiis agrisi sikayeti ile acil servi-
se bagvurdu. Ozgec¢misinde kronik hastalik 0ykuisi olmayan hastanin yapilan fizik muayenesinde
mezokardiyak odakta diyastolik ufurim tespit edildi. Elektrokardiyografisinde sints tagikardisi
mevcut olup, kalp hizi 110 atim/dk idi. 145/88 mmHg arter basinci olan hastanin yatakbasi transto-
rasik ekokardiyografisinde ciddi aort yetmezligi ve sinirda sol ventrikuil hipertrofisi diginda ozellik
saptanmadi. Aort diseksiyonu on tanistyla hastanin ¢ekilen dinamik toraks bilgisayarli tomografi-
sinde net flep gorunumii izlenmemesi ($ekil 1a) ve sinirda troponin yuksekligi olmasi tizerine acil
koroner anjiografi planlandi. Yapilan koroner anjiografisinde koroner arterlere selektif oturulamadi
ve bu yuzden aortagrafi yapildi. Aortagrafi de diyastolde sol ventrikil ¢ikis yoluna uzanan ince
dolus defekti tespit edildi (Sekil 2). Transozofajiyal ekokardiyografi yapilan hasta da diastolle sol
ventrikiile prolobe olup aort kapaklarinin kapanmasina engel olan, sirkuler tarzda aort diseksiyonu
izlendi (Sekil 3). Tekrar yapilan Ince kesit bilgisayarli tomografi ile flep gorunumi tespit edildi
(Sekil 1b). Hasta asendan aort replasmani i¢in acil ameliyata alindi.

Tartisma: Akut aort diseksiyonu yiiksek mortalitesi olan kardiyovaskiiler bir hastaliktir. Aort di-
seksiyonlarinda primer intimal yirtik genellikle transverstir. Aort yetersizligi akut asendan aorta
diseksiyonlarinin sik goriilen bir komplikasyonudur. Asendan aorta diseksiyonlarinda aort yeter-
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sizliginin nedeni aort kokunin deformasyonu ve kommisural agilma (dehiscence) olarak tanim-
lanmustir. Intimo-intimal intussuisepsiyon da aort yetmezliginin altta yatan sebebi prolobe olan
flebin aortik kapaklarda koaptasyon kusuruna neden olmasidir. Bizim amacimiz radyolojik olarak
aort diseksiyonu diglansa bile intimo-intimal intussiisepsiyonun daima akilda tutulmasi, transto-
rasik ekokardiyografide etiyolojisi belirlenemeyen izole aort yetmezligi tespit edilen ve koroner
goruntuleme yapilamayan hastalarda transozofajiyal ekokardiyografi ile tespit edilebileceginin
hatirlatilmasidir. Ek olarak intimo-intimal intussiisepsiyonun tanisinda konvansiyonel toraks bil-
gisayarli tomografisinden ziyade ince kesit dinamik toraks bilgisayarli tomografinin tanida daha
net bilgi verebilecegi akilda tutulmali ve bu tiir klinik ile gelen hastada daha on planda tutulmas:
dustunulmelidir.

Sekil 1. (A) Dinamik toraks bilgisayarli tomografisi. (B) Ince kesit dinamik toraks bilgisayarli tomografisi.

Sekil 2. Aortagrafi.

Sekil 3. Transozofajiyal ekokardiyografi.
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Giant left ventricular thrombus associated with long term use cocaine
Ebru Serin, Onur Kiligarslan, Ciineyt Kocas, Emir Barig Okgiin
Department of Cardiology, Istanbul University Institute of Cardiology, Istanbul

Cocaine is a powerful, sympathomimetic drug with potentially lethal effects to central and periph-
eral nervous system. Cocaine-induced cardiotoxicity can result in significant effects on the heart
and vessels through multifactorial pathophysiological mechanisms and is associated with a num-
ber of cardiovascular diseases, including MI, heart failure, cardiomyopathies, arrhythmias,cardiac
masses, aortic dissection, myocarditis and endocarditis.Here we report a case of left ventricular
thrombus caused by long term use of cocaine. A 30-year-old man patient, with no past significant
medical history,smoker and with long term use of cocaine admitted to the emergency department
due to with progressive dispnoea,and reduced effort tolerance. Echocardiography revealed a hy-
poechogenic mobile mass in the cavity of the left ventricle (LV) (measuring 4.0x1.2 cm originating
from the apical region). Coronary angiogram was normal.Cardiac MRI (CMR) was performed
which demonstrated evidence of full thickness scar involving the apical regions, with confirmation
of a LV apical thrombus measuring 37x15 mm in dimension.Conservative treatment was decided
under oral anticoagulation treatment and standard heart failure therapy, including beta-blocker,
ACE-inhibitor and aldosterone antagonist, was also administered. Two weeks later,control echo-
cardiograpy showed complete dissappearance of thrombus. Use of long-term cocaine induces en-
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dothelial injury and increases vascular fibrosis.Cocaine also promotes thrombosis by activating
platelets, and may directly induces platelet aggregation/blood clots through O-adrenergic mediated
mechanisms and potentiate platelet thromboxane production.Transthoracic Echocardiography
(TTE) is a very useful modality of investigation to evaluate the LV mass and most widely used to
screen for thrombus formation.However, it is not as effective as CMR. Cardiac MR is clinically
useful tool for the detection of left ventricular thrombus. Additionally, myocardial scar as identified
by CMR was an independent risk factor for thrombus.

Figure 1. Cardiac MRI of thrombus at the apical
segments of the LV.

Figure 2. Thrombus formation measuring 4.0x1.2
cm originating from the apical region.

0S-046

Sistemik sklerozisli hastada nadir bir komplikasyon: Sol ventrikiil
psodoanevrizmasi

Sefa Tatar, Ahmet Seyfeddin Gurbuz

Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Sistemik sklerozis (SS), birgok organda tutulum yapan yaygin mikrovaskiler dolagim bozuklugu ve
fibrozisle seyreden kronik otoimmin bir romatolojik hastaliktir. Kardiyak tutulum erken donemde
tespit edilebilse de, klinik bulgular ge¢ donemde ortaya ¢ikar ve koti1 prognozla iliskilidir. Sistemik
sklerozisli hastalarin %10-%35 inde kardiyak semptom gorulmektedir. Biz de bu yazimizda, SS
tanust ile takipli bir hastada gelisen sol ventrikiil posterolateral duvar psodoanevrizmasini anlatmay1
amagladik. Sistemik sklerozis tanisiyla romatoloji tarafindan takip edilmekte olan, bilinen esan-
siyel hipertansiyon oykiusii olan 57 yasinda kadin hasta tarafimiza nefes darligi nedeniyle dani-
sildi. Yapilan fizik muayenesinde mitral odakta 3/6 sistolik ufurimi mevcuttu. Tansiyon arteriyel
130/80 mmhg idi. Elektrokardiyografisi sintis ritminde, 80/dk kalp hizinda ve belirgin patolojik
bulgu yoktu. Ekokardiyografisinde sol ventrikiil ejeksiyon fraksiyonun %45 oldugu, modifiye pa-
rasternal ve apikal dort bosluktan bakilinca posterior ve lateral duvarda psodoanevrizma oldugu, bu
alanin perikarda acildig1 ve perikard ile sinirlandigy, sol ventrikiilin diger alanlarinda duvar hareket
kusurunun olmadigi, izole psodoanevrizma oldugu goruldu. Hastada perikardiyal effuzyon olmadig:
goruldu. Orta-ciddi derecede mitral yetersizlik oldugu, pulmoner arter sistolik basicinm 35 mmhg
oldugu ve hafif dereceli aort darhig oldugu tespit edildi. Hastaya koroner anjiografi yapildi. Hem
sol sistemde hem de sag sistemde tikayici koroner arter hastaligi tespit edilmedi ve plakli koroner
izlendi. Kardiyovaskiler cerrahi konseyinde goriisilen hastaya hem mitral kapak cerrahisi hem de
psodoanevrizma i¢in duizeltici cerrahi karari verildi. Cerrahi sonrasi alinan patolojik materyalde len-
fositik infiltasyon oldugu ve bunun da SS’in kardiyak tutulumuna bagh oldugu dusunuldu. Sistemik
sklerozis kardiyak tutulum yaptig1 hastalarda; ileti bozukluklari, atriyal ve ventrikuler aritmiler, kalp
yetmezligi, miyokardiyal iskemi, perikardiyal effuzyon ve konstriiktif perikardite sebep olabilir.
Mikrovaskiiler dolasim bozukluguna bagh olarak ozellikle de fokal olarak iskemi yaptig1 alanlarda
fibrozis gelisimine ya da psddoanevrizma gelisimine neden olabilir. Bizim vakamizda da oldugu gibi
on planda anginal yakinmasi olmadan, koroner arterlerde tikayici hastalik bulunmayan ve buna rag-
men sol ventrikull duvar hareket kusuru olmadan psodoanevrizmasi bulunan hastalarda romatolojik
hastaliklarin da akilda tutulmasi ve gerekirse psodoanevrizmayi netlestirmek i¢in kardiyak magnetik
rezonans goruntileme yapilmasi gelecekte klinisyenlere yol gostermesi agisindan onemlidir.

Sekil 1. Sekil 2.

Sekil 3. Sekil 4.

Sekil 7. Sekil 8.

Sekil 9.

Sekil 10.
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An unusual complication of carotid artery stenting due to using
proximal emboli protection device (The Mo.Ma): iatrogenic
common carotid artery dissection

Fatih Gungoren,' Feyzullah Besli,' Zulkif Tanriverdi,' Ozcan Kocatirk,
Mustafa Begeng Tagcanov'

'Department of Cardiology, Harran University Faculty of Medicine, Sanlurfa
’Department of Neurology, Harran University Faculty of Medicine, Sanlurfa

Percutaneous carotid artery stenting with proximal emboli protection devices (EPDs) decrease the
risk of embolic cerebrovascular events. However, EPDs may be associated with some complica-
tions such as carotid artery vasospasm and dissection. Here, we present a case of common carotid
artery dissection caused by using proximal EPDs during right internal carotid artery intervention in
a patient who has symptomatic carotid artery occlusion.

Case Report: A 60-year-old man with a history of coronary artery disease, hypertension, smoking,
and has transient ischemic attack 2 weeks earlier was referred to our institution for CAS. Neurolog-
ical examination was insignificant except a murmur on the right carotid artery. Computed tomog-
raphy demonstrated a 95% stenosis in the right internal carotid artery (RICA) (Figure 1a). Diag-
nostic angiography showed severe stenosis in RICA which was defined as 95% stenosis according
to North American Symptomatic Carotid Endarterectomy Trial (NASCET) classification (Figure
1b). After the 5000 units of heparin was given intravenously, the right common carotid artery
was cannulated with a 5F simmons catheter via the transfemoral approach. External carotid artery
(ECA) was wired with a 0.035” hydrophilic wire and SF simmons catheter was advanced in there.
Hydrophilic wire was exchanged with super stiff wire. And than Mo.Ma device positioned in the
right ECA and CCA, aiming to close all side branches in ECA. Balloons in CCA and ECA blocked
flow in antegrade CCA and retrograde ECA. However, the patient couldn’t tolerate owing to hemo-
dynamic instability. CCA balloon was deflated immediately. Then, use of distal protection device
was decided for patient. A 0.014” guide wire was advanced through the lesion and positioned
in the distal ICA and 5.0 spider FX was deployed as over the wire. A 8 x 40 mm Cordis Precise
was implanted to the lesion after a 5x30 mm balloon pre-dilatation. After the procedure, patient’s
clinical status and neurologic examination was normal. He was discharged at second day. Aspirin
100 mg/day plus clopidogrel 75 mg/day had been started for 1 week before stenting and planned
to continue 1 month after procedure. Patient admitted with a local and slight neck pain 2 weeks
after CAS. Carotid doppler ultrasonography indicated the dissection extend from mid CCA to
beginning zone of CCA-RICA stent (Figure 2). Computed tomography was consistent with carotid
doppler ultrasonography (Figure 3). After evaluation of cardiology and neurology, anticoagulant
therapy (warfarin) was given to the patients in addition to dual antiplatelet therapy for one month.
The patient has been followed as asymptomatic and without any new complication at 3 months.
Discussion: Although balloons of Mo.Ma device have atraumatic design, the balloon inflation can
result in carotid artery dissection depending on high pressure and long time inflation. Thus, use of
Mo.MA device balloons are required being more kindly and gentle.
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Figure 1. (A, B) 95% stenosis in the right internal carotid artery in
computed tomography and diagnostic angiography.

-

Figure 2. The carotid artery dissection in doppler ultrasonography.

Figure 3. The carotid artery dis-
section in computed tomography.
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The power of mechanical thrombectomy (Angiojet catheter system):
Successful percutaneous intervention of acute deep vein thrombosis

Elton Soydan, Mustafa Akin
Department of Cardiology, Ege University Faculty of Medicine, Izmir

An 87 years old female patient was referred to our clinic with sudden onset of left leg pain and
continuous swelling in the last week. She described pain all over her leg with no possible move-
ment at all. Her medical history consisted of hypertension that was under control. On admission
her left leg was prominently swollen, with red colorization and severe pain on gentle palpations.
Peripheral arterial pulses were normally palpated. The other leg was in normal diameter with no
abnormal characteristics. Blood pressure was in normal range (130/80 mmHg) with a sub febrile
fever (37.5°C). Doppler ultrasonography of the lower extremities showed normal arterial Doppler
flow parameters, in contrast profound thrombus formation originating from the proximal part of
the left popliteal vein was recognized. Thrombus was extended upstream to the left common iliac
vein causing total occlusion there. Echocardiography revealed a normal right ventricle chamber
with no dilatation and with preserved systolic function. Systolic pulmonary artery pressure was
measured as 25 mmHg. Immediate anticoagulation with Enoxaparin and appropriate antibiotic
regimen was begun. The patient left leg was elevated and adequately dressed with Eau De Gou-
lard solution. After 5 days of stricted bed rest and intense treatment with anticoagulation and an-
tibiotics, infectious markers and the swelling were decreased. Control Doppler ultrasonography
described the continuous presence of the thrombus in the left common iliac vein. The patient was
then transferred to the angiography laboratory for diagnosis and intervention purposes. After the
patient was turned upside down an 8 French sheath was inserted with the assistance of a portable
echo device into the left popliteal vein. Venous angiography showed total occlusion in the distal
part of the femoral vein. After advancing 0,35 inch Terumo guidewire we performed mechanical
thormbectomy with the AngioJet (Zolante DVT) catheter system (Figure 1). Angiography showed
an astonishing restoring of blood flow in the vein but with total occlusion in the left common iliac
vein. Mechanical thormbectomy was applied into the iliac vein with multiple balloon inflation
(7x40 mm) but with not an optimal result. In order to provide patency of the vessel we successfully
implanted 2 self-expandable stents (8x100; 8x80 mm) and with post dilatation inside the stented
segment resulted in an optimal patency of the left common iliac vein (Figure 2). Final angiography
resulted in an opened upstream vein circulation. Patient experienced a dramatic recovery and the
left leg turned to normal shape and size with no pain at all. Patient was discharged on anticoagu-
lation and varice socks.

Figure 1. From left to right: selective femoral vein angiography showing total occlusion; thrombus forma-
tion extending into the right common iliac vein; Angiojet mechanical thrombectomy procedure.
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Figure 1. Form left to rgiht: Multiple baloon inflations; Femoral vein blood outflow restored; Suboptimal

residual stenosis in the right common iliac vein; successful self expandable stent imlantation in the right
iliac vein with optimal patency of the vein.
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Dissected symptomatic carotid artery disease: a misdiagnosed case
treated successfully with percutaneous intervention

Elton Soydan, Mustafa Akin
Department of Cardiology, Ege University Faculty of Medicine, Izmir

An 80 years old male patient was referred to our clinic with intermittent syncope episodes. One
week before admission he had a suddenly visual neglection that caused falling down the road
and got injured (multiple bruises and abrasions over the hands and face). He was taken by an
ambulance and examined in another hospital in which no pathologic causes were found.His med-
ical history consisted of hypertension, coronary artery bypass surgery. On physical examination
blood pressure was in normal range (130/80 mmHg), there were no neurological deficit and no
lateralization signs. Interestingly we heard a low pitched murmur over the right carotid artery area.
Cardiorespiratory system was unremarkable. Electrocardiography showed a normal sinus rhythm.
There was a preserved left ventricle ejection fraction (60%) with no valvular dysfunction. A 24
hours rhythm holter recording resulted in no pathologic brady or tachyarrhythmia. Orthostatic hy-
potension was assessed by the Tilting test with no abnormal blood pressure and heart rate response.
Biochemical blood tests showed normal cardiac biomarkers with an efficient Hemoglobin level of
14 g/dl with no electrolyte imbalance and normal Glomerular Filtration rate. Carotid artery Dop-
pler ultrasonography showed diffuse atherosclerotic plaques in the left extra cranial Carotid artery
system. Astonishingly there was flep- like dissected segment of the right internal carotid artery
surrounded by intensive calcified (hyper echogenic) atherosclerotic plaque but with no high peak
systolic flow (120cm/sec) originating from the Bulbus segment (Figure 1). Cranial computed to-
mography revealed some ischemic changes in the the right cerebral hemisphere, the sign of which
was verified by the Neurologic department as an outcome of right dissected internal carotid artery
and the patient was assessed as symptomatic. The patient clinical scenario was evaluated in our
hospital council made by Cardiology, Neurology, Radiology and Cardiovascular Surgery depart-
ments and a percutaneous treatment with stent implantation was decided as the best accurate man-
agement. After approved consent, the patient was delivered to angiography laboratory. An 8 French
femoral sheath was inserted into the right femoral artery by which an 8 French right Judkins (4 cm)
guiding catheter was advanced and selective carotid angiography revealed the severe dissection of
the right internal carotid artery (Figure 2; Video 1).After successful advancement of the distal em-
bolic protection device (Spider FX 5mm) a direct stent strategy was decided and an (8x6x30 mm)
open cell self-expanding conic shaped stent (Protege EV 3) was successfully implanted and totally
covered the dissected segment of the right internal carotid artery. Final selective carotid angiog-
raphy showed an optimal blood flow through the internal carotid artery with no residual plaque or
dissection (Video 2). Patient was discharged with dual antiplatelet therapy in a healthy condition.

Figure 2. Selective carotid angiography
revealed the severe dissection of the right
internal carotid artery.

Figure 1. A flep- like dissected segment of the right
internal carotid artery.

Figure 3. Final selective carotid angiography showing an optimal blood flow through the internal carotid
artery with no residual plaque or dissection.
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Iskemik inmenin nadir bir nedeni olan karotid arter web:
AKut endovaskiller tedavi olgu sunumu

Elif Sarionder Gencer,' Sakir Arslan,? Erkan Koklu?

!Antalya Egitim ve Aragtirma Hastanesi, Noroloji Klinigi, Antalya
2Antalya Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Antalya

Iskemik inme geng erigkinlerde yash hastalardan farkli etyolojilere bagh ortaya ¢ikabilir. Atipik
fibromuskuler displazi varyant:1 olarak gosterilen karotid arter web tekrarlayan iskemik inmelerin
nedeni olabilir. Karotid arter web arteriyel duvarin intraluminal projeksiyonu ile ortaya ¢ikar. Ge-
nellikle internal karotis arter bulbus segmentinde yer alir. Diafram seklindeki bu yapilar turbiilan
akim ortaya ¢ikararak staz ve trombus formasyonuna neden olur ve bunun sonucunda distal emboli
ortaya ¢ikabilir. Bildirimizde hastanemiz acil servisine 2.5 saat once baslayan sol taraf gugsuizlu-
g sikayeti ile bagvuran 47 yaginda erkek hastanin bulgular1 ve endovaskiller tedavi yonetimini
paylagmak istedik.

Sekil 1. Karotid arter web BTA goruntiusi.

Sekil 2. Karotid arter web DSA goruntusii.

Sekil 3. Sag orta serebral arter okluzyonu.

0S-051

Acili aortik arkusu olan hastada endogreftin transfemoral snare
araciligiyla yerlestirilmesi

Hasan Ari, Selma Ari, Sencer Camct

Bursa Yiiksek Ihtisas Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Bursa

Arkus aorta ve desendan aortada anevrizmatik genisleme olan hastalarda arkus ve desendan aort
arasinda ciddi bir agilanma olugmaktadir. Bu a¢ilanma arkus aortaya endogreft implantasyonu ya-
pilacak hastalarda tagima gisteminin uygun bolgeye ilerletilmesini engellemektedir. Yine desendan
aortaya daha once yerlestirilen endogreftlerde arkus ve desendan aorta arasinda keskin bir agilan-
maya ve greft icinden bagka bir endogreft tasima sisteminin ilerletilmesini zorlagtirmaktadir. Bizde
bu olguda agili arkusu olan, sol subklavyen ve desendan aort anevrizmali bir hastada endogreftin
uygun pozisyona ilerletilmesi icin kullandigimiz snare teknigini sunduk.

Olgu: Altmig yasinda erkek hasta klinigimize atipik sikayetler ile bagvurdu. Hipertansiyon hika-
yesi olan hastaya yapilan tetkikler sonras: koroner anjiyografi onerilmis. Koroner anjiyografi sira-
sinda arkus aortada ciddi bir agilanma, sol subklavyen arterde ve desendan aortada anevrizmatik
genigleme saptandi (Sekil 1). Cok kesitli BT ile yapilan degerlendirmede sol subklavyen arterde
3.6 cm ve desendan aortada 5.5 cm anevrizmatik genisleme saptand (Sekil 1). Hastaya TEVAR
yapilmasina ve sol subklavyen arterin kapatilmasina karar verildi. TEVAR igin sag femoral arter-
den Lunderquist® Extra-Stiff 0.035 exchange guide wire asendan aortaya yerlestirildi. Sol femoral
arterden pigtail kateter arkus aortaya yerlestirildi. Sag femoralden 40x40x200 mm Metronic endo-
vascular greft Lunderquist® Extra-Stiff guide wire iizerinden arkus aortaya ilerletilmeye caligildi
ancak desendan aortadan arkus aortaya greft ilerletilemedi (Sekil 2). Sonrasinda sol femoralden
pigtail kateter ¢ikarildi ve onun yerine 30 mm snare asendan aortaya gonderildi. Asendan aortada
snare Lundenquist guide wire’n distal ucundan gegirildi ve geriye dogru cekilerek snare ile TE-
VAR greftinin distal ucu yakalandi (Sekil 3). Sonrasinda TEVAR grefti ileriye dogru ilerletilirken
snare ile greftin u¢ kismi agagiya dogru cekildi ve TEVAR grefti asendan aortaya kadar ilerletildi
(Sekil 3). Hizl pacing altinda TEVAR grefti acilarak arkus aortada uygun pozisyona yerlestirilerek
islem sonlandirildi (Sekil 4).

Tartigma: Desendan aort ve arkus aorta arasinda keskin bir ag1 oldugunda endogrefte uygulanan
itme agis1 ile greftin ilerlemesi gereken aort agis1 koaksiyal olmadigi icin greft istenen bolgeye
ilerletilemez. TEVAR greftinin arkus aortaya ilerletilemedigi durumlarda, bu sorunun ustesinden
gelmek amaci ile farkli teknikler kullanilmigtir. En basit uygulanan teknik bodywire teknigidir
ancak bu teknik keskin acili arkuslarda pekde basarili olmamaktadir. Diger bir teknik ise atriayal
septostomi ile sag atriyumdan sol atriyum ve ventrikiil aracilig1 ile asendan aortaya ilerletilen bir
snare aragiligr ile TEVAR greftinin tutularak ¢ekilmesidir. Ancak bu teknikte kardiyak travma riski
vardir. Bizim uyguladigimiz snare (Lasso) yontemi ise daha basit uygulanabilir bir tekniktir. Bizim
vakamizda da snare teknigi basar1 ile uygulanmustir.
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Islem sirasinda gelisen akut karotis stent trombozu ve intrakranial
kanamanin yonetimi

Ahmet Karaduman, Serdar Fidan, Mehmet Ayturk, Birol Ozkan, Gokhan Alic
Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Istanbul

Seksen yaginda erkek hasta sag tarafli gecici iskemik atak gegirmesi ve karotis doppler usg de
sol internal karotis arterde %90 darlik saptanmasi tizerine karotis anjiografi amaclh interne edildi.
Hastaya noroloji onayiyla birlikte klopidogrel 75 mg 1x1 asetilsalisilik asit 100 mg ve atorvastatin
40 mg basland1 Hastanin yapilan karotis anjiografisinde sol internal karotis arterde %95 darlik
saptand1. Sol internal karotis artere distale filtre yerlestirilerek 6x8x40 mm agik hiicreli stent imp-
lante edildi. Sonrasinda stent icinde %100 akut trombus izlendi. Hasta islem sirasinda biling kayb:
gelisti ve sag tarafli hemiparezi oldu. 6x30 balon ile dilate edildikten sonra stent distalinde trombus
imajinin olmasi iizerine distale de overlap olacak sekilde 6x8x20 agik hiicreli stent implante edildi.
Alman intrakranial pozlarda intrkranial trombus imaj izlenmedi. Islem sonrasi filtre i¢inde yogun
trombus izlendi. Hasta noroloji ile konsulte edilerek acil kranial bilgisayarli tomografi ¢ekildi ve
hiperferfuzyona sekonder intrakranial kanama gozlendi. Burda kontrasta bagli hiperperfuzyondan
ayirim net olarak yapildi ve beyin cerrahisi ve noroloji ortak goriisii ile hasta 48 saat antiagregan ve
antikoagiilan almadan yakin hemodinamik takip yapilarak gozlendi. 48 saatin sonunda intrakranial
kanama odaginin kendini sinirlamasi ve gerileme olmasi nedeniyle noroloji goriisi alinaran klopi-
dogrel 75 mg 1x1 ve asetilsalisilik asit 100 mg 1x1 baglandi. Bu siire¢ i¢inde hastanin bilinci agildi
ve hemiparezisi geriledi. Kontrol karotis doppler usg de Sol internal karotis arterde trombus ya da
daralma izlenmedi. Hasta 1 hafta sonrasinda medikal tedavi ile taburcu edildi.

Sekil 1. Islem sonrasi intrakranial goriin-
tileme.

Sekil 2. Sol internal karotis arter darlig1.
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Sekil 3. Sol internal karotis stent distaline stent
yerlestirme sonrasi goruntii.

Sekil 4. Sol internal karotis stent trombozu.

Sekil 5. Sol internal karotis
stent trombozu postdilatas-
yon sonras1 gornti.
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Pulsating masses in the groins: Bilateral anastomotic pseudoaneurysms
with successful surgical reconstruction therapy

Elton Soydan,' Mustafa Akin,' Tahir Yagd:?

!Department of Cardiology, Ege University Faculty of Medicine, Izmir
2Department of Cardiovascular Surgery, Ege University Faculty of Medicine, Izmir

A 67 years old male patient was referred to our clinic with bilateral groin swelling and pain com-
plains. He had experienced pain and bilateral groin swelling for 2 months. He described no trau-
ma angina or peripheral claudication. He had had an femoro-popliteal bypass surgery using an
autologous sapheneous vein as a graft conduit in 2012. Two years after that, an aorto-bifemoral
artery bypass surgery with a HEMAGARD KNITTED BIFURCATED prosthetic vascular graft
was performed due to severe aorto- iliac occlusive disease (Leriche Syndrome) causing critical
limb ischemia. On admission there were 2 pulsating masses in the both groins noticed (Figure 1).
He had a normal blood pressure on both arms (120/80 mmHg). There were no remarkable signs
in the cardiorespiratory examination and no pulsating masses on the abdomen. Peripheral pulses
were found weak on both posterior tibial artery regions. There were no pathologic signs relevant
to a critical limb ischemia and the ankle blood pressure on both sides was as 100 mmhg with an
right and left ankle -brachial index as 0,9 and 0,8 respectively. Doppler ultrasonography revealed
a cystic formation on both sides of the groin that were linked to the vascular system implying a
pseudoaneurysm formation.This was verified by an arterial phase contrasted tomography showing
the aorto bifemoral prosthetic graft patent and a right and left pseudo aneurysm structures with
a diameter measured as 6 cm and 5 cm respectively. The right pseudo aneurysm was formed in
the paranastomotic region between the previously implanted autologous sapheneous vein graft
and prosthetic graft. The left one instead originated from the paraanastomotic region between the
graft prostheses and the common femoral artery (Figure 2). Both the superficial femoral arteries
were occluded and a wealthy collateral network was supplied form the deep femoral arteries. In-
fra-popliteal circulation showed profound atherosclerosis with no occlusive disease. There was no
infection signs of the graft. Immunologic analyses were negative indicating no vasculitis. He had
an atrial fibrillation with a stable heart rate of 80 bpm. Left ventricle functions were preserved with
no severe valvular dysfunction. In terms of contemporary coronary artery disease we performed a
coronary angiography via the left distal radial artery approach revealing right coronary artery distal
occlusion with collaterals form the left anterior descending artery. Interestingly simultaneously
performed peripheral angiography showed that the perfusion of the right deep femoral artery was
supplied retrogradely via the anastomosed prosthetic and vein graft so that this anatomic feature
embedded us to implant a graft stent due to possible occlusion of the retrograde flow perfusing
the deep femoral artery (Figure 3). Because of that, patient was transferred to the cardiac surgery
and a successful bilateral paraanastomotic pseudoaneurysm excision and graft implantation was
contemplated (Figure 4).

Figure 1. Bilateral pulsating groin masses.

Figure 3. The right pseudoaneurysm. Deep fem-
oral artery retrogradely perfused by the graft to
graft anastomosis.

Figure 2. Bilateral paraanasto-
motic pseudoaneurysms in the
groin region.

Figure 4. Surgical
therapy of bilater-
al  paraanastomotic
pseudoaneurysm: (A,
B): pseudoaneurysm
surrounded with fi-
brous tissue; (C, D)
prosthetic  graft im-
plantation after pseu-
doaneurysm excision.
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Koroner anjiyografi ile goruntilenen pulmoner cimento
embolisinin ge¢ belirtisi

Ali Dogan, Nuri Kurtoglu

Yeni Yiizyl Universitesi Tip Fakiiltesi Gaziosmanpasa Hastanesi, Kardiyoloji Boliimii, Istanbul

Yetmis bes yaginda kadin hasta, gunluk aktivite sirasinda olusan efor dispnesi ile kardiyoloji po-
liklinigine bagvurdu. Bilinen diyabetes mellitus ve hipertansiyon oykiisi olan hastada, transtorasik
ekokardiyografide sol ventrikul ejeksiyon fraksiyonu normal olup, hafif trikuspit yetersizligi ve
pulmoner hipertansiyon saptand: (sistolik pulmoner arter basinci: 42 mmHg). Hastada koroner
arter hastaligini dislamak i¢in koroner anjiyografi yapildi. Koroner arterlerde anlamli lezyon bu-
lunmadi. Bununla birlikte, koroner arterlerin goriintillenmesi sirasinda akcigerlerde bazi lezyonlar
oldugu gozlendi. Hastanin vzge¢misine dikkat edildiginde, 6 y1l dnce vertebral kompresyon frakti-
rit nedeniyle perkutan vertebroplasti (PV) operasyonu gegirdigi saptandi. Bu ortopedik operasyon
sonrasinda, islemde kullanilan polimetilmetakrilat (PMMA) cimentosunun paravertebral vendz
pleksusa sizmasi, nihai olarak sag kalbe ulagip, pulmoner ¢imento embolisi gelistigi anlagiliyor-
du. Akciger bolgesinde goriilen lezyonlar, yukarida belirtilen komplikasyonun geg belirtisi olarak
yorumlandr (Sekil 1, beyaz oklar). Vertebralara PV uygulandigr bagka bir koroner anjiyografik
pencerede goruntiilendi (Sekil 2, siyah oklar). Bu asamadan sonra hasta, ileri tetkik ve tedavi i¢in
gogus hastaliklari klinigine yonlendirildi.

Sekil 1. Koroner anjiyografi sirasinda akcigerler-
deki lezyonlarin goruntillenmesi.

Sekil 2. Perkutan vertebroplasti uygulanmig
vertebralarin goriintimii.

0S-055

Arteriovenous Radial Fistula: A Rare and Delayed Complication of
Coronary Angiography

Osman Yesildag, Ipek Yildiz, Batur Goneng Kanar

Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

Access site complications following transfemoral coronary angiography are described by many au-
thors. Transradial approach is the preferred way to decrease the incidence of such complications.
Here, we present a case with a rare transradial access site complication; an arteriovenous radial fistula.
Case Report: A 65-year-old male patient has undergone coronary angiography and revascularized
by the implantation of a drug-eluting-stent in the proximal left anterior descending artery following
an anterior ST elevated myocardial infarction. 2 years later, he was referred to our center for the
development of angina. After the examination; SPECT perfusion imaging revealed myocardial
ischemia in the anterior wall of the left ventricle, and a coronary angiography was scheduled. Upon
examination of the vascular access before the procedure, a large, pulsatile mass with a thrill was
noticed on the lateral region of the right forearm. Coronary angiography was performed through
left radial artery access, and showed non-critical coronary artery disease. In the same session, se-
lective angiography of the right humeral artery displayed a well-developed fistula between the radi-
al artery and the surrounding veins and also a pseudoaneurism in the distal segment of radial artery.
The diagnosis was also confirmed by color Doppler ultrasound. Afterwards, the patient is directed
to the vascular surgery department, and a successful surgery was performed. He was discharged
one week later. One month later, he was asymptomatic and his radial artery was normal without
a thrill. Control selective humeral arteriography showed no arteriovenous fistula. We illustrate a
highly developed arteriovenous fistula, which is a very rare and delayed documented complication
of coronary angiography through radial access. Major vascular access site complications following
coronary intervention; large hematoma, pseudoaneurysm, arteriovenous fistula and ischaemic limb
needing surgery found to be less with transradial compared to femoral approach. Etiology of an
AVF might be congenital, traumatic or iatrogenic. In our case; it is an iatrogenic AVF formed after
a coronary angiography via radial artery route. The RIVAL study showed that AVF formation
following transfemoral approach was 0.14% whereas no cases of AVF formation after radial in-
tervention were reported. The risk factors for iatrogenic AVF formation are described as age over
60, female gender, arterial hypertension, prolonged warfarin therapy, left femoral artery punction
and high heparin dosage during procedure. Arteriovenous fistulas usually recover without need for
an intervention. 81% of femoral AVFs which develop after femoral catheterization resolved within
200 days. However for certain cases; treatment strategies include; endovascular treatment, surgical
repair and ultrasound-guided compression. In our case, surgery is the treatment of choice, AVF
formation occurred 2 years ago and conservative treatment is not option.

Figure 1. Selective hu-
meral arteriography.
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Koroner by-pass cerrahisi sonras1 LIMA greft araciligiyla sol
subklavien artere dogru gelisen semptomatik koroner calma
sendromunun FFR kilavuzlugunda tedavisi

Mehmet Eren

Dr. Siyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Arastirma Hastanesi,

Kardiyoloji Klinigi, Istanbul

Son bir yildir sol kol hareketleri ile tipik anginasi olan 75 yasinda hipertansif ve 17 yil dnce 3
damar koroner by-pass greftleme (sol anteriyor inen artere (LAD) LIMA, sag koronere ve obtu-
se marjinal artere safen greft) ameliyati olan erkek bir hastay1 sunuyoruz. Hasta modifiye Bruce
protokoliniin ikinci safhasinda pozitiflesen eforlu EKG testine sahiptir. Koroner anjiyografisinde;
proksimal LAD’de %40 darlik, sirkumfleks arter ince ¢apli ve orta boliimiinden itibaren total ti-
kali, sag koronerde kritik olmayan plaklar, LIMA grefti acik ve LAD’ye verilen kontrast ajani
hizlica sol subklavien artere ulastirtyor, diger safen greftler goruntillenemedi ve sol subklavien
arter ostiyalinden 1 cm sonra total tikali olarak goriildi. Oncelikle sol subklavien arter perkiitan
olarak agilmaya ¢ahsildi, ancak basarili olunamadi. Distal LAD’deki FFR ol¢timleri; bazal 0.74
ve sol el agma-kapama hareketi ile 0.62 idi. Boylece LIMA grefti distal anostomozuna yakin ki-
simdan 8 mm’lik AVP-1 cihazi ile kapatilmaya karar verildi. Cihaz1 serbestlestirmeden once distal
LAD’deki FFR degerleri bazal ve sol el agma-kapama hareketi ile 0.90 idi. Ayrica LAD’ye intra-
koroner 400 mikrogram verilen adenozin sonrast FFR 0.87 ol¢uldu. AVP-1 cihaz1 serbestlestiril-
dikten sonra LAD’den LIMA’ya kontrast gegisi yoktu. Islemden 1 ay sonra gorulen hastada angina
olmadigr gibi egzersiz EKG testi de negatif idi. Koroner by-pass cerrahisi sonrasi LIMA greft
aracihigiyla sol subklavien artere dogru gelisen semptomatik koroner ¢alma sendromunun tedavi-
sinde, FFR kilavuzlugunda perkutan cihazla LIMA greft kapama giivenli ve etkili bir yontemdir.

0S-058

Beklenmeyen kabus: Sol ana koroner akim kaybolmasi

Mehmet Akif Erdol, Sefa Unal, Cem Coteli, Cagr1 Yayla, Mustafa Karanfil,
Ahmet Akdi, Ozge Cakmak Karaaslan, Murat Ozilhan, Koray Demirtag,
Emre Arugaslan, Ahmet Goktug Ertem

Ankara Bilkent Sehir Hastanesi, Ankara

Giris: Gunumiizde perkuitan koroner girisim (PKG)’lerin sayis ile birlikte koroner komplikasyon-
lar da artmaktadir. Iyatrojenik sol ana koroner (SAK) diseksiyon insidans1 0.07% olmakla bera-
ber hayat: tehdit eden bir komplikasyondur. Diseksiyon flebinin buyukligune gore asemptomatik
anjiografik goruntiiden tam tikaniklik ve kardiyak arreste kadar genis bir yelpazeyi icermektedir.
Olgu: Yetmis yagindaki erkek hasta 20 dakikadir devam eden baski tarzinda gogiis agrisi ile acil
servisimize bagvurdu. Hasta ST yiikselmesiz miyokart enfarktisit (STYzME) tanistyla kateter labo-
ratuvarina alindi. Sag femoral arter yoluyla selektif sol-sag koroner anjiografi (KAG) yapildi. Sir-
kumfleks (Cx) arterdeki %100 darliga PKG karar1 alind1 (Sekil 1). 6F JL4 guiding kateter ile SAK
kaniile edildi. Floppy tel ile lezyondan gecilememesi tizerine Hi-Torque Pilot 150 tel ile lezyon ge-
¢ildi. Ardindan 2,75x15mm kompliyan balon (KB) ile predilatasyon(PD) yapildi. PD sonrasinda Cx
arterin diseke oldugu ve diseksiyon flebinin SAK’a uzanarak sol anteriyor desendan (LAD) akimini
engelledigi goruldii (Sekil 2). Ardindan hastada kardiyak arrest gelisti ve 5 dakika boyunca efektif
kardiyopulmoner resuisitasyon (KPR) sonrasinda ventrikiller fibrilasyona girmesi iizerine 360 T ile
1 kez defibrilasyon yapildi. Basarilt KPR sonrasinda spontan kalp atimi saglanan hastada LAD’ye
de floppy tel gonderildi. 2.75x15 mm KB ile PD yapildi. PD sonrasinda LAD akiminin geri geldigi
fakat SAK distalinde trombis izlendi (Sekil 3). 3.0x34 mm ilag kapli stent (IKS), LAD’den SAK’a
uzatilarak implante edildi. Cx’deki tel rewire edilerek kompliyan ve non kompliyan (NK) balonlar
ile stent strutlari genisletildi. Sistemden 1 KB ve 1 IKS gegmemesi uzerine kateter degistirilerek
7F JL4 guiding katetere gecildi. SAK’de ki stent icine hafif tagarak LAD’ye 4.0x20 mm KB park
edilerek 3.0x20 mm IKS TAP (T and Protrusion) teknigi ile implante edildi (Sekil 4). Ardindan stent
balonu ve 4.0x20 mm KB ile kissing balon yapildi (Sekil 5). SAK’daki kisma 4.5x9 mm NK balon
ile POT (Proximal Optimization Technique) yapildi. Kontrol KAG’da TIMI-3 akim saglanan ve ek
komplikasyon gelismeyen hasta koroner yogun bakim tnitesinde takibe alindi (Sekil 6). Takiplerin-
de ek sikayeti olmayan hasta medikal tedavi ile taburcu edildi.

Sonug: Iyatrojenik SAK diseksiyonlar: operatorler agisindan korkutucu hastalar agisindan ise
olumcul seyredebilmektedir. Unstabil hastalarda tek tedavi yolu PKG’dir. SAK diseksiyonlarinda
uygun olmayan kateter secimi, kateterin derin entiibasyonu, oversize balon veya stent kullanimi,
giigli kontrast enjeksiyonu, sert kilavuz tel kullamimi ve tecriibesiz operator gibi faktorler rol oy-
namaktadir. Vakamizda Cx’deki darlik gegilirken yapilan manipulasyonlar ve hidrofilik tel kul-
lanimina bagl olarak SAK diseksiyonu gelistigi dusunuldi. Hastada Islem esnasinda veya iglem
sonrasi gogius agrisinin baglamasi, hemodinaminin bozulmasi SAK diseksiyonu dugiinulmeli ve bu
durumda hasta acilen revaskiilarize edilmelidir.

7 /

Sekil 1. Sekil 2.
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Sekil 3. Sekil 4. Sekil 5.

Sekil 6.

0S-059

Miyokart enfarktusiniin en ilging tipi: Yabanci cisim kaynakh
miyokart enfarktusu

Erol Gursoy, Onur Baydar, Alparslan Kilic, Mehmet Sanser Ates, Yilmaz Zorman, Vedat Aytekin
Kog Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

2018 yilinda yayimlanan 4. Evrensel Miyokart Enfarktusii Uzlagi Raporuna gore; akut miyokart
enfarktiisit (AME) akut iskemi kanitlarmin varliginda, kardiyak biyobelirteglerde yitkselmeyle
ortaya konan akut miyokart hasaridir. Miyokart kan akimindaki ani bozulma sonucu gelisebilen
AME niin en onemli nedeni koroner ateroskleroz ve koroner trombozdur. Miyokart enfarktiisii bu
son tanimlamaya gore 5 tip olarak siiflandirilmistir. Olgumuz ise bu siniflamalarin disinda kalan
¢ok ilging bir vaka olmasi nedeni ile onem tagimaktadir.

Olgu: Kirk yaginda erkek hasta 21/05/2019 tarihinde yabanci iilkede gergeklesen bombali saldirt
sonrasi acil mudahalesi ve ilk operasyonu kendi uilkesinde yapildiktan sonra ambulans ugak ile
hastanemize sevk edildi. Hastanin gelisinde hemodinamik durumu stabil, sag bacakta parcal kirik
ve operasyon sonrasi eksternal fiksatorler mevcut, sol meme altinda ve lateralinde 2 adet sarapnel
giris yeri vardi. Giris yerleri pansumani yapilmis ve kapatilmusti. Hastadaki hafif gogus agris1 yara-
lanmaya baglanmugti. Ulkesindeki toraks tomografisinde efuizyon yoktu. Hasta kardiyoloji bolumit
tarafindan yataginda degerlendirildi. Hastanm 37 ve 50 yaglarindaki 2 kardesinde stent hikayesi
vardi. Elektrokardiyografi (EKG) de anterior derivasyonlarda 2 mm ST elevasyonu izlendi, re-
siprokal degisiklik yoktu. Subakut anterior ME disunuldi. Ekokardiyografide efuzyon, kardiyak
perforasyon izlenmedi. Apikal hipokinezi ve perikarda dayanmus bir sekilde sivri kismi akcigere
yonelim gosteren sarapnel pargast gorildu. Hastanin aile hikayesi ve olayin stresi nedeni ile tip 1
ME ilk sirada gibi gorunse de, yabanci cismin sol on inen (LAD) artere basi yapmus olabilecegi
stiphesi ile hastaya bilgisayarli tomografi (BT) ile koroner anjiyografi yapildi. BT anjiyografide
yabanci cismin LAD limenine bask1 yaptigi ve tikanmaya neden oldugu, tikali segment distalinde
akim oldugu goriildu. Hastaya koroner anjiyografi uygulandi. LAD nin D2 dali sonrasi yabanci
cisim nedeni ile tam tikali oldugu saptandi. Yabanci cisim arkasindan distal akim TIMI 1-2 duze-
yinde geg olarak goriildii. cil olarak operasyona alindi. LAD orta ve distal segmenti arasina radial
arter ile “jumping greft”operasyonu yapildi. Sarapnel parcas: ¢ikartildi. LADnin perfore oldugu
fakat cisim nedeni ile kanama olmadig1 gozlendi. LAD primer sutur ile onarildi.

Sonug: Genellikle sivri cisim ile yaralanmalarda koroner ve/veya ventrikiil perforasyonlaria bagh
kanama goriilebilir. Bu tur sarapnel ile yaralanmalarda aktif kanama olmasa bile arter yaralanma-
lar1 gozoniinde bulundurulmali, EKG ve ekokardiyografi ile ayrintili degerlendirilmeli, gecikme-
den gerekli tedaviler uygulanilmalidir. Olgumuz daha dnceden bildirilmemis olmasi ve miyokart
enfarktusi tipleri icerisinde siniflandirilamamasi nedeni ile farklidir. Olgumuza benzer olgularin
bildirilmesi ile miyokart enfarktusuniin 5 tipinden ayri olarak, yabanci cisme bagli miyokart en-
farktiisuntin yeni tanimlamalarda ayr bir tip olarak siniflandirilacagini dugtinmekteyiz.

Sekil 1. Anjiyografide sarapnel gorintiisii.

Sekil 2. Anjiyografide sarapnel gorintiisii 2.
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Sekil 4. BT anjiyografide sarapnel goruntiisii 2.

Sekil 3. BT anjiyografide sarapnel goriintusii.

Sekil 4. ’Jumping greft’ operasyon go-
rintasu.

Sekil 5. Operasyon oncesi ve sonrasi ekokardiyografi go-
runtileri.

Sekil 4. Operasyon sonrasi ekokardiyografi gorintiisii.

0S-060

Ilging bir sakkiiler aort anevrizmasi olgusu
Erol Gursoy, Betul Cengiz El¢ioglu, Fusun Helvaci, Nihal Tefik, Saide Aytekin, Vedat Aytekin
Kog Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

Girig: Koroner anjiyografide buytik damar yaralanmalari ve perforasyonu ¢ok nadir olarak goriilse
de, koroner anjiyografinin onemli komplikasyonlari arasinda bulunmaktadir. Bu tiir bir komplikas-
yona yol agma olasilig1 yitksek olan, arcus aorta bolgesinde yerlesmis ve icerisinde trombus yer
alan dev bir sakkiiler anevrizma olgusunu tartismak istedik.

Olgu: Elli dokuz yasinda erkek hasta, hastanemize bobrek nakil operasyonu i¢in bagvurdu. Daha
onceden bilinen kalp hastaligi oykusii yoktu. Hipertansiyon nedeni ile izlenen, hiperlipidemi ve
diyabet gibi risk faktorleri bulunmayan, 30 yil/paket sigara oykiisu olan hasta kardiyoloji polikli-
niginde degerlendirildi. Elektrokardiyografi (EKG)’de sints ritmi izlendi. Lateral ve inferior de-
rivasyonlarda T negatifligi, inferior derivasyonlarda Q dalgasi izlendi. Son 1 yildir kronik bobrek
hastalig1 nedeni ile izlendigi ve hastanin bugiine kadar 3 kez diyalize girdigi 0grenildi. Ekokardi-
yografi (EKO)’de, sol atriyumda genisleme, inferior bazal mid hipokinezi, ejeksiyon fraksiyonu
%52, sol ventrikul hipertrofisi izlendi. Hastaya mevcut EKG ve EKO bulgular: nedeni ile koroner
anjiyografi yapildi. Koroner anjiyografi esnasinda 0.035 guiding wire’in arcus aortadan gecisinde
zorluk oldugu goruldu. Koroner anjiyografide; ana koroner arter agik, ciddi 3 damar hastalig: tespit
edildi. Ardindan arcus aortada doniisu zorlastiran patolojinin ne oldugunu anlamak amaci ile pigta-
il katater arcus aortaya yerlestirildi. Pigtail katater icerisinde trombus tespit edildi. Bu nedenle ka-
tater degistirildi ve 5000 unite heparin yapildi. Aortagrafi yapildiginda 58x38 mm boyutlarinda dev
bir sakkiiler anevrizmanin arcus aortada yerlesim gosterdigi gozlendi. Herhangi bir komplikasyon
gozlenmeden iglem sonlandirildi. Anevrizmanin yapisinin incelenmesi amaci ile BT anjiyografi
yapildi. Arcus aortadan sol one dogru uzanan i¢inde trombus bulunan sakkiiler anevrizma saptandi.
Hastaya acil koroner bypass ve aort cerrahisi onerildi.

Sonug: Bizim olgumuzda gorint olarak arkus aortayi taklit eden trombotik dev sakkuler anevriz-
ma bir komplikasyon olusmadan tespit edilmistir. Koroner anjiyografi tecriibeli ekipler tarafindan
yapildiginda dusik riskli bir iglem olarak kabul edilse de, her olguda komplikasyona yol acabile-
cek strpriz bulgularla kargilagilabilecegi dusiniilmelidir.

L

Sekil 1. Anevrizmanin BT gorintiisi.

Sekil 2. Anevrizmanin BT goruntiisi 2.
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Sekil 3. Anjiyografide dev sakkiler anevrizma
goruntsi.

Sekil 4. Dev sakkiiler aort anevrizmasi.

0S-061

Kardiyojenik sokta olan hastaya yapilan kompleks

koroner revaskiilarizasyonu

Fatih Oztiirk

Yiiziincii Yil Universitesi Tip Fakiilktesi, Kardiyoloji Anabilim Dali, Van

Kardiyovaskiiler hastaliklar dinyada 6liim sebeplerinin baslarinda yer almaktadir. Sol ana koro-
ner arter, insan viicudundaki en onemli yapilardan biri olup miyokardin %75 veya daha fazlasina
kan akimu saglar. Bifurkasyon lezyonlari ise; Avrupa bifiirkasyon kuliibii tarafindan kaybetmek
istemediginiz bir yan dala hemen kom su olan ve/veya o yan dalin ostiumunu da igeren lezyonlar
olarak tanimlamistir. Kronik total okltizyon (CTO) ise nativ koroner arterlerde 3 aydan daha uzun
stredir olan tam tikanikliktir. Bizim vakamiz bu ti¢ durumu igeren kompleks bir tedavi stratejisi
icermektedir.

Olgu: Seksen bes yasinda bayan hasta acil servise genel durum bozulmasi gogiisiinde agri sikayeti
ile bagvurmus. EKG’de yaygin ST elevasyonu saptanmasi iizerine hasta tarafimizca koroner arter
anjiografi (KAG) i¢in devralindi. Hastanin tansiyonu 70 mmhg/40 mmhg nabizi1 45 atim/dk izlen-
di.Yapilan KAG da sol on inen (LAD) koroner arter ostealden tikal: sirkiimfleks (CX) arter osteali
%70 sol ana koroner (LMCA) distali plakli izlendi(sekill).Hastanin genel durumu kot ve acil
bypass gidecek kadar vakit olmadig1 i¢in peruktan girisim karar1 alindi. LAD 0.014 choice tel ile
gecilmeye ¢alisildi ancak tel diagonale (D1) yonlendi. Biz akim saglanamk i¢in CX i koruma altina
alarak LAD osteale 2x12 balon ile predilatasyon yapildi LAD ostealde akim geldi ama D1 sonrasi
CTO segmenti izlendi (Sekil 2). Finecross mikrokateter (MK) destegi ve mirache6 tel ile cto sek-
metinde lezyon gegildi (Sekil 3). Sonrasinda tel degisikligi yapilarak CTO segmenti predilate edil-
di ve 2.5x30 mm ve 2.75x20 mm ilag salimmli (IS) stent implantasyonu yapildi (Sekil 4). LMCA,
LAD ve CX lezyonlari igin mini rush yontemi uygulamaya karar verdik. CX teline 3x15 balon park
edilerek LAD osteale 3x15mm ilag salinimli stent implantasyonu yapildi ve CX balonu siserek
LAD stenti ezildi. CX den LMCA ya uzanan 3.5x26 IS stent yerlestirildi. LAD tekrar tellendi ve
sitrat acildi. 3x15 mm ve 3.5x15 mm noncompilan (NC) balonlarda kissing balon iglemi yapild:
(Sekil 5) arkasindan 4x12 nc ile proksimal optimizasyon yapild: ve tam agiklik sagland: (Sekil 6).
Tartigma: Ciddi LMCA tikaniklig1 biitun uzmanlarca bu damarin limeninde %50 veya daha fazla
daralmanin olmasi seklinde tamimlanmistir. Bu tanima esdeger bir tanim olan LMCA hastalig
esdegeri ise LMCA’da tikaniklik olmaksizin LAD ve CX arterin her ikisinin de proksimalinde %70
veya daha fazla tikaniklik olmasiyla tanimlanir. Bizim olgumuz da LMCA esdegeri olan tanimina
uygun olmaktadir. Hastanin hemodinamisinin bozuk olmasi, yaginin ileri olmasi, obez olmasi ek
olarak kronik obstriktif akciger hastaligi olmas: sebebi ile acil peruktan mudahale kararr alindi.
Yapilan balon sonrast LAD de orta bolimiinde retrograd dolan ve islem teli ile gecemedigimiz
bir lezyon ile kargilastik ve bu lezyonu CTO olarak kabul edip MK ve daha sert tel ile midahele
edip ilk buradaki lezyona stent implantasyonu takibinde LMCA’a mini crush yontemi ile mudahale
edildi. Takiplerinde hastanin klinik durumu toparladi ve sifa ile taburcu edildi.

Sekil 1. Sekil 2. Sekil 3.

Sekil 4.

Sekil 5. Sekil 6.
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Clinical impact of minor anomalous of left atrial branch
originating from right coronary artery in a patient
with paroxymal atrial fibrillation

Ahmet Giiner
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 45-year-old man presented with a history of stable angina pectoris lasting for five months. Target
medical history included well controlled hypertension, diabetes mellitus and paroxysmal atrial
fibrillation (PAF) ablation which was attempt 2 times at another cardiac center but failed. Cardiac
examination and electrocardiography was normal. Echocardiogram revealed normal left ventricu-
lar ejection fraction with no regional wall motion abnormality. Myocardial perfusion imaging with
Tc 99m-MIBI indicated a reversible perfusion defect in the inferior wall. The patient was electively
referred for a diagnostic coronary angiography (CA) which showed nonsignificant stenosis in the
left circumflex and left anterior descending arteries. Right coronary artery (RCA) was dominant
with insignificant stenosis in proximal-to-distal RCA and one branch from distal RCA was cours-
ing above the origin of RCA. This was a very lengthy branch with termination above the origin of
RCA and appearing as wire around the heart (Fig 1a, b and video 1, 2). Initially we were confused
about the name of this branch. In addition, contrast enhenced computed tomography (CCT) was
performed for cardiac and coronary anomalies. After carefully reanalysing the CA and CCT (Fig
1c), we concluded that it is the large left atrial branch originating from distal RCA with no other
cardiac anomaly. Atrial branches of coronary arteries between the left atrial appendage and left
superior pulmonary vein and the branches between left inferior pulmonary vein and mitral annulus
can be problematic while PAF ablation. Recurrence of atrial fibrillation can occur due to protected
myocardium near atrial branches.

Figure 1. Left caudal and anteroposterior craial views of coronary angiography show that one branch from
distal RCA is coursing above the origin of RCA (A and B) (yellow arrowheads). Cardiac CT confirms minor
anomalous of left atrial branch originating from distal RCA (C) (yellow arrowhead). Video 1, 2: Left caudal
and anteroposterior craial views of coronary angiography show that one branch from distal RCA is coursing
above the origin of RCA.

0S-063

Excessive bleeding after percutaneous intervention due to unusual
occurrence of autoimmune coagulation factor inhibitors

Onur Baydar, Alparslan Kilig, Gamze Aslan, Betiil Elgioglu, Erol Gursoy,
Gokhan Gonenli, Saide Aytekin, Vedat Aytekin

Department of Cardiology, Kog University Faculty of Medicine, Istanbul

Background: Autoantibodies may develop against coagulation factors in association with auto-
immune diseases, malignancies, pregnancy or advanced age. These autoantibodies may impair the
function of coagulation factors or promote their rapid clearance. We present a patient with severe
bleeding after percutaneous intervention due to unusual occurrence of autoimmune coagulation
factor inhibitors.

Case: A 77 year-old woman who had previous CABG, hypertension and diabetes mellitus, was
admitted to our hospital with dyspnea and chest pain. The patient was hospitalized with the diagno-
sis of NSTEMI and pneumonia. Antiplatelet, ceftriaxone and clarithromycin treatment was started
for pneumonia and NSTEMI. There was no pathology in biochemical tests during hospitalization
except troponin elevation. Her INR ratio was also detected normal before the procedure. After
these medications, the patient underwent to coronary angiography and percutaneous intervention
for CXA (Figure 1). One day after procedure, the patient began to bleed at the site of intervention,
gums and nose. We checked all biochemical tests and detected INR ratio was 5. After hematology
consultation, fresh frozen plasma, cryoprecipitate and vitamin K were given to the patient. Despite
this treatment, the patient’s INR value was detected 5 again. The possible development of coagula-
tion factor autoantibodies which might be triggered by the infection was considered. Coagulation
factor mixture and bleeding diathesis test were performed. Our tests confirmed that autoimmune
coagulation factor inhibitors caused this stiation. Endoxane, Co-fact infusion and corticosteroid
treatment were started. After treatment, the patient’s INR values decreased and the bleeding symp-
toms regressed. The patient was discharged without any other problems.

Conclusion: The possible development of coagulation factor autoantibodies is an unusual condi-
tion, but should be considered when a patient presents with bleeding symptoms without any prior
bleeding diathesis or anticoagulant medications.

Figure 1.
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Sol ana koroner lezyonuna acil yaklasim

Ozge Cakmak Karaaslan, Sefa Unal, Mustafa Mucahit Balc1,
Murat Oguz Ozilhan, Ilke Erbay, Hasan Can Konte

Ankara Bilkent Sehir Hastanesi, Ankara

Giris: Kardiyovaskiler sistem (KVS) hastaliklar1 dinyada onde gelen mortalite ve morbidite ne-
deni olmakla beraber KVS hastaliklarina bagh olumlerin buyuk kismini koroner arter hastaligi
(KAH) olusturmaktadir.Sol ana koroner arter(LMCA) lezyonlarinda oncelikli tedavi by-pass cerra-
hisi (CABG) olarak degerlendirilirken, son yillarda yapilan ¢aligmalar perkiitan koroner girisimin
(PKG) de alternatif olabilecegini vurgulamaktadir.

Olgu: Elli dort yaginda erkek hasta gogus agrisi sikayeti ile merkezimize bagvurdu. Ozgeg¢misinde
hipertansiyon, malign melanom mevcuttu. Elektrokardiyografide siniis ritmi, aVR -V1 derivasyon-
larinda ST segment elevasyonu mevcuttu. Akut koroner sendrom oOntanisi ile koroner anjiyografi
(KAG) yapildi. KAG de; LMCA ostiumdan %100 darlik olusturan trombiislii lezyon izlendi. 6F
JL4 kateter ile LMCA ya oturuldu floopy tel sol inen koroner arter (LAD) ve sirkumfleks artere
(CX) ilerletilerek once 15 mm daha sonra 20 mm balonlar ile LMCA da predilatasyon yapildi.
Predilatasyon sonrast LAD ve CX de TIMI 1 akim goruldi. LMCA ostiumdan LAD e uzanan
3.5/38 mm ilag kapli stent implante edip 4.0 balon ile POT yapildi, CX rewiring yapilarak 1.5 mm
ve 3.0 mm balonlarla predilatasyon sonrasi 2.5/30 mm ilag¢ kapli stent TAP teknigi ile implante
edildi. LAD ve CX’e kissing balon islemi yapilarak postdilatasyon saglandi. Malign melanom
tanist olan hastaya metastaz cerrahi plan1 agisindan onkolojik F18-FDG PET/BT cekildi ve sol
inguinal alanda metastaz ile uyumlu lenfadenopati degerlendirildi. Tedavi surecinin planlanmasi
agisindan onkoloji ve genel cerrahi konsiiltasyonu istendi. Ug ay ikili antiagregan tedavi aldiktan
sonra cerrahi planlandi.

Tartisma: LMCA lezyonlarma bagl akut miyokard enfarktisi(AME) vakalarimin mortalitesi yuk-
sek olmakla beraber, yapilan ¢aligmalar uzun donem takiplerde CABG cerrahisinin sonuglarinin
daha iyi oldugu bilinmektedir.Bununla beraber, son zamanlar da yapilan ¢alismalarda PKG iyi bir
alternatif tedavi olabilecegi vurgulandi. Son ¢aligmalara gore SYNTAX skoru diisuk orta riskli
anatomik yapiya sahip LMCA lezyonlarinda PKG, CABG ye 3 yillik AME, stroke ve tum neden-
lere bagli dlim de non-inferior kriterini karsilamigtir. Genis popiilasyonda yapilan ¢alismalarda 5
yillik mortalitede fark saptanmamistir. Bu sonuglara dayanarak dinya genelinde LMCA lezyonlar:
icin PKG yaklagim giderek artmaktadir. Mevcut vakada oldugu gibi akut koroner sendrom hasta-
larda olabildigince hizli midahale etmek ve iskemi suresini kisaltmak amaciyla acil PKG oncelikli

tedavi secenegi olarak dusiinilebilir. Ilaveten bizim vakamizda yeni tan1 malignitenin olmasi yakin
donemde cerrahi plani nedeniyle PKG oncelikli dusiinuldii. Literatur verileri bu gibi vakalarda
tercih ettigimiz yontemin uygulanabilir ve uygun maliyetli oldugunu bunun yani sira kisa ve orta
vadede sonuglarmin da kabul edilebilir duzeyde oldugunu gostermektedir.

Figure 1. Figure 2. Figure 3.

Figure 4.

Figure 5. Figure 6.
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Safen ven greft anevrizmasi
Selma Ari, Hasan Ari, Sencer Camci, Veysi Can, Mehmet Melek, Tahsin Bozat
Bursa Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Bursa

Safen ven greft anevrizmasi, normal safen segmentine gore damar ¢apimin =1.5 kat dilatasyonu
olarak ilk kez 1975 yilinda tanimlanmustir. Hafif anevrizmal dilatasyon 5-7 yil once opere ol-
mus hastalarda %14 gibi bir oranda gorulebilirken, 2 cm nin tizerinde buryiik anevrizmalar %0.07
oraninda saptanmistir. Bu anevrizmalar gergek veya psodoanevrizma seklinde olabilir. Hastalarin
¢ogu asemptomatiktir, semptomatik hastalarda ise mortalite orani oldukga yiiksektir.

Olgu: Altmig yasinda erkek hasta, son zamanlarda artan nefes darhg sikayeti ile bagvurdugu mer-
kezde yapilan tetkikler sonrasi sag kalpte kitle on tanisi ile klinigimize sevk edildi. 12 yil once
koroner by-pass ve 1 yil once koroner anjiyografi oykusii mevcut. Klinigimizde yapilan tetkiklerde
hastanin kreatinin degeri:1.7 gr/dl olarak saptandi. Diger hematolojik ve biyokimyasal parametre-
leri normal siirlar igerisindeydi. Transozofagial ekokardiyografide sag atriyum lateral duvarina
disaridan basi yapan kitle imaji saptand: (Sekil 1). Sol ventrikiil ejeksiyon fraksiyonu %35-40
olarak bulundu. Koroner anjiyografide Aort — RCA safen greftinde (Sekil 2) ve Aort — CX safen
greftinde (Sekil 2) anevrizmatik dilatasyon saptandi. Multislice CT incelemesinde Aort — RCA
safeninde 6x8 cm boyutunda (Sekil 3), Aort — CX safeninde 3.6x3.8 cm boyutlarinda tromboze
anevrizmatik dilatasyon saptand (Sekil 4). Kardiyoloji, kalp damar cerrahisi konseyinde anevriz-
ma eksizyonu ve redo by-pass karari alind1.

Tartisma: Genellikle damar greftinin govdesinde gelisen ve tipik olarak fuziform olan gercek
anevrizmalar, genellikle hiperlipidemi ve aterosklerozun ilerlemesinden kaynaklanan vaskuler de-
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jenerasyon nedeniyle olusan kronik bir suirecin sonucudur. En sik LAD’ye en az ise Cx’e baglanan
safen ven greftlerde gorulmektedir. Literaturde bildirilen safen greft anevrizma gaplar1 1-14 cm
arasindadir. Bizim hastamizda anevrizma ¢aplar 4 ila 8 cm civarindadir. Safen greft anevrizma
¢ap1 1 cm’nin altinda olan hastalar yillik CT ile takip edilebilirler. Ancak bitytik ¢apli, semptomatik
anevrizmalar ve psodoanevrizmalar acil olarak tedavi edilmelidir. Sakkuler tipte olan veya lokal
fuziform anevrizmalarda greft stent ve coil ile perkiitan tedavi uygulanabilirken bityiik anevrizma
ve psodoanevrizmalarda tedavi cerrahidir.

Sonug: Guniimuzde hastalarin daha yakindan takibi ve yeni goriintuleme modalitelerinin kullani-
mu ile safen ven greft anevrizma tanisi daha sik olarak konulabilmektedir. Anevrizma tanisi konu-
lan hastalarim takibi ve tedavi stratejisi hakkinda daha ¢ok veri gerekmektedir.

Sekil 3.

Sekil 4.
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An unexpected iatrogenic left main coronary artery dissection
during elective percutaneous coronary intervention

Gokhan Cetinkal, Betiil Balaban Kogas
Department of Cardiology, Sisli Hamidiye Etfal Training and Research Hospital, Istanbul

Introduction: Acute left main coronary artery (LMCA) dissection during elective percutaneous
coronary intervention (PCI) may be potentially fatal and rare condition. Immediate diagnosis and
intervention can be life-saving. But management of this uncommon complication can be very
challenging.Here we report an unexpected catheter induced iatrogenic LMCA dissection during
elective PCI

Case: 44 year old male was admitted to our out-patient department complaining of class 3 effort
angina. He had a history of smoking and previous myocardial infarction two months ago. Due to
exercise limiting angina, we planned to perform coronary angiography (CAG). CAG revealed
critical stenosis with a small dissection at the mid segment of left circumflex artery (LCX).(Figure
1A) We engaged to LMCA ostia with an 7 french 3.5 cm Extra Back-up guiding cathater. A Gaia
second wire with microcatheter support was used to pass the lesion firstly. Then we changed Gaia
second wire with a floppy wire. Meanwhile, the patient complained of severe chest pain. Control
images showed no reflow at LAD and LCx.(Figure 1B) As we noticed a dissection line at distal
LMCA, LAD was wired with an another floppy wire immediately to find the true lumen. At the
same time patient was suffered from ventricular fibrillation and cardiogenic shock. Defibrillation
was performed three times. Normal sinus rhtym was restored but he was intubated due to respirato-
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ry arrest.Because of hemodynamic collapse, IV inotropes were given. Finally, a 3.0x18 mm Xience
Pro everolimus eluting stent (EES) was implanted from LMCA to LAD at 20 atm. After that TIMI
3 flow was settled at LAD but there was still no reflow at LCX. Following the successful rewiring
of LCX and dilatation of mid portion with a 2.5x12 mm noncompliant balloon, a 2.5x23 mm
Xience Pro EES was implanted at 16 atm. At the end TIMI 3 flow was restored at both LAD and
LCX succesfully (Figure 2a, b). Patient was extubated one day after procedure. He was discharged
from hospital seven days after the procedure uneventfully.

Discussion: Tatrogenic LMCA dissection occurs more commonly during PCI rather than elective
CAG. It could be a chance when dissection occurs during elective or primary PCI rather than CAG
because a stent can immediately be implanted through a guiding catheter. Because of wide myo-
cardial area at risk and risk of hemodynamic/respiratory collapse, acting very fast and immediate
stenting of coronary dissection was the hint point to save the patient’s life.

Conclusion: Operators/technicians should keep calm and be ready for such an emergent and dev-
astating complications. Prompt diagnosis and urgent intervention must be provided.

Figure 2. (A) Caudal view of LMCA after stent deployment (B) Caudal view of LCX and
LMCA at the end of procedure.
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Kateter laboratuvarinda koroner vazospazma bagh gelisen kardiyak
arrest ve basarili reperfuzyon-resusitasyon olgusu

Mehmet Balli, Mahmut Y1lmaz, Fatma Koksal, Harun Ozmen, Bahar Aydinlt

Mersin Sehir Hastanesi, Kardiyoloji Klinigi, Mersin

Koroner vazospazm koroner kan akiminda bozulma ile seyreden, patogenezinde postreseptoriyal
anomaliler, Rho- kinaz aktivitesindeki arti, iyon kanallarinin isleyisindeki bozulmalarin neden
oldugu vaskiiler diiz kas hiperaktivitesi ve klinik olarak anjinadan yagamu tehdit eden ventrikuler
aritmilere kadar uzanan genis bir yelpazede ortaya ¢ikan onemli bir durumdur. Ozge¢misinde
Tip 2 diabet ve esansiyel hipertansiyon olan 56 yasinda bayan hasta klinigimize egzersizle olan
gogiis agrisi ve efor testi pozitifligi nedeniyle koroner anjiyografi islemi i¢in gonderildi. Hastanin
anjiyografi oncesi yapilan sistemik fiziki muayene ve tetkiklerinde efor testi pozitifligi disinda
anormal bulguya rastlanilmadi. Sag femoral arter ponksiyonu yapilarak JL4 diagnostik kateter
ile sol ana koroner arter ostiumuna ulagildi. Hemodinamik kayitlar normal olarak izlendi ve ilk
kayit alindig1 sirada hastanin LAD proksimal — LCX proksimal segmentlerden itibaren koroner
akimin olmadig izlenerek kateter sol koroner ostiumdan geri alind1 (Sekil 1). Ik gorintii alin-
masindan hemen sonra VF gelisen hasta defibrile edildi yanit alinamamas: tizerine 300 mg IV
amiodoron uygulanarak yeniden defibrilasyon uyguland: yanit alinamayan hasta entube edilerek
CPR protokolui bagland1. Intrakoroner nitrogliserin (200 mcg) ve uygulanan CPR protokoliine
ragmen direngli VF devam eden hastaya IV MgSO4 (150 mg) uygulandi yamit alinamamast tize-
rine CPR esliginde 7 F JL4 guiding kateter ile kanille edilerek LAD, LAD-D1 VE LCX ¢ 0.014
mm soft tip floppy yerlestirildi (Sekil 2a, b). Sonrasinda 2.0x 20 mm NC balon ile LCX ve LAD
de dilatasyonlar yapild: (Sekil 3a, b). Islem sonrasi alinan kontrol anjiyografik goruntulerde sol
koroner arteryal sistemde kan akimimnin diizeldigi izlendi. Koroner disseksiyon izlenmedi (Sekil
4a, b). Sonrasinda RCA goruntuleride normal olarak izlenen hasta (Sekil 5) medikal tedavisi
duzenlenerek klinik takibe alind1. Takiplerinde problem yasanmayan hasta 4 gunluk yatis sonrasi
Diltiazem 2x120 mg, Isosorbid Mononitrat 1x50 mg ve Klopidogrel 1x75 mg tedavisi ile taburcu
edildi. Koroner vazospazm fiziksel, emosyonel, allerjik durumlar ve ila¢ uygulamalarindan sonra
gelisebilen ve dlumciil seyredebilen klinik bir durumdur. Kateter laboratuvarinda akut durumla-
rmn tedavisinde standardize edilmis protokoller bulunmamakla birlikte hafif olgularda IV veya
intrakoroner Nitrogliserin ve/veya Kalsiyum Kanal Blokerleri yeterli olabilirken kardiyak arrest
ve direngli VF tedavisinde hava yolu giivenligi de dahil temel ve ileri yasam destegi tedavileri
geciktirilmeden uygulanmali yanitsiz vakalarda perkiitan koroner girigimlerin hayat kurtarici bir
segenek oldugu hatirlanmalidir. Kateter laboratuvarinda gorevli personellerin benzeri katastrofik
durumlar i¢in onceden egitimlerinin planlanmasi, gorev dagilimlarinin dizenlenmesi hastalarin
tedavi ve girisimlerinin basar ile tamamlanarak sonlanimlar uzerinde en onemli faktor oldugu
unutulmamali gerekli organizasyon gsemalari olusturulmaldr.

25



Interventional cardiology / Coronary

Pulmonary hypertension | Pulmonary vascular diseases

Sekil 1. Sekil 2.

Sekil 4. Sekil 5.

Pulmonary hypertension | Pulmonary vascular diseases

0S-068

EKOS yapilan pulmoner emboli olgusu ve pulmoner arter distal
segmentte izlenen darhk

Mehmet Sahin Adiyaman,' Hakki Simgek®

Diyarbakir Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Diyarbakir
2Dicle Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Diyarbakir

Gogus agnis1 ve nefes darhigi sikayeti ile Acil serviste degerlendirilen hastada, TA: 130/ 70 mmHG,
Nb: 90/ dk, SS: 26/ dk, Sat02: % 75 (OH), Trikuspit odakta 2-3/6 pansistolik ufurum, PO’ta S2 sert,
her iki akciger bazalde solunum sesleri hafif azalmis, ral-ronkiis yok. EKG NSR, kalp hiz1:90/dk,
sag aks ve T dalga degisikligi goruldi. D-Dimer: 5,6, hs-Trop.: 0,59 ve NTproBNP: 1260 izlendi.
MTHEFR (C677T): Homozigot Mutant ve Protein C eksikligi tespit edildi. EF: %60 Hafif MY,
Orta-lleri TY, Hafif PY PABs: 90 mmHG, TAPSE: 26, Pulmoner Arter ¢api: 29, VCI: 19 ve solu-
numsal degisim %350 nin tizerinde kollaps goriildii. Bilateral alt extremite venoz doppler USG’de
trombiis izlenmedi. Akut koroner sendrom ve pulmoner emboli on tamilari ile yogun bakim uni-
tesine yatirildi. Yapilan koroner ve pulmoner anjiografi’de normal koroner anatomi ve bilateral
pulmoner arter lob-segment dallarinda akut trombiis izlendi. tPA 100 mg/2 saat dozunda baglandi.
Ancak 50 dk sonra sag femoral girisim bolgesinde kanama baglamasi nedeniyle stoplandi. Uzun
siireli kompresyon ile kanama durduruldu. Kanama agisindan stabillestikten sonra hastaya EKOS
(EkoSonik endovaskiler sistem) (ultrason ile hizlandirilmig trombolitik tedavi) yapildi. Bilateral
femoral venler araciligiyla pulmoner arterlere EKOS kateterleri gonderildi. Direk trombiis aspiras-
yonu vel2 mg-12 mg/24 saat dozunda t-PA uygulandi. Islemden 1 hafta sonra bakilan Torax BT
Anjiografide akut trombiuslerin tamamen rezorbe oldugu goriildu. Hastanin sol alt lob pulmoner
arter segment dalinda izlenen darlik i¢in ileri merkezde pulmoner anjioplasti yapildi. Varfarin te-
davisi baglanan hasta poliklinik takiplerinde stabil olarak goruldu.
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Sekil 1. Bilateral pulmoner arter-
lere uygulanan EKOS kateterleri.

Sekil 2. Sag pulmoner arterde akut
trombiis.

Sekil 3. Sol pulmoner arterde
akut trombiis ve segmenter darlik.
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Pulmoner arteriyel hipertansiyona yol acan her konjenital
defektin onarimi ¢6ziim mu?

Ali Ugur Soysal, Cansu Ebren, Burcak Kilickiran Avci, Zeki Ongen

Istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dal, Istanbul

Giris: Ulkemizde pulmoner arteriyel hipertansiyonunun (PAH) sik nedenlerinden biri de konjeni-
tal kalp hastaliklaridir(KKH). Sunulacak olgu ile defektin kapatiimasinin hemodinamik sonuglari-
nin ayrintili irdelenmesi gerekliligini vurgulamay: amagliyoruz.

Olgu: Nefes darhg sikayetiyle (FK-II) kardiyoloji poliklinigine bagvuran 47 yagindaki kadin
hastaya yapilan transtorasik ve transozofageal ekokardiyografide interatriyal septumda ostium
sekundum tip ASD tespit edildi. ASD ¢ap1 35 mm olarak ol¢iildu. Hafif trikiispid yetersizliginden
hesaplanan sistolik PAB 33 mmHg olarak hesaplandi. (TYV: 2.9 m/sn) Pulmoner arter ¢ap1 genig
olup 32 mm olarak ol¢uldu. Sol ventrikul duvar kalinliklar: ve sistolik iglevi normaldi. (EF: %60)
Sol atriyum ve sag kalp bosluklarinin genis oldugu izlendi. Sag ventrikil sistolik fonksiyonlart
normaldi. Sag kalp kateterizasyonunda (SKK) pulmoner arteriyel hipertansiyon saptandi. (RAB:
7 mmHg, ort PAB: 40 mmHg, Sol atriyum basinct: 8 mmHg, PVR: 3.2 WU, PVRI: 6.1 L/dk/m2,
kardiyak indeks: 3.65 L/dk/m?, pulmoner debi: 10L/dk, Qp/Qs: 1.4) Koroner arterler normaldi. 6
dakika yurime mesafesi 558 metre olup, desaturasyon izlenmedi. Akciger ventilasyon/perfuzyon
sintigrafisi akut/kronik tromboembolik surecler agisindan dusiik olasilikliydi. Toraks BT de akci-
ger patolojisi izlenmedi. PRO-BNP degeri 90.8 pg/ml idi. ASD kapatilma agisindan hastanin gri
bolgede bulunmast ve sol atriyumun genis olmasi nedeniyle PAH ozgiil ilag sonrasi hastanin SKK
ve TAS balon oklizyonu ile tekrar ayrintili hemodinamik degerlendirilmesi planlandi. Macitentan
ve sildenafil baglandu. 6 ay sonra hastaya SKK yapildi. Tedavi altinda hemodinamik parametrelerde
gerileme saptanmasina kargin (RAB: 5 mmHg, ort PAB: 30 mmHg, sol atriyum basinci: 8 mmHg,
PVR: 0.84 WU, PVRI: 1.55 L/dk/m?, kardiyak indeks: 2.46 L/dk/m2, pulmoner debi: 8.06 L/dk)
atriyal septal defektin balon ile tikanmasi sonrasi 15. dakikada yapilan dl¢umlerde test doncesi 1.5
WU olgiilen PVRI'nin 3.44 WU’ya ve sol atriyum basicinin 8’den 12 mmHg’ya yiikseldigi go-
rilldu. Hastanin tipsal tedavi altinda izlemine karar verildi.

Tartisma: KKH’ye bagl gelisen PAH’ta defektin onarilmasina karar verilmeden once ayrintili he-
modinamik inceleme yapilmasi gerekmektedir. Olgumuzda tedavi dncesinde PVRI degeri gri bolge-
deydi. Ikili PAH ozgiil ilag altinda pulmoner basincin ve direncin diigmesine kargilik balon okliizyon
testinde PVRI ve sol atriyum basincinin yuikselme egiliminde oldugu gozlendi. Kapatilmamis ve
PAH’a yol agmis defektlerin, PAH’a ozgiil tedavi sonrasi hemodinamik iyilesme saptanmasi du-
rumunda, uzman merkezlerde, hastaya gore bireysellestirilerek defektin onarilmast onerisi uzman
£or ur. Sunulan olguda ASD’nin balonla tikanmasi sonras: yiikselen PVRI’nin uzun donemde
ne yonde seyredecegi kestirilememistir. Bu nedenle karar tipsal tedavi yonunde bireysellestirilmistir.

Sekil 6. TEE’de ASD goruntiisu 3. TAS’de ajite
salin uygulamasiyla microbubble gegisi gosterildi.

Sekil 5. TEE’de ASD goruntusii 2. IAS’de renkli
Doppler ile soldan saga gecis gozlendi.
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Coklu mekanizmali pulmoner hipertansiyon hastalarinda
tedavide karsilasilan zorluklar

Cansu Ebren, Ali Ugur Soysal, Burgak Kilickiran Avci, Zeki Ongen

Istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

Giris: Pulmoner hipertansiyon (PH) birgok etiyolojik nedenle olusabilen kronik ilerleyici bir has-
taliktir. Bag doku hastaliklarinda (BDH) siklikla pulmoner arteriyel hipertansiyon (PAH) seklinde
karsimiza ¢ikmaktadir. Ancak bu hasta gruplarinda diger PH nedenleri de siklikla eslik edebilmek-
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te, bu da tan1 ve tedavi stratejisinin belirlenmesinde zorluga neden olmaktadir. Biz bu olgumuzla
farkli etiyolojilere sahip BDH’da PH yaklagimindaki guglikleri, ayrintili degerlendirmenin ve
yakin takibin onemini vurgulamay1 amagladik.

Olgu: 2007 yilinda mitral ring annuloplasti operasyonu yapilan, mikst BDH, kronik bobrek ye-
tersizligi, hipertansiyon, AF tanilar1 olan 58 yaginda kadin hasta nefes darhigi (FK-III) ve carpinti
sikayetiyle tarafimiza bagvurdu. Yapilan transtorasik ekokardiyografide mitral kapak alan1 0.7 cm?,
orta-ileri mitral yetmezligi saptand ve sistolik PAB 80 mmHg olarak ol¢uldu. Sag kalp kateteri-
zasyonunda (SKK) RAB: 16 mmHg, ort PAB: 54 mmHg, pulmoner arter tikali basinci: 32 mmHg,
PVR: 6.2 WU, kardiyak indeks: 1.68 L/dk/m? olarak hesaplandi. Kombine pre-postkapiller PH
olarak degerlendirildi. Yapilan konseyde mitral kapaga yonelik cerrahi girisim karart alindi. MVR
operasyonu sonrast devam eden nefes darlig1 nedeni ile yapilan SKK’da hemodinamik bulgula-
rinda degisiklik olmadig1 gozlendi (RAB: 17 mmHg, ort PAB: 52 mmHg, pulmoner arter tikal
basinci: 22 mmHg, PVR: 6 WU, kardiyak indeks: 2.36 L/dk/m?). Protez kapak disfonksiyonu agi-
sindan yapilan transdzofageal degerlendirmede protez kapak iliskili patoloji saptanmadi. 6 dakika
yurtime mesafesi 310 metre olup desaturasyon gozlenmedi. Pro-BNP 2408 pg/ml idi. Tekrarlanan
konsey sonucu hastanin tedavisine ambrisentan ve sildenafil eklendi. Ancak ikili tedavi altinda
yeterli klinik diizelme elde edilemedi. Hastanin tedavi altindaki 6 dakika yuriime mesafesi (351 m)
ve pro-BNP (2566 pg/ml) degerlerinde iyilesme saglanamadi. Fonksiyonel kapasitesinde kotiiles-
me olmasi, konjesyon bulgulari ve plevral efiuzyon gelismesi, ditretik ihtiyacinin artmasi izerine
hastanin PAH ozgul ilaglari tedrici olarak kesildi.

Tartisma: BDH’ya bagli gelisen PH interstisyel akciger hastaligiyla iliskili olabilecegi gibi pre-
kapiller arteriyolleri (PAH) ve postkapiller venulleri (PVOH) etkileyebilecek izole pulmoner vas-
kuler hastaligin bir sonucu olarak gergeklesebilir. Bu hastalarda sol kalp hastaliklarma bagl ikinci
grup pulmoner venoz hipertansiyon da bulunabilir. Ayrica bizim vakamizda oldugu gibi birden
fazla etiyolojiye bagli PH gelisebilecegi de goz ontinde bulundurulmalidir. Pre-postkapiller PH’da
tedavi yaklagimi net olmamakla birlikte yakin zamanda yayinlanan galigmalarda (MELODY ve
SIOVAC) da vurgulandigi gibi bu hasta grubunda PAH spesifik ilag¢ kullanimi klinik kotiilesmeye
neden olabilir. Caligma verilerinden once verdigimiz tedaviyle biz de hastamizda volum yuklen-
mesi gelistigini gozlemledik. Bu tip vakalarda PAH 0zgiul ilaglar baglanacak olsa bile yakin hemo-
dinamik ve klinik takip yapilmas: gerekmektedir.

Sekil 1. Ekokardiyografi goriintisii 1.

Sekil 2. Ekokardiyografi goruntiisii 2.

SKK hemodinami verileri Tedavi dncesi Tedavi sonrasi

RAB (mmHg) 16 17

Ortalama PAB (mmHg) 54 52

Pulmoner arter tikali basinc1 (mmHg) 32 22

PVR (WU) 6.2

Kardiyak indeks (L/dk/m?) 1.68 2.36
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Kronik tromboembolik pulmoner hastalik mi, kronik
tromboembolik pulmoner hipertansiyon mu?

Kardelen Ohtaroglu Tokdil,' Hasan Tokdil,' Bur¢ak Kilickiran Avct,!
Ersan Atahan,” Giill Ongen,? Zeki Ongen'

!istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul
*[stanbul Universitesi Cerrahpasa Tip Fakiiltesi, Gogiis Hastaliklart Anabilim Dali, Istanbul

Gunumuizde pulmoner hipertansiyon (PHT) alt gruplar: arasinda sadece grup 1 ve grup 4’e yonelik
spesifik tedavi bulunmaktadir. Grup 4 kiar ihtimali bulunan tek alt gruptur. Bu nedenle bu hastalart
pulmoner vaskiler direncin(PVR) artmasim beklemeden tedaviye erken donemde yonlendirmenin
sagkalim uizerine olumlu etki edecegi dusiniilmektedir. Kronik tromboembolik hastalik (KTEH);
semptom ve perfuzyon defekti varligina kargin istirahat halinde pulmoner hipertansiyonun bulun-
mamasi olarak tamimlanmigstir. Kronik tromboembolik pulmoner hipertansiyona (KTEPH) yonelik
tedaviler heniz KTEH igin kullanilmamaktadir. Altinct diinya pulmoner hipertansiyon sempozyu-
munda PHT tanimi igin ortalama pulmoner arter basinci (0PAB) 21-24 mmHg arasi dahil edilme-
si tartigilmig olup, bu yeni tanimlamanin hasta sayisini yaklagik %10 arttiracagi dusinulmustur.
KTEPH hemodinamik verilerine PVR artisinin da eslik ettigi goriilmektedir. Simdiye kadar yapil-
mus ¢alismalarin ¢cogunun tasariminda PVR i¢in esik deger >3 WU kabul edilmis olup, bazi ¢alisma-
larda >2 WU degerinin dahi direng artig olarak kabul edilebilecegi belirtilmektedir. Bu olgu serimiz
ile degismesi Onerilen pulmoner hipertansiyon tani kriterlerinin hasta sayisin1 ne kadar degistirebi-
lecegini vurgulamak istedik. 2016-2019 yillari i¢inde merkezimizde fonksiyonel kapasitede azalma
ve pulmoner goruntillemede kronik tromboemboli lehine bulgu saptanan vakalarda yapilan sag kalp
kateterizasyonu sonucunda kronik tromboembolik hastalik tanisi1 konan olgularin demografik ve
hemodinamik verilerini inceledik. Bu kriterlere uygun 12 vakanin yas ortalamas: 52 olup, 8 tanesi
kadindi. Tum hastalarda gegirilmis akut pulmoner emboli dykuisit mevcut iken 1 hastada antifosfo-
lipid antikor sendromu tanisi ile yapilan tetkiklerde kronik pulmoner tromboemboli lehine bulgu
saptanmugtir. Tamaminda ekokardiyografide sol kalp hastaligina bagh bulgu saptanmamistir. Yapilan
sag kalp kateterizasyonunda 8 vakada oPAB 21-24 mmHg arasindadir. Dordiinde ise <20 mmHg
olarak hesaplanmistir. Bes hastada PVR degeri > 2 WU saptanmigtir. KTEH tanis1 konan iki olgu-
muzda ise kontrol amacli yapilan sag kalp kateterizasyonlarinda oPAB ve PVR degerinin gittikce
arttigim gormekteyiz. Bunlardan birinde yapilan seri sag kalp kateterizasyonlarinda oPAB sirastyla
19-23-24 ve PVR sirasiyla 1.2- 1.9- 2.4 olarak hesaplanmigtir. Diger hastada yapilan ilk sag kalp ka-
teterizasyonunda pulmoner arterde tromboembolik degisiklikler mevcut iken normal hemodinamik
bulgular (0PAB:16 mmHg PVR:0.9 WU) vardir. 2 yil sonrasinda yapilan kontrol kateterizasyonda
ise pulmoner arter basinct 21 mmHg olup PVR 2 WU saptanmistir. Sonug olarak PHT ilerleyici bir
hastalik olup tamisinda oPAB esik degerinin azaltilmasi ile hasta sayisinin artacagini fakat tedaviye
daha erken baglanmasimin prognoz iizerine olumlu etki gosterecegini dugiinmekteyiz.
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Successful bronchial artery embolization for recurrent
hemoptysis in pulmonary arterial hypertension associated
with congenital heart disease

Alperen Emre Akgiin, Mehmet Kiling, Yalin Tolga Yaylal
Department of Cardiology, Pamukkale University Faculty of Medicine, Denizli

Hemoptysis is a rarely reported complication of pulmonary arterial hypertension associated with
congenital heart disease (APAH-CHD). Recurrent hemoptysis in patients with APAH-CHD emerg-
es as a potential indication for urgent placement on the transplant list. Data on the longterm effects
of catheter embolization on preventing hemoptysis in this group of patients are scarce and its long-
term effect in preventing recurrent episodes remains to be established. However, bronchial artery
embolization (BAE) may help in bridging patients to lung transplant.

Case Report: This is an unfortunate 39-year old man who was diagnosed with Eisenmenger
Syndrome (secondary to VSD) in June 2013. He had remained asymptomatic until January 2018
when he presented with hemoptysis. Then, he underwent right heart catheterization (RHC) which
demonstrated mPAP of 75 mmHg, mean RAP of 7 mmHg, PVR of 15 mmHg, PAWP of 5 mmHg,
mVO2 saturation of 66, and CI of 2.4 I/min/m?. He was placed on upfront combination therapy
of bosentan and tadalafil. His symptoms have remained stable with occasional hemoptysis and
6MWD of 660 m. Then, he came in with worsening hemoptysis in September 2018 when his repeat
RHC demonstrated that mPAP of 64 mmHg, mean RAP of 11 mmHg, PVR of 10 mmHg, PAWP
of 5 mmHg, mVO?2 saturation of 74, and CI of 2.9 I/min/m* We have continued dual combination
therapy and listed him for heart and lung transplantation. Our several applications for parenteral
prostocyclines have been denied by the government. He has several hospitalizations for worsen-
ing/recurrent hemoptysis since September 2018. In the last hospitalization, he was admitted to
the intensive care unit for massive hemoptysis. Computerized tomography(CT) angiography were
obtained (Figure 1). Thorax CT angiography revealed a consolidated area consistent with alveolar
hemorrhage caused by the rupture of bronchial arteries in the lower lobes of the lungs. The precise
mechanism of bleeding in patients with APAH-CHD secondary to rupture of small vessels, or
arising from bronchial collaterals remains unclear. The decision was made to embolize the bleed-
ing sites by bronchial artery catheterization. The bronchial collaterals were successfully occluded
using Embozene 700 xm 2 mL (Boston scientific, Cork, Ireland) for each vessel (Figure 2-5). The
patient was discharged home the next day.

Comments: BAE is feasible and effective for the immediate treatment of recurrent hemoptysis in
APAH-CHD. It may be associated with major complications, such as spinal cord infarct and arteri-
al dissection. It should not be considered as a definitive treatment in patients with APAH-CHD with
recurrent bleeding. APAH-CHD patients with recurrent hemoptysis should urgently be placed on
the waiting list independent from the classic prognostic factors, including WHO FC and 6MWD.

VN
()4

]

Figure 1. CT-scan image with lung consolidation and a groundglass opacity indicating the site of the he-
moptysis.

Figure 3. Left bronchial artery angiogram before
embolization.
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Figure 4. Right bronchial artery angiogram after
embolization.

Figure 5. Right bronchial artery angiogram
before embolization.
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A thrombophilic patient with chronic thromboembolic pulmonary
hypertension, atrial septal defect, and paroxysmal atrial fibrillation

Mehmet Kiling,' Alperen Emre Akgun,' Yalin Tolga Yaylali,' Bedrettin Yildizeli

'Department of Cardiology, Pamukkale University Faculty of Medicine, Denizli
’Department of Thoracic Surgery, Marmara University Faculty of Medicine, Istanbul

Thrombophilias describe inherited and acquired hypercoagulable states that increase the risk of
venous thromboembolism (VTE). PAI mutation is a very rare occurence. Arterial thrombosis
associated with thrombophilias is even more seldom. Many patients with thrombophilia receive
anticoagulant therapy for primary or secondary prevention of VTE. Dabigatran etexilate has been
approved for the treatment of acute DVT and PE as well as for the secondary prevention of recur-
rent VTE. Little is known about potential effects of thrombophilic factors on clinical outcomes in
acute VTE patients treated with dabigatran etexilate. To the best of our knowledge, there are no
published cases of patients with thrombophilia who have undergone endarterectomy for CTEPH
and ASD repair and treated with NOACs.

Case Report: A 46-year-old, non-smoking, previously healthy man presented to the emergency
department with dyspnea and pre-syncope. He had no significant medical history of heart disease
and venous thromboembolism (VTE). His physical examination findings at admission were as
follows: BP:90/60 mmHg, P:110/min, RR:28/min, T:37.0°C, and a normal SpO2 on room air,
the rest of his physical examination findings were normal. His CT angiogram demonstrated acute
pulmonary embolism. He was admitted to the CCU. After stabilization with anticoagulant therapy,
he was discharged on warfarin. Then, he continued to have exertional dyspnea. At that time, his
echocardiographic findings were high probability for pulmonary hypertension and his TEE demon-
strated an atrial septal defect (ASD) of 15 x 16 mm. His pulmonary function tests and DLCO were
normal. The abdominal USG was normal. The Dupplex US of the lower extremities were negative.
The serological tests for rheumatological diseases and HIV were negative. Then, he underwent
right and left heart catheterization, which demonstrated a precapillary pulmonary hypertension and
normal coronary arteries (Table 1). After discussion with multidisciplinary team, the decision was
made to perform endarterectomy and close his ASD. He underwent endarterectomy, a patch repair
for ASD, and MAZE procedure for AF.He then was discharged on anticoagulant and antiarrythmic
therapies after an uneventful postoperative course. He was switched from warfarin to dabigatran
for labile INRs during follow-up. The diagnosis of thrombophilia was eventually established based
on genetic testing in the patient which revealed a homozygous mutation for the PAI-1(5G>4G)
gene. A repeat RHC demonstrated complete normalization of pulmonary pressures and PVR 10
months after the surgery (Table 1). He continues to do well on antiarrythmics and dabigatran.
Comments: We report a man with thrombophilia who presented with CTEPH, paroxysmal AF, and
ASD and underwent a successful endarterectomy and a patch repair for his ASD and uneventful 19
month-follow-up on dabigatran. Dabigatran could be a safe and an effective alternative to warfarin
in CTEPH associated with PAI-1 homozygous mutation.
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The oldest patient with takotsubo cardiomyopathy
recovering from cardiogenic shock

Mustafa Yenercag, Ugur Arslan, Osman Can Yontar, Guney Erdogan, Onur Seker
Department of Cardiology, Samsun Training and Research Hospital, Samsun

Introduction: Takotsubo syndrome (TTS) is a rare clinical entity commonly seen in post-meno-
pausal women after an emotional or sometimes physical stress. TTS is characterized by acute
and reversible left ventricular dysfunction with the typical ECG and clinical findings of an acute
coronary syndrome but no significant coronary stenosis. Acute heart failure, left ventricular out-
flow tract obstruction, mitral regurgitation and cardiogenic shock may complicate this syndrome.
Herein, we present a case who is the oldest one in the literature with TTS and cardiogenic shock.
Case Report: A 99-year old female patient known to have Alzheimer’s disease admitted to our
emergency department with the complaints of acute severe chest pain and dyspnea. She had the
signs of acute heart failure with a blood pressure of 70/50 mmHg. In her ECG, ST segment ele-
vation in derivations V2-V6 and D2-D3-aVF, and ST segment depression in V1 and AVR were
present (Figure 1). Troponin I level measured at admission was 13 ug/L. Coronary angiography
was performed immediately reavealing no significant coronary artery disease (Figure 2). In the
ventriculogram, apical and mid-ventricular ballooning with basal hyperkinesia, typically observed
in TTS, was demonstrated (Figure 3). In the echocardiography, depressed left ventricular ejection
fraction (30%) and akinesia and dilatation of the mid and apical portions of left ventricle were
seen without an obstruction in the outflow tract (Figure 4). Concerning with the diagnosis of TTS
and cardiogenic shock, 0,1 pg/kg/min. levosimendan infusion for 72 hours, acetylsalicylic acid
(81mg), clopidogrel (75 mg), enoxaparin (0.4 cc bid s.c.) and diuretic treatments were started.
She was stabilized hemodynamically 12 hours after, and at the 10th day, echocardiography was
repeated and recovery of the ejection fraction t050% with mild apical hypokinesia was found.
(Figure 5). She was discharged with (50 mg), acetylsalicylic acid (81 mg), clopidogrel (75 mg),
and furosemid (40 mg) thereafter.

Discussion: Cardiogenic shock develops in 6-20% of TTS patients and positive inotropic agents
may be needed in those patients with shock. However, 20% mortality was reported in patients
taking catecholaminergic drugs, because increased catecholamine levels play a major role in the
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pathogenesis of this syndrome. Recently, a calcium channel sensitizer, levosimendanuse has been
reported to be an alternative to catecholaminergic drugs. In this case, we used levosimendan as
an inotropic agent and recovery from cardiogenic shock was observed in such an old patient.
In conclusion, TTS is a rare disease which may be observed in patients with the clinics of acute
coronary syndrome especially in older female patients. Our case is unique with her age which was
the highest in literature and recovered well from cardiogenic shock with levosimendan infusion.
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Figure 1. EKG.

Figure 2. Coronary angiography. Figure 3. Ventriculography.

Figure 4. Pre-treatment echo.

Figure 5. After treatment echo.
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Nadir bir olgu: Bitkisel kaynakl ila¢ kullanimi sonrasi
hiperakut anterior mi

Ferit Boyiik
Yedikule Gogiis Hastaliklart Hastanesi, Istanbul

Girig: Akut miyokard infarktiisine (AMI) sebep olan risk faktorleri yash popiilasyonda ¢ogunluk-
la bilinmesine ragmen ozellikle 40 yas alt1 grupta tam olarak ortaya konulamamugtir. Kirk yas alti
AMI hastalarinda yapilan aragtirmalarda koroner arter hastaligina sebep olan klasik risk faktorleri-
nin yanisira ozellikle kokain ve diger ilag kullaniminin sorgulanmasi gerekmektedir. Biz bu olguda
infertilite nedeniyle doktor kontrolii diginda bitkisel ila¢ kullanimi1 sonucu MI gegiren 35 yasinda
hastay tartismay1 amagladik.

Olgu: Acil servise 35 yaginda erkek hasta yaklagik yarim saat once baglayan gogiis on yuzde,
sol kola ve alt ¢ceneye yayilan baski seklinde agri sikayeti ile bagvurdu. Hastanin alinan anam-
nezinde bilinen herhangi bir hastaligi olmadigi, KAH risk faktor tasimadigi ve sigara igmedigi
ogrenildi. Hastanin ilag kullanimi sorugulanirken infertilite nedeniyle yaklagik 1 aydir Lepidyum,
Gingseng, Epimedium+L-arginin iceren 3 farkli bitkisel irin kullandig1 0grenildi (Sekil 1). Hasta
bu ilaglar1 doktor kontroli olmadan kendi insiyatifi ile kullandigini belirtti. Hastanin EKG’sinde
hiperakut anterior MI ile uyumlu oldugu goriildin (Sekil 2). Hastanin bazal kan degerleri alinip
primer perkiitan koroner girigim i¢in koroner angiografi laboratuarma alindi. Hastanin biyokimya
sonucunda Troponin I 0.631 ng/ml saptandi, bunun digindaki labaratuar sonuglari normal referans
degerlerndeydi. Yapilan koroner angiografide LAD: DI oncesi total tikali, CX ve RCA normal
izlendi (Sekil 3). LAD lezyonu 0.014 inch floppy tel ile gegildi. Lezyon gegilince yogun trom-
buslu oldugu izlendi. Hastaya ticagrelor 180 mg, asetilsalik asit 300 mg ve heparin 7500 unite
1V yapildi. Balon (3.5x20 mm) ile predilatasyon sonrasi yogun trombiisiin devam etmesi lizerine
intrakoroner abciximab yapildi ve sonrasinda stent (4.0x24 mm) 12 atm de implante edildi (Sekil
3). Takiplerinde ek problem izlenmeyen hastanin transtorasik ekokardiyografisi normal sinirlarda
saptand1 ve hasta taburcu edildi.

Sonug: AMI risk faktorti olmayan 40 yas alti hastalarda nadir bir durumdur. Bizim vakamizda
oldugu gibi bu tur hastalarda mutlaka ila¢ kullanimi sorgulanmalidir. Olgumuzun kullandig: Lepid-
yum, Gingseng, Epimedium+L-argininin infertilitede yararin gosteren ¢alismalar mevcuttur. Ote
yandan yapilan bazi ¢aligmalarda Lepidyum ve Epimediumun kardiyoprotektif oldugu, Gingsen-
gin ise dusitk dozda kardiyoprotektif yuksek dozda ise kardiyovaskiler toksisite riski tagidigi belir-
tilmistir. Bununla birlikte bu ilaglarin birlikte kullanimu ile ilgili yeterli galigma yoktur. Olgumuzda
AMI sebep olacak risk faktorii olmadig: i¢in kullanilan bu ilaclarin sebep oldugu dusunulmustir.
Bu olgu hekim onerisi olmadan ve akiler ilag kullanimina uygun olmayan tedavinin olast 6lumcul
sonuglarmi gostermesi bakimindan onemlidir.
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Sekil 1. Kullanilan ilaglar.
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Sekil 3. Koroner anjiografi.

0S-076

Is Varenicline use leads to vasospastic acute myocardial infarction?

Nazile Bilgin Dogan, Erdem Ozel
Department of Cardiology, Izmir Tepecik Training and Research Hospital, Izmir

Introduction: Varenicline is one of the most widely used drugs for smoking cessation. The most
common side effects seen with varenicline use are headache, sleep disturbances, abnormal dreams
and nausea. There have been published reports of serious adverse cardiovascular events associated
with Varenicline. Harrison-Woolrych M et al. reported 48 cases of myocardial ischemia including
12 cases of acute MI among the patients under Varenicline treatment. We present a patient with
anterolateral myocardial infarction on the 14th day of Varenicline treatment.

Case: A 46 years old male patient admitted to emergency department with dizziness, confusion,
loss of consciousness and chest pain after a procedure of fine needle aspiration biopsy for a suspi-
cious mass in the lung. He had been taking Varenicline for 14 days and dose adjustment to a higher
dose was performed on the day of admission. He was evaluated for an acute cerebrovascular event
in emergency department. Neurological physical examination and cerebral CT was normal. His
electrocardiogram (ECG) showed ST segment elevation of anterolateral leads with apicolateral
hypocinesia on echocardiography. The patient was hospitalized to the coronary intensive care unit
for primary percutaneous coronary intervention with the diagnosis of acute anterolateral myocar-
dial infarction. Patient had normal coronary angiography. During follow up; there was meaningful
elevation on troponin levels, spontaneous regression of ST segment elevation on ECG and resolu-
tion of wall motion abnormality on echocardiography. Patient was developed tonic, clonic seizures
during follow up. These seizures was associated to Varenicline use by neurology department. His
diffusion MRI and electroencephalography was normal. He was discharged on the 6th day of ad-
mission with the diagnosis of vasospastic myocardial infarction. No medical advise was made by
Neurology department.The Naranjo probability scale indicates that varenicline was the probable
(score 5) cause of the myocardial infarction (MI).

Di ion: Possible mecl by which Varenicline induces acute myocardial infarction are;
activation of 7 receptor which modulates the autonomic imbalance between brain stem and heart,
a nicotin like prothrombotic effect and induction of coronary vasopasm by catecholamine surge.
There are few systematic review and meta-analysis on adverse cardiovascular events associated
with varenicline. The available evidence raises the possibility but do not prove that Varenicline
is associated with increased risk of cardiovascular events. Autonomic imbalance after a stressfull
biopsy procedure which may be facilitated by ongoing Varenicline use may lead to vasospastic
myocardial infarction in our case.
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Figure 1. CAGI.
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Figure 2. CAG2.

Figure 3. CAG3.
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Figure 4. ECG1.
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Figure 5. ECG2.
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Bir kardiyak arrest olgusu ve mekanik kompresyon
cihaz1 komplikasyonu

Cagatay Tunca, Mehmet Taha Ozkan, Haluk Furkan $ahan
Ankara S.B. Diskapt Yildirum Beyazit Egitim ve Arastirma Hastaesi, Kardiyoloji Klinigi, Ankara

Yiiksek kalitede yapilan bir Kardiyopulmoner Resisitasyon (KPR) arrest hastanin yasam sansi-
n1 arttirir. Uygun kompresyon derinligi ve frekansini saglama, hedef kompresyon fraksiyonuna
ulagma, abartili ventilasyondan kaginma bu hedefin temel unsurlardir. Manual kompresyonlar ile
normale gore %30 oraninda kardiyak output saglanir Uygulayicilar, genellikle yorulduklarinin
ve KPR Kkalitesinin azaldiginin farkinda degildir. Ik kez 1908 yilinda Kessler tarafindan gelis-
tirilen Mekanik KPR Cihazlari’nin son yillarda kullanimi giderek artmustir. Bu konuda yapilan
ilk yayinlar erken ve uzun donem sag kalim, spontan dolasima gegis, norolojik hasar anlaminda
anlamh bir fayda sagladigim gosterse de son yapilan meta analizler ve giincel kilavuzlar; kisith
kurtarici,uzamig KPR, hipotermik kardiyak arrest, ambulans ile nakil, anjiyografi, ekstrakorporeal
KPR gibi 6zel durumlarin diginda bu cihazlarin manuel gogiis kompresyonlari yerine rutin kullani-
mu onerilmiyor. Komplikasyon oranlar: agisindan karsilastirildiginda ise manuel ve mekanik KPR
arasinda anlaml bir fark yok. Kosta ve sternal kiriklar, kardiyak/pulmoner kontiizyon, pnomoto-
raks, hemotoraks, retrosternal kanama sik goriilen komplikasyonlardir. Bilinen DM oykiisii olan
42 yas kadin hasta Anterior MI on tanistyla hastane disi kardiyak arrest olarak 112 ekiplerince acil
servisimize getirildi. Hastanin son bir kag gundiir gogiis agrist oldugu evde fenalagmasi tizerine
ekiplere haber verildigi nakli sirasinda arrest oldugu ve yaklagik olarak 15 dk KPR yapildigi 0g-
rendildi. Hastanin acil servise girdigi sirada tekrar arrest olmasi tizerine KPR’ye tekrar baglandi.
Yaklaig 10 dk manuel olarak devam eden igleme sonrasinda Lucas-2 (Lund University Cardio-
pulmonary Assist System) ile 40 dk daha devam edildi. Spontan dolagimin saglanmasi tizerine
hasta Lucas-2 esliginde Anjiografi Labarotuvarina alindi. Yapilan sol sistem goruntuleme LAD
proksimal %99’1uk lezyona PTCA+DES implantasyonu yapildi. Goruntiileme sonrasi tekrar arrest
olan hastaya Lucas-2 ile yaklasik 5 dk daha KPR uygulandi. Tam revaskiilarizasyon saglanan ve
hemodinamik olarak stabil hale gelen hastaya islem sirasinda fark edilen entiibasyon tipinden
gelen serohemorajik akint1 nedeniyle Toraks BT ¢ekildi.Her iki akciger alt orta loblarda 6demin
de eslik ettigi pulmoner kontuzyonu disindirecek bulgular edinildi, hemotoraks/pnomotraks iz-
lenmedi. Islem sonrasi yapilan ekokardiyografide anterior duvarda ve apekste hipokinezi saptandi,
ejeksiyon fraksiyonu %35 olarak ol¢iildii. Hipotermi tedavisi baslandi. Takiplerinin ikinci giiniinde
WBC ve Prokalsitonin degerlerinin artmasi izerine profilaktik tazoper-levofloksasin tedavisine,
dorduncu guniinde ise yikselen atesi, sekresyon artisi, CRP progresyonu tizerine linezolid-mero-
peneme gegildi. Hasta islem sonrasi besinci giiniinde ise septik tabloda ex oldu. Bu olguda basa-
riyla revaskilarize edilen hastane dis1 bir kardiyak arrest olgusnun prognozuna gii¢lit olumsuz etki
yaptigini dugiindugimuz bir mekanik KPR komplikasyonundan bahsetmek istiyoruz.

Sekil 1. PA AC grafisi-kontizyon. Sekil 2. Sag koroner goriin-

tileme.

Sekil 3. Sol koroner goriintii-
leme. Tam aciklik saglanmasi.
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Sekil 4. Sol koroner goruntille-
me. 2.0x20 mm ile balon-2.

Sekil 5. Sol koroner gorintiile-
me. 2.0x20 mm ile balon.

Sekil 6. Sol koroner gorintiile-
me. EBU 4.0 ile telleme.

Sekil 7. Sol koroner goruntiuleme. LAD diagonal
sonrasi %99 lezyon.

Sekil 8. Sol koroner goruntilleme. LAD diagonal
sonrasi %99 lezyon.

Sekil 9. Toraks BT-kontiizyon.

Sekil 10. Toraks BT-kontiizyon-2.
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Transient ST segment elevation following cryoballoon
ablation of atrial fibrillation

Hicaz Zencirkiran Agus, Serkan Kahraman, Ozgur Surgit, Gamze Babur Giiler,
Cagdas Arslan, Basol Bay, Mustafa Yildiz
Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

In this present case report, we describe a 67 year old woman with transient ST segment elevation
(STE) during cryoballoon ablation of paroxysmal atrial fibrillation, secondary to coronary artery
vasospasm. After the first freezing attempt of left upper pulmonary vein, an ST-segment elevation
was observed in D2, D3 and aVF leads. Cryoballoon was immediately stopped; after five minutes
the ST elevation spontaneously reverted. Coronary artery angiography was performed and revealed
normal coronary arteries without any significant flow-limiting lesion, thromboembolus or air em-
bolus. After ST segment normalization, 4 pulmonary veins were then ablated uneventfully using
a cryoballoon. Transient ST-segment elevation may occur during pulmonary vein isolation and
is usually transient and completely reversible phenomenon. The patient was discharged from the
hospital the next day without symptoms or electrocardiography disorder.

Figure 1. Cryoballoon ablation of left
upper pulmonary vein.

Figure 2. Electrocardiography displaying ST segment eleva-
tion. During cryoballoon ablation, a 3-lead ECG demonstrated
significant ST-segment elevation in the inferior leads.
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Figure 3. Coronary angiography showing
normal coronary arteries.

Figure 4. ST segment elevation in the inferior leads was
resolved.

0S-080

Ciddi semptomatik aort darhg ve iskemik ventrikiler tasikardi
tespit edilen hastada TAVI sonrasi giivenli ventrikiler tasikardi
ablasyonu

Deniz Elcik, Halil Murat Bucak, Nihat Kalay, Namik Kemal Eryol, Mehmet Tugrul Inang

Erciyes Universites Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Kayseri

Bilindigi gibi aort darlig1 (AD) ve ventrikuler tagikardi (VT) hayat: tehdit eden ve kalp hastalikla-
rinda mortalitenin en yuksek oldugu hastaliklardir. Iki durumun birlikte olmasi ¢ok nadir goruilsede
tedavi onceligi hangi yonde olacagi tam net degildir. Biz bu vakamizda ciddi AD ve iskemik VT
nin birlikteligi ile bagvuran hastanin basarili tedavisini sunduk.

Olgu: Daha once koroner bypass hikayesi olan hasta gogiis agrisi, carpinti ve senkop sikayeti ile
klinigimize basvurdu. Bagvuru aninda ¢ekilen EKG de (Sekil 1) ventrikiler tagikardi tespit edi-
len hastanin hemodinamisi bozuk oldugu i¢in (TA: 70/30 mmhg) hastaya kardiyoversiyon yapilip
yogun bakim takibine alindi. Hastanin takiplerinde yapilan Eko da EF %50 ve ciddi aort darlig:
(85/52) tespit edilmesi uzerine hastaya kardiyovaskiler konseyde transcatheter aortic valve imp-
lantation (TAVI) karar1 verildi. Hastanin VT sirasinda hemodinamisinin bozulmasinda aort darhgi-
nin katkis1 olduguda dusuinitlerek hastaya oncelikli olarak TAVI sonrasinda VT ablasyon planlandi.
TAVI iglemi yapild1 (Video 1) islem sirasinda VT ataklar1 oldu kardiyoversiyon ile sonlandirildi.
Kapak implantasyon sonrasi hastaya bagka seansta 3 boyutlu haritalama (St jude precision) VT ab-
lasyon yapild1 (Sekil 2). VT ablasyon sirasinda VT programli olarak tetiklendi ve hastanin hemo-
dinamisin, bozmamasi tizerine VT altinda igleme devam edildi (Video 2). Ablasyon sonrasi agresif
protokol ile VT tekrar uyartimaya ¢alisildi fakat uyarilamadi iglem sonrasi komplikasyon olmayan
takip holterinde VT tespit edilmeyen hasta taburcu edildi. VT ablasyon komplike ve homodinamik
parametreleri ani bozmasi sebebi ile mortal bir iglemdir. Bu tir hemodinami bozuklugunu arttira-
cak ek patolojiler ortadan kaldirildiktan sonra igleme devam edilmesi en uygundur.

M 'Irf‘,.f\.ﬂ"r

Sekil 2. TAVI islemi

Sekil 3. Vt ablasyon 3 boyutlu haritalama.

Sekil 4. Vt ablasyon anjio goruntusii.

0S-081

Persistan sol superior vena kavaya eslik eden sag superior vena kava
agenezisi olan hastada basarili pacemaker implantasyonu

Ahmet Anil Baskurt, Onercan Cakmak, Muhammed Humayun Kakar,
Barig Akdemir, Emin Evren Ozcan

Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Konjenital siiperiyor vena kava (SVK) anomalileri olduk¢a nadir gorilen anomalilerdendir. Persis-
tan sol SVK toplumda %0.2-0.5; konjenital kalp hastalig1 olanlarda ise %3-10 oraninda gorulebil-
mektedir. Sag SVK agenezisi ile birlikte persistan sol SVK (PSSVK) gortilmesi ise oldukga nadir
bir durumdur ve literatiirde vaka sunumlari seklinde yer almaktadir. Genellikle bu anomali klinik
olarak asemptomatik seyreder. Bu hastalarda kardiyak girisimler sirasinda zorluklar yaganabilir.
Burada sag SVK olmaksizin PSSVK’l1 bir hastada kalici pacemaker(PM) implantasyonu vakast
sunulmaktadir.

35™ Turkish Cardiology Congress with International Participation



Arrhythmia | Electrophysiology /| Pacemaker | CRT- ICD

Arrhythmia | Electrophysiology | Pacemaker | CRT- ICD

Olgu: Bag donmesi ve senkop sikayetleri ile poliklinigimize bagvuran 69 yaginda erkek hastanin
cekilen elektrokardiyografi’sinde (EKG) atrial fibrilasyon saptand1. Bilinen koroner arter hastaligi
olmayan fizik muayenesinde patoloji saptanmayan hastanin ritim holter ekg’sinde atrial fibrilasyon
ataklar1 ve siniis bradikardileri saptanmasi tizerine hasta siniis sendromu (HSS) tanis1 konuldu. Ya-
pilan transtorasikekokardiyografisinde sol ventikiil ejeksiyon fraksiyonu %60 olan ve organik kalp
hastalig1 saptanmayan hastanin antiaritmik tedavi almamasina ragmen tekrarlayan bradikardi ve
travmatik senkoplarinin olmasi nedeniyle dual PM implantasyonu planlandi. Sol pektoral bolgeden
PM implantasyonu amaciyla katater labaratuarina alinan hastanin sol subklavian ven ponksiyonu
sonrast guiding telin normal anatomik hatta ilerlermedigi goruldi. Sol brakial venden verilen kont-
rast ile PSSVK saptandu. Islemin sag pektoral bolgeden devamina karar verildi; sag subklavian ven
ponksiyonu sonrasi guiding telin ilerlememesi sonrasi sag brakial venden kontrast verildiginde sag
SVK’nin olmadig: goriildi. Hastanin islemi toraks bilgisayarli tomografisi (BT) ile degerlendiril-
mek tizere ertelendi. Hastanin BT’sinde PSSVK anomalisi izlendi. Sol SVK koroner siniise paralel
sag atriyuma agildig1 goruldu. Sag SVK izlenmedi. Inferior pulmoner ven superior pulmoner vene
agilarak sol atriyuma dokuldugu tespit edildi (Sekil 1a, b). Hastaya sol pektoral bolgeden sol subk-
lavian ven ponksiyonu ile PSSVK kulanilarak dual PM implantasyonu yapildi (Sekil Ic, d) Islem
komplikasyonsuz sonlandirildi.

Tartigma: PSSVK en sik goriilen torasik vendz anomalidir ve sol anterior kardinal venin atrofi-
ye ugramadig: olgularda gorulir. PSSVK en sik koroner siniis, daha az siklikta da sol atriyuma
bosalir. Sag atriuma acilan olgularin ¢ogu asemptomatiktir. PSSVK’nin kardiyak ileti sistemi ile
arasindaki iligki net olarak aydinlatilamamistir ancak siklikla ritm bozukluklar ile birlikte goriil-
dugu de bildirilmektedir. PSSVK ya sahip hastalarda ¢ok geniglemis koroner sintis ostiumunun
AV dugum ve His demetinde gerilmeye ve fragmantasyona neden olabilecegi ileri surtilen temel
hipotezler arasindadir. Bizim olgumuz persistan sol SVK ile birlikte sag SVK atrezisinin birlikte
goruldugi ve sol SVK’nin nadir bicimde sag atriuma direk agildig1 bir olguda basarili bir sekilde
dual PM implantasyonu yapilmistir.

Sekil 1. (A) CKBT’de sagital kesitlerde SVK’nin koroner siniis komsulugunda sa atriuma agilmaktadir.
(B) CKBT’de aksiyel kesitlerde SVK’nin solda oldugu gorilmektedir. (C) Dual pacemaker implantasyonu
sonrasi ¢ekilen PAAG. (D) Pacemaker implantasyonu sirasinda skopi goruntusii.

0S-082

Unexpected cyanosis after pacemaker implantation:
Methemoglobinemia due to local anesthesia

Kardelen Ohtaroglu Tokdil, Deniz Mutlu, Hasan Tokdil, Eser Durmaz,
Barng Ikitimur, Bilgehan Karadag, Zeki Ongen

Department of Cardiology, Istanbul University Cerrahpasa Faculty of Medicine, Istanbul

Case: An 82-year-old female was admitted with symptomatic third degree AV block and previous
history of CCS II angina pectoris. Coronary angiography which was performed after implantation
of a transvenous temporary pacemaker revealed 60-70% stenoses in the left anterior descending
and the circumflex coronary arteries and permanent DDD pacemaker implantation was planned.
20 ml of prilocaine was administered subcutaneously to induce local anesthesia at the left pectoral
region. The implant was carried out uneventfully. About 30 minutes after the procedure, perioral
cyanosis and slight hypoxia on pulse oximetry (SpO2: 88-90%) was detected during routine exam-
ination of the asymptomatic patient in the cardiology ward. Further physical examination revealed
clear lung fields with no evidence of pneumothorax, however tachypnea was noted. Bedside echo-
cardiography was performed to rule out tamponade revealing no fluid in pericardial cavity and a
left ventricular ejection fraction of 55%, with no findings suggestive of dilatation of right heart
chambers. Blood drawn for arterial blood gas analysis (ABG) was noted to be of very dark brown
color raising suspicion of methemoglobinemia. ABG showed pH:7.44, pO2:104, pC02:26.3, Lac-
tate:0.9, HCO3: 20.3, Methemoglobin:19%. Local anesthesia induced methemoglobinemia was
thought as the primary diagnosis. Methylene Blue was not applied since methemoglobin level was
<20% and there were no additional pathological signs and hemodynamic compromise. 500 mg
Ascorbic Acid was given intravenously every 6 hours for 3 days. Twice daily control ABG analyses
showed methemoglobin levels to decrease gradually (19% > 14% > 9.5% > 6.2% >2.1%). Her
perioral cyanosis was completely resolved five hours after the first IV ascorbate dose.

Discussion: In healthy individuals, methemoglobin levels are <2% due to the cytochrome b5 re-
ductase enzyme system. The o-toluidine metabolite of prilocaine has been previously reported to
cause methemoglobinemia 20-60 minutes after application in susceptible individuals, a risk known
to be dose dependent. When methemoglobin levels are < 20%, offending medication should be
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withdrawn if applicable, which may actually be enough for resolution of symptoms. In methe-
moglobin levels exceeding 20%, methylene blue, as well as vitamin C (ascorbic acid), which is
usually more readily accessible albeit acting more slowly, may be utilized. Methemoglobinemia
may complicate any cardiovascular procedure in which local anesthesia is required by agents like
prilocaine, including oropharyngeal administration in trans-esophageal echocardiography proce-
dures. Previous knowledge of the condition as well as appropriate therapeutic interventions is
essential to tackle this rare complication of invasive procedures.

0S-083

Ablation of focal right atrial appendage tachycardia using
3D electroanatomic mapping system: case report and
review of the literature

Gokhan Aksan,' Osman Can Yontar,' Ahmet Yanik,' Ugur Arslan,' Mehmet Tezcan?

'Department of Cardiology, Samsun Training and Research Hospital, Samsun
2Department of Cardiology, S.B. Eskigehir State Hospital, Eskisehir

Atrial tachycardias originating from right atrial appendage (RAA) are quite rare among focal atrial
tachycardias (AT). A 38-year-old female patient presented to the emergency room complaining
of palpitations and dizziness. Electrocardiography (ECG) showed regular narrow QRS complex
tachycardia with a ventricular rate of 150 bpm. Considering the ensuing tachycardiomyopathy
under medical treatment, electrophysiological study (EPS) and ablation procedure was planned
after having informed consent. Programmed atrial stimulation and burst atrial pacings failed to
induce sustained tachycardia in the basal state. During isoproterenol infusion (1-4 mcg/min), a
sustained tachycardia with narrow QRS complex was induced. Diagnostic electrophysiological
findings were consistent with AT. During tachycardia, by using a three-dimensional (3D) electro-
anatomic mapping system, simultaneous anatomical and activation mapping was performed with
a quadripolar 3.5mm cooled-tip Thermocool Smarttouch bi-directional navigation catheter. Acti-
vation mapping demonstrated that the earliest endocardial activation site was basal portion of the
RAA where the local electrogram was 104 msn prior to the Cs reference signal during tachycardia
which is spreading in a centrifugal fashion. Impedance-controlled radiofrequency ablation (RF)
ablation (35 W, 42° C, 5-10 g of contact force) was performed at the earliest site and tachycardia
terminated in 10 seconds. Due to the diffuculties of RF ablations on the RAAT, related to the ana-
tomic structure of the RAA, ablations using an 3D electroanatomic mapping system is an efficient
therapeutic option. The origin of RAAT, proximally or distally, might be one of the parameters
predicting the success of ablation.

A

Figure 1. Panel A: 12-lead surface ECG showing narrow QRS tachycardia at 150 beats/min. Panel B:
Post-ablation 12-lead surface ECG showing sinus rhythm.

Figure 2. Panel A: Intracardiac electrogram showing a VA variable tachycardia (atrial cycle lenght: 340
msn). Panel B: Tachycardia termination on RF ablation (black arrow). Panel C: Simultaneous fast anatom-
ical and activation mapping by using a three-dimensional (3D) electroanatomic mapping system (CARTO)
during tachycardia, the earliest endocardial activation site was basal portion of the RAA where the local
electrogram was 104 msn prior to the Cs reference signal. Panel D: Successful ablation site in the right
atrial appendage basal portion.
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0S-084

Catheter ablation of a left atrial posterior wall tachycardia guided
by electroanatomic mapping in a young patient

Gokhan Aksan, Osman Can Yontar, Ahmet Yanik, Ugur Arslan, Mustafa Yenercag
Department of Cardiology, Samsun Training and Research Hospital, Samsun

Focal atrial tachycardias (ATs) arising from the left atrium (LA) most commonly originate from
the ostium of the pulmonary vein (PV), superior mitral annulus, the body of CS, LA septum and
the left atrial appendage (LAA). Focal ATs originating from the posterior wall of the LA are ex-
tremely rare. A 34-year old male patient presented to the cardiology outpatient clinics complaining
of palpitation and dizziness. Electrocardiography (ECG) showed tachycardia with a ventricular
rate of 150 bpm and a narrow QRS complex. The patient underwent an electrophysiological study
(EPS) in tachycardia with narrow QRS complexes. Diagnostic electrophysiological findings were
consistent with AT. The atrial tachycardia cycle length was found to be 405 msec with variability in
the VA interval. Simultaneous left atrial anatomical and activation mapping was performed during
tachycardia using a three-dimensional electroanatomic mapping system (CARTO) and a quadrip-
olar unidirectional irrigated tip catheter. Activation mapping revealed that the earliest endocardial
activation site was the posterior wall of the left atrium, where the local electrogram was 72 msec
and 35 msec prior to the Cs reference and P wave onset, respectively. Activation mapping also
showed centrifugal spreading and mid diastolic, fractioned signals on the posterior wall. Radiofre-
quency ablation (RF) was performed with 30 watt power at the site of the earliest atrial activation
with a fractioned electrogram terminated the tachycardia. Left atrial posterior ATs are a rare form
of AT. The electroanatomic mapping method enabled the accurate localization of the LA focal
tachycardia, and a high success rate was achieved with ablation therapy.
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Figure 1. 12-lead surface ECG showing narrow QRS tachycardia at 150 beats/min.

Figure 2. (A) Intracardiac electrograms showing right and left atrial activation sequence. (B) Surface ECG
leads I, II, IIT and aVR together with intracardiac electrograms from the coronary sinus catheter (CS) during
LA posterior wall tachycardia.

Figure 3. (A) Simultaneous left atrial anatomical and activation mapping by using a three-dimensional (3D)
electroanatomic mapping system (CARTO) during tachycardia, the earliest endocardial activation site was
left atrial posterior wall where the local electrogram was 72 msec and 35 msec prior to the Cs reference
and P wave onset, respectively. Activation mapping also showed centrifugal spreading and mid diastolic,
fractioned signals on the posterior wall. (B) Successful ablation site in the left atrial posterior wall.

Figure 4. Post-ablation 12-lead surface ECG showing sinus rhythm.

0S-085

Wolff-Parkinson-White syndrome after fontan-bjork operation and
its successful ablation from coronary sinus

Mustafa Yolcu

Department of Cardiology, Yeni Yiizyll University Faculty of Medicine Gaziosmanpasa
Hospital, Istanbul

‘Wolff-Parkinson-White (WPW) syndrome causes paroxysmal supraventricular tachycardia in
which short PR intervals and delta waves are seen in electrocardiography (ECG), which may cause
sudden cardiac death. Fontan operation is total cavo-pulmonary anastomosis and usually increases
tendency to supraventricular arrhythmia. A 19-year female presented with increasing episodes of
wide and narrow QRS complex tachycardia for the past 5 years. She had tricuspid atresia and
Fontan Bjork operation in her past history. She was then diagnosed with narrow QRS complex
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tachycardia; and WPW syndrome was discovered when she returned to sinus rhythm. Ablation
was performed from the coronary sinus ostium region via the left subclavian vein. Fontan Bjork
procedure leading to accessory connections stemming from the surgery in the atrio-infundibular
anastomosis may be one reason for WPW syndrome. IIn this case, Fontan operation was performed
previously, and the family stated that there were no rhythm disorders in the perioperative period.
The patient had frequent tachycardia and developed both wide and narrow QRS complex tachy-
cardia that was resistant to medical treatment, and ablation was decided for her. However, it was
determined that the only route for endocardial ablation catheter to reach the right-side accessory
pathways (APs) was via the left superior vena cava which opened into the left brachiocephalic and
the coronary sinus in a dual way and ablation was performed by entering through this route. In this
case, since the ablation area was close to the Fontan anastomosis line, it could not be determined
clearly whether pre-excitation was secondary to Fontan anastomosis or it was congenital non-ap-
parent WPW syndrome, that became apparent following surgical procedure. In order to eliminate
the congenital APs, all patients must be evaluated preoperatively to exclude congenital APs before
a Fontan operation. When APs are detected, they must be mapped and ablated.

Figure 1. (A, B) Angiographic views of coronary sinus via subclavian vein.
(C, D) Radiofrequency ablation views.

Figure 2. (A) Sinus rhythm and pre-excitation during ablation. (B,C) No pre- excitation by electrophysiol-
ogy stimulation with atrial and ventricular.

0S-086

Perkutan atriyal septal defekt kapatilmasi oncesi kriyobalon ile
pulmoner ven izolasyonu

Behi¢ Caglar, Nur Shanableh, Osman Beton
Lefkosa Devlet Hastanesi, Kardiyoloji Klinigi, Lefkosa, Kibris

Kirk dort yaginda kadi hasta giderek artan nefes darhigi ve 1 yildir olan carpinti sikayetleri ile po-
liklinigimize bagvurdu.Transtorasik ve transozofajiyal ekokardiyografi (TEE) ile orta boyutta osti-
um sekundum tip atriyal septal defekt (ASD) (14x13 mm) saptandi. Elektrokardiyografide yuksek
ventrikiil hizli atriyal fibrilasyon (AF) saptandi. TEE’de trombiis saptanmamasi tizerine hastaya
kardiyoversiyon yapild1 ve siniis ritmi saglandi. Siniis ritminde iken nefes darlig1 sikayetlerinin
devam etmesi ve yapilan kateterizasyonda Qp/Qs 2,2 saptanmas iizerine perkiitan ASD kapatilma-
sina karar verildi. ASD’nin kapatilmasi tek bagina aritmi riskini ortadan kaldirmayacagi icin ASD
kapatilmasi iglemi sirasinda kriyobalon ile AF ablasyonu uygulandi. Kriyoablasyon i¢in kullanilan
kateter ile ASD kapatilmasi islemi de gerceklestirildi. Birinci yil kontrolunde sag ventrikiil boyut
ve fonksiyonlarinda iyilesme saglandigi ve AF ataklarinin onlendigi goruldi.
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Sekil 1. Kardiyoversiyon oncesi amiodarone tedavisi altindaki elektrokardiyografi.
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Sekil 4. Transozefageal ekokardiyografide ostium
sekundum tip ASD.

Sekil 5. Perkutan ASD kapatilmasi sonrasi transo-
zefageal ekokardiyografi goruntusii.

Sekil 6. ASD kapatilmasi dncesi
kriyoablasyon ile pulmoner ven-
lerin izolasyonu.

Sekil 7. Kriyoablasyon sonrast
kriyobalon gonderilen kateter
igerisinden ASD kapatma ciha-
zinin gonderilmesi

Sekil 8. Perkiitan ASD kapatil-
masi sonrasi alinan goriintil.

0S-087

Same family, same mutation, different ECG
Kiirsat Akbuga,' Mustafa Karanfil®

'Department of Cardiology, Ufuk University Faculty of Medicine, Ankara
’Department of Cardiology, Ankara City Hospital, Ankara

Introduction: Different types of long QT syndromes (LQTS) have distinct ECG manifestations
according to the type and magnitude of ion channel dysfunction. While LQT1 carriers usually have
broad-based T waves and LQT?3 carriers have extended ST segment with relatively narrow peaked
T wave; LQT?2 carriers have low-amplitude T waves with high incidence of notches.

Case: A family diagnosed with LQTS (type 2) when the daughter had syncope, admitted to car-
diology outpatient clinic for routine controls. On the surface ECG, while father (46 years old) has
deep symmetrical negative T waves; his daughter (18 years old) has low amplitude T waves and
his son (15 years old) has notched and low amplitude T waves. Echocardiography was performed
to exclude hyper trophic cardiomyopathy for the father. His echocardiography showed normal left
ventricular wall thickness. According to the genetic analysis, all 3 members of the family have
KCNH2 gene (c.619_619delA, heterozygous) mutation.

Conclusion: ECG differences may also occur between family members who have the same gene
mutation due to long QT syndrome. The benefit of surface ECG is inadequate when typing long
QT syndromes. Genetic analysis is important for guiding the treatment.
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Figure 2. ECG of father.
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Figure 3. ECG of son.

Valvular heart diseases
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Is a nine-day feast holiday a chance? Is it misfortune?

Hakan Akill, Sefa Tatar, Alpay Aribas, Abdullah I¢li, Yakup Alsancak,
Ahmet Seyfeddin Gurbuz, Huseyin Ozer, Yunus Emre Yavuz

Department of Cardiology, Necmettin Erbakan University Meram Faculty of Medicine, Konya

Infective endocarditis (IE) is defined as the infection of the heart valves, the mural endocardium
and the intracardiac devices. The most important surgical indications in IE are heart failure, uncon-
trolled infection and prevention of emboli. Here, we would like to talk about the chance of a patient
who we think of surgery for IE. 65 years old male patient, He was referred to our hospital due to
suspicion of IE in echocardiography performed due to the inability to control the fever and infec-
tion parameters. The patient’s external central blood culture revealed methicillin-resistant staphy-
lococcus aereus augmentation. His physical examination revealed a 3/6 systolic murmur in mitral
focus. Transesophageal echocardiography (TEE) showed a lobulated vegetation image of 2.2x1.5
cm diameter on mitral valve anterior leaflet and severe mitral insufficiency (Figure 1-3). Although
long-term antibiotics were used, the patient was consulted with cardiovascular surgery because of
the inability to control the infection, large vegetation dimensions and severe mitral regurgitation.
However, cardiovascular surgery was planned to be performed after nine days of feast holiday.
‘We decided to follow the patient in our clinic during the holidays and blood cultures of the patient
were taken and vancomycin 2x1 g and gentamicin 3x80 mgr were started. Vancomycin and genta-
mycin were discontinued and daptomycin 500 mg 1x1 was started upon the absence of antibiotic
response and the growth of enterococcus faecalis in the blood culture. There was no progression in
the parameters of the infection after 1 week of follow-up, and physical examination disappeared a
mitral regurgitation murmur. Vegetation size decreased to 0.9x0.6 cm in control echocardiography
(Figure 4, 5). The surgical decision was abandoned and daptomycin treatment was continued.
There was no complication during follow-up and vegetation was observed to become smaller in
echocardiography controls and no vegetation at TEE at 5 weeks (Figure 6). Daptomycin therapy
was completed in 6 weeks and the patient was discharged. In one week, 1 month and 3 months fol-
low-up, there was no increase in infection parameters and relapse. Approximately 50% of patients
with IE develop severe complications requiring surgical treatment. Surgery is performed for three
main reasons. These include valve dysfunction leading to heart failure, inability to control infection
and the risk of embolism. If the patient has a large vegetation (left side >10 mm, right side >20
mm) and has recurrent embolism, early surgery is recommended in the presence of uncontrolled
infection or eradication difficult agent. As is the case in our case, the patient has surgical indica-
tions because of the prolonged use of antibiotics, the large vegetation and the development of valve
insufficiency but the shrinkage of vegetation with medical treatment and the holiday of nine days
seems to be beneficial for the patient.

Figure 3.

Figure 4.

33



Valvular heart diseases

Valvular heart diseases

Figure 5. Figure 6.

0S-090

Non-metastatik over noroendokrin timborliu olguda karsinoid
sendroma bagh multivalviler kardiyak tutulum

Giildeniz Uzar,' Kerem Can Yilmaz,' Nihan Haberal,? Leyla Elif Sade'

'Bagkent Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
*Bagkent Universitesi Tip Fakiiltesi, Patoloji Anabilim Dali, Ankara

Altmus iki yasinda kadin hasta, 0zellikle yemeklerden sonra olan alt kadran karin agrisi, ishal ve
memede ele gelen kitle ile jinekoloji bolimune bagvurdu. Yapilan fizik muayene ve istenen tetkiler
sonucunda abdominal bilgisayarli tomografide sol overden koken alan bir neoplazm tespit edildi
(Sekil 1g). Mamografide BRADS 0,smear 6rnegi normal olarak raporlandi. Gegen ay boyunca
nefes darlig1 ve halsizlik daha da kotiye gitti. Hasta, hipertansiyon, sigara gibi risk faktorleri ve
semptomlari nedeniyle preop degerlendirme igin kardiyoloji bolumiine yonlendirildi. Ksifoid si-
nirinda pansistolik ufuriim (3/6) ve sol sternal sinirda 2/6 sistolik ufurum ile birlikte orta derecede
diyastolik ufurim kardiyak oskiiltasyonda duyuldu. Bilateral gode birakan 6demi (+++) mevcuttu.
Ekokardiyografide sag bosluklarin yar: acik pozisyonda donmus, geri ¢ekilmis, kallagmis, hipe-
rekoik trikuispid ve pulmonik kapak genislemesi gosterilmistir (Sekil 1a, ¢, d, f). Siddetli trikiispid
yetmezligi ve siddetli pulmoner yetmezligi (Sekil 1b, a) mevcut idi. Trikiispit kapak ortalama gra-
dienti 8.1 mmHg ve pulmoner kapak ortalam gradienti 20 mm mmHg olarak hesaplandi. Sag vent-
rikul ve sag atriyum dilate, trikiispit yetmezligi jet hiz1 3.3 m / s, 50-55 mmHg sistolik pulmoner
arter basmci mevcut idi. Sol kalp bosluklar1 normal boyut ve islevdeydi, mitral ve aort kapaklar:
normaldi. Sag kalp bosluklarinda tumor tespit edilmedi. Hastaya timor rezeksiyonu uygulandi
(Sekil 1h). Patolojik incelemede overden kaynaklanan insular tip metastatik olmayan noroendokrin
tumor (NET) saptandi (Sekil 1J). NET ler genellikle intestinal sistemden koken alir bunun yaninda
over NET’leri nadirdir (tam NET’lerin %0.3-1.0) Sol kalp kapaklari, genellikle neoplazmadan
salgilanan vazoaktif hormonlarin akcigerlerde etkisizlestirilmesinden dolay1 korunur. Tek basina
trikispid yetersizligi karsinoid sendromda ¢ok sikdir (%92-100). Bunu trikuspid darhig: (%38-
44), pulmoner yetersizligi (%31-38) ve pulmoner darlig1 (%25-31) izlemektedir. Bununla birlikte,
multivalviiler karma stenoz ve regirjasyon daha az yaygindir. Vaka olarak ¢ok nadir gorilen non-
metastatik over NET e sekonder ciddi pulmoner ve trikuispit kapak karsinoid tutulumu sunuldu.
Hastaya henuiz kapak cerrahisi uygulanmadi ancak teshis tekniklerindeki ilerlemeler karsinoid
hastaliginin kardiyak tutulumunun tespit edilmesini gelistirdi ve uzun suireli sagkalim: uygun tibbi
ve cerrahi tedavi ile mumkiin hale getirdi.

ventrikuller yonden (ok) 3D sistol sirasinda genis agik olan trikiispit kapagin goriinumi (ok); (D) parasternal
kisa eksen goriiniimiinden diyastolde pulmoner kapak; (E) pulmoner arterden geri doniis ile ciddi pulmoner
yetmezlik; (F) diyastol sirasinda 3D ile yukaridan agik olan pulmoner kapagin gortntisii (0k); (G) heterojen
solid ve kistik bilesenleri i¢eren (oklar) adneksiyal malign timort gosteren koronal kesitte torakoabdominal
bilgisayarli tomografi; (H) 16.5x9.5x6 cm ol¢iilen eksize edilmis timorun goruntusi, (J) “’salt an pepper”
kromatine sahip insular patern gosteren karsinoid timor hiicreleri, H/E X10 orijinal bityutme, ek: sinaptofi-
zin ile pozitif ekspresyon gosteren tumor huicreleri (immunohistokimya orijinal buyiitme, x10).
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Trans-axillary aortic valve implantation in a patient with
ilio-femoral and coronary artery bypass surgery, permanent
pacemaker implantation and ipsilateral subclavian artery stent
Abdullah Nabi Aslan,' Esma Arslan,? Serdal Bastug,' Hact Ahmet Kasapkara,
Muhammet Cihat Celik,' Adnan Burak Akgay,' Murat Akgay,” Yunus Emre Ozbebek,’
Nihal Akar Bayram,” Emrah Uguz,' Engin Bozkurt*

!Ankara City Hospital Cardiovascular Hospital, Ankara
2Department of Cardiology, Yildirum Beyazit University Faculty of Medicine, Ankara

A 77 years-old male admitted to our hospital with the complaint of worsening dyspnea for 2
months (New York Heart Association Class III-IV). His past medical history revealed coronary ar-
tery bypass grafting (with a left internal mammary artery to left anterior descending (LIMA-LAD)
and a saphenous vein to right coronary artery) as well as hypertension, hyperlipidemia, peripheral
artery disease (with bilateral ilio-femoral bypass) and permanent pacemaker implantation at the
left pectoral area due to complete heart block. At physical examination, there was a grade 4/6 sys-
tolic ejection murmur best heard at aortic area. Echocardiography showed left ventricular systolic
dysfunction with an ejection fraction of 45%, severe degenerative aortic stenosis with a mean gra-
dient of 43 mmHg and aortic valve area of 0.7 cm? as well as moderate aortic regurgitation, mod-
erate to severe mitral regurgitation, and moderate tricuspid insufficiency with a systolic pulmonary
artery pressure (sPAP) of 50 mmHg. His Society of Thoracic Surgery (STS) score was calculated
as 14.8% for open AVR. Heart Valve Team was consulted for evaluation for AVR and they decided
to proceed with TAVI. Because the patient had ilio-femoral bypass surgery and had left subclavian
artery stent, the Heart Team decided to perform TAVI through left axillary artery. The left axillary
artery was exposed through a small infraclavicular incision and secured with nylon tapes (Fig. 1a).
After systemic heparinization, the axillary artery was retracted with vessel loops, punctured and
dilated. After direct insertion of a 6F sheath (Fig. 1b), a stiff wire was positioned in the ascending
aorta and an 14F sheath was then inserted through the left axillary artery (Fig. Ic). The native
valve was crossed retrogradely and dilated using balloon valvuloplasty. The loaded prosthesis was
then introduced through the 14F sheath and positioned across the aortic valve using angiographic
and fluoroscopic guidance (Fig. 2a). When correct placement had been confirmed, a 26 mm Ed-
wards Sapien 3 valve was deployed (Fig. 2b). At this point, the patency of the coronary arteries
and degree of aortic insufficiency were assessed using aortic angiography. The valve was also
examined for the presence of any paravalvular leak. The wire and sheath were removed and the
incision closed in layers. An angiogram of the left axillary artery was performed at the end of each
procedure and show the normal position and patency of subclavian stent. Then, patient was taken to
the coronary intensive care unit. Just 1 hour after the post-procedural course, the patient developed
ataxia and dysarthria. Brain CT showed cerebellar ischemia due to an atheroembolism. Therefore
the patient was transferred to the neurology intensive care unit for the aim of cerebrovascular event
treatment. After 3 days of therapy, the patient was discharged from the hospital.

5

Figure 1. (A) Exposure of left axillary artery through a small infraclavicular incision. (B) Insertion of 6F
sheath through the axillary artery. (C) Insertion of E-sheath through the axillary artery.

Figure 2. (A) The positioned aortic valve through the E sheath from left axillary artery. (B) Successful
implantation of the aortic valve.

08S-092

A rare case: Idiopathic hypereosinophilic syndrome with severe
mitral regurgitation and pulmonary hypertension

Seving Akturk, Tirkan Seda Tan, Irem Dinger

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Introduction: Idiopathic hypereosinophilic syndrome (IHS) is a rare multisystemic disease char-
acterized by unexplained eosinophilia. Cardiac involment of IHS includes restrictive cardiomy-
opathy, endomyocardial fibrosis and valvular dysfunction. Mitral regurgitation secondary to IHS
is rare. Also there is a high risk of thrombosis after valve replacement. So surgical experience is

limited. We present a rare case of IHS with severe mitral regurgitation and pulmonary hyperten-
sion(PH).
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Case Report: A 29-year-old male patient with a past history of Leriche syndrome was admitted
to the hospital due to hypereosinophilia. Laboratory investigations revealed an elevated eosinophil
count (26%), in both peripheral blood count and bone marrow biopsy. No other causes of hyper-
eosinophilia were found;so it was considered to be idiopathic. The patient was consulted to car-
diology clinic with the suspicion of cardiac involvement. Transthoracic echocardiography (TTE)
showed normal left ventricular systolic function, thickened mitral valve leaflets and also eccentric
grade 3 mitral valve regurgitation. Pulmonary artery pressure was 50 mmHg. Then transesophageal
echocardiography showed tethering of the posterior mitral leaflet which caused mitral malcoapta-
tion and severe mitral regurgitation. Cardiac magnetic resonance imaging (CMR) revealed thrombi
in both ventricular cavities and showed apical ventricular wall thickening. Ejection fraction (EF)
was 56%. Coexistence of Loffler endocarditis and pulmonary hypertension (PH) is a very rare
condition. In this patient PH was thought to be primarily related to mitral regurgitation. In the
hematology department prednisone and hydroxyurea were initiated, because of the poor response
these drugs were discontinued and a tyrosine kinase inhibitor was initiated. A month later the eosin-
ophil count was normal. But the mitral regurgitation was still the same in the control TTE. Physical
examination revealed peripheral edema. A follow-up CMR revealed endomyocardial fibrosis and
severe mitral regurgitation. EF was 46%. These patients have a high risk of thrombosis, after mitral
valve replacement, whether bioprosthetic or mechanical valve. The patient was evaluated with
cardiovascular surgery. Mitral valve repair was decided due to the high thrombosis risk.
Conclusion: THS is a rare multisystemic disease. Cardiac involvement is associated with poor
prognosis. So early diagnosis is very important. In these patients at the beginning, medical treat-
ment may be sufficient; however, surgery may be necessary after the development of endomyo-
cardial fibrosis. Loeffler’s endomyocarditis is a model disease for restrictive cardiomyopathy due
to eosinophilic infiltration. In our case, we decided to undergo surgery due to severe mitral re-
gurgitation. This is a difficult decision because of the high risk of thrombosis after mitral valve
replacement. We wanted to present this rare case to share our experience.

Figure 1. Severe mitral regurgitation.

Figure 2.

0S-093

Aortik biyoprotez kapag olan gen¢ bayan hastada
Brusella endokarditi

Yiicel Karaca, Fatih Guiven, Emre Sonmez, Yakup Yigit, Necip Ermis
Inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya

Giris: Infektif endokardit kalbin endokardiyal yuzeyinin infeksiyonu olup, siklikla kalp kapak-
larmn etkilemekle birlikte, septal defektleri veya mural endokard: da tutabilir. Ulkemizde yapilan
bir calismada brusella endokarditi tum infektif endokardit olgularinin %5’inde etken olarak izole
edilmis olup bizim sunacagimz vakada oldugu gibi enfeksiyon biyobelirteclerinin negatif oldugu
biyoprotez aort kapagin tutuldugu brusella endokarditi bildirilmemistir.

Olgu: Dort yil once biyoprotez aort kapak replasmani yapilan 24 yasindaki bayan hasta, sag kol
ve bacakta gugsuzluk sikayeti ile acil servise bagvurdu. Hastanin kardiyak muayenesinde aortik
odakta 3/6 sistolik Gfurium duyuldu. Ates 36.6°C, sedimentasyon 14, WBC 6.9, CRP 0.423 mg/
dl olarak ol¢uldu. Hastanin ¢ekilen difuzyon MR 1nda, difuzyon kisitlanmasi gosteren akut is-
kemik odaklar izlenmesi tizerine iskemik inme tamisiyla yapilan diyagnostik serebral anjiosunda
sag orta serebral arter M1 segment proksimalde oklude izlendi. Perkutan trombektomi sonrasi
tikali damarda tam rekanalizasyon saglandi ve hasta sekelsiz bu akut olay1 atlatti. Daha dnce ge-
¢irilmis kardiyak cerrahi nedeniyle kardiyoembolik inme dusiinulen hasta tarafimiza yonlendiril-
di. Transtorasik ekokardiyografisinde, aortik biyoprotez kapakta anlamli gradient artis1 yoktu ve
fonksiyonlar normaldi. Hastaya transozofageal ekokardiyografi planlandi. Yapilan transozofageal
ekokardiyografi de biyoprotez aort kapakta 7X5 mm boyutunda mobil kitle oldugu saptand: (Se-
kil 1). Olasi protez kapak endokarditi nedeniyle kan kiulturii ve serolojik testler istenen hastadan
ardigik alinan 4 ayr kan Kiltarunde herhangi bir mikroorganizma iiremesi saptanmadi. Ancak 2
hafta once non-spesifik antibiyotik kullanimi1 hikayesi olmasi nedeniyle hastaya lokosit isaretli sin-
tigrafi cekildi. Sintigrafide, aort kapag: bolgesinde hilal tarzinda dens materyal cevresinde belirgin
lokosit akiimulasyonu izlenilerek, endokardit agisindan orta - yiiksek olasilikli yorumland: (Sekil
2) ve brusella tip aglutinasyon testi 1/1280 titrede pozitif saptandi. Bunun tuzerine brusella protez
kapak endokarditi tanis1 konuldu ve medikal tedavisine seftriakson, doksisiklin ve trimetoprim/
sulfametoksazol eklendi. Hastanin 2. ay kontrol brusella tiip aglitinasyon testi 1/320 titrede pozitif
saptanmasi ve transozofageal ekokardiyografisinde vejetasyon boyutlarinda kiictilme saptanmasi
izerine ($ekil 3), kardiyoloji-kalp damar cerrahi-enfeksiyon hastaliklar1 konseyinde 2 ay medikal
tedavi devami sonrasi kapak cerrahisi planlandi.

35. Uluslararasi Katilimli Turk Kardiyoloji Kongresi

Sonug: Bizim vakamiz daha once bildirilmemis bir vaka olan iskemik inme ile bagvuran biyop-
rotez kapak replasmani oykisii olan ve enfeksiyoz biyobelirteglerinin negatif oldugu bir brusella
endokarditi vakasidir. Biz bu vaka da nonspesifik biyobelirteclerin, kiiltur negatifliginin infektif
endokardit siiphesini ortadan kaldirmamas: gerektigini, endemik bir bolge olan tilkemizde brusel-
lanin akilda tutulmas: gerektigini gostermek istedik.

Sekil 1. Transozofageal ekokardiyografi - Mobil Sekil 2. Lokosit Isaretli Sintigrafi- Hilal tarzinda
kitle. dens materyal ¢evresinde belirgin lokosit akiimii-
lasyonu.

Sekil 3. Kontrol transozofageal ekokardiyografi -
Mobil kitle.
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Unusual cause of angina: Coronary compression by a giant
sinus of left valsalva aneurysm

Sadik Volkan Emren, Mert Pehlivan Altin, Aykan Celik, Emre Ozdemir, Sedat Altay, Cem Nazli
Izmir Katip Celebi University Atatiirk Training and Research Hospital, Izmir

50 years old man was admitted to our cardiology clinic with a complaint of chronic chest pain.
Besides smoking, his history was unremarkable. Physical and laboratory examination showed no
abnormalities. Electrocardiogram was in sinus rhythm without ST and T segment abnormalities.
Exercises stress treadmill testing revealed abnormal ST depression during maximal heart rate and re-
covery period. Selective coronary angiography showed compression of left main coronary (LMCA),
and proximal circumflex (CX) artery by an external mass filled with contrast. Right coronary artery
was normal. Aortagraphy revealed a large sinus valsalva aneurysm extending from left coronary
sinus. Computed chest tomography demonstrated a giant sinus valsalva aneurysm arising from left
sinus valsalva with a diameter of 44x37 mm and it compressed the left main coronary and circumflex
artery. Given the coronary compression and the risk of rupture the patient was referred to surgery.
Patient underwent operation under cardiopulmonary bypass. During operation it was observed that
LMCA was arising from sinus of left valsalva aneurysm which compressed the osteal and mid part
of LMCA. Therefore distal part of aneurysm was closed with prolene 5/0 suture. Proximal part of the
aneurysm which was opened to left sinus valsalva was closed with Polytetrafloretilen patch. LMCA
was ligated and by-passed via left internal mammarian artey to left anterior descending, Saphenous
to diagonal and saphenous to obtuse marginal grafts. After operation sinus valsalva was in normal
appearance. Patient was stable after operation and asymptomatic 1 month after surgery. Sinus val-
salva aneurysm is very rare cardiac disease. Meanwhile left sinus valsalva aneurysm is an unusual
manifestation which is up to seen in 1% of all sinus valsalva aneurysms. Unruptured aneurysms
are often asymptomatic. Rarely aneurysms can disturb coronary flow by causing compression.
Echocardiography, computed tomography, magnetic resonance imaging, aortaography and coronary
angiography can be used to demonstrate characteristics of aneurysm and coronary compression.
Aneurysms can cause many complications such as rupture, aneurysm enlargement, obstruction and
arrhythmia. Surgical treatment is recommended in symptomatic patients.

Figure 1. Sinus of
valsalva aneurysm
compressed LMCA
and proximal
part of CX artery
(A).  Aortagraphy
demonstrate  sinus
valsalva aneurysm
arising from left
coronay sinus, right
coronary was not
affected (B).

Figure 2. Three dimensional reconstruction image of computed tomography showed
sinus of left valsalva aneurysm (A). Sinus of valsalva aneurysm can also be seen from
axial (B) and sagittal (B) views of chest computed tomography.
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Canl vericili karaciger nakli sonrasi geligen akut posterior
miyokart infarktusiiniin yonetimi
Ismail Polat Canbolat,' Murat Bagkurt,' Murat Giilbaran?

!Istanbul Bilim Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dal, Istanbul
2Florence Nightingale Hastanesi, Kardiyoloji Boliimii, Istanbul

Girig: Karaciger nakli sonrasi gelisen mortalitenin en sik ikinci sebebi kardiyovaskiler komplikas-
yonlardir. Kardiyovaskuler komplikasyonlarin onlenmesinde preoperatif degerlendirme yeterli ol-
mayabilmektedir. Son donem karaciger yetersizligi olan hastalarda disik trombosit say1si, yiksek
INR degerleri, 0zefagus varisleri aterosklerotik kalp hastaliklarinin yonetimini zorlagtirmaktadur.
Olgu: Merkezimize canli vericili karaciger nakli olmak uizere bagvuran 61 yaginda erkek hastanin
yapilan preoperatif kardiyak degerlendirmesinde kardiyovaskuler risk faktorui (hipertansiyon, dia-
betes mellitus, iskemik kalp hastaligi, kronik bobrek yetersizligi, kalp yetersizligi) bulunmamak-
taydi. Elektrokardiyografisi (EKG) normal sinus ritmindeydi, kronik iskemik degisiklik saptanma-
di. Transtorasik ekokardiyografisinde enjeksiyon fraksiyonu %60, sol ventrikul duvar hareketleri
normal, kapak fonksiyonlar olagan, tahmini pulmoner arter basinci 30 mmHg idi. Hastamiza 1 y1l
once yapilan miyokard Perfuzyon sintigrafisi normal sinirlarda idi. Kardiyak agidan dusuk riskli
olan hastamizda ek non-invaziz stres testi yaptlmadi. Postoperatif 24. saatte nefes darlig1, retroster-
nal sikint1 hissi olan hastanin EKG’sinde V1-V3 derivasyonlarinda ST depresyonu izlendi. Iv nitrat
infuzyonu yakinmalari ve ST depresyonu geriledi. Hemoglobin degeri 8 gr/dL olan hastanin Hb
degeri 10’a yukseltildi. Postoperatif 48. saatte gogus agrisi ile beraber V1-V3 derivasyonlarinda
ST depresyonu tekrarladi. Maksimal medikal tedavi altinda gogus agris1 gecmeyen, troponin de-
geri 10648 ng/L’ye yukselen hasta kateter laboratuarma alindi. Hasta kateter laboratuarima alindi-
ginda INR degeri 2.23, Hb degeri 10, trombosit sayist 40000/uL idi. Hastanin sag radial arter yolu
ile yapilan koroner anjiyografisinde 3 damar hastaligi izlendi (Video 1, 2). Kalp-damar cerrahisi,
karaciger nakil cerrahi, gastroenterolog ile konsey yapildi. Acil koroner bypass cerrahisi sonrasi
akut karaciger yetersizligi gelisecegi dusinuldii. Tum kanama risklerinde ragmen CXA’ya girisim
yapilmasina karar verildi (Video 3). Hastaya 300 mg asetilsalisilik asit ve 300 mg klopidogrel
yiiklemesi yapildi. CXA ve CXA’ya ¢iplak stent implante edildi. Islem sirasinda komplikasyon ol-
madi. Islem sonrasi1 100 mg asetilsalisilik asit ve 75 mg klopidogrel ile devam edildi. Islem sonrasi
4. gun Hb diisusu ve drenlerden hemorajik mayi gelmesi tizerine bakilan klopidogrel duyarlilig:
3 U (<9 U minor girisimde yiiksek kanama riski) saptandi. Klopidogrel kesildi. 100 mg ASA ile
devam edildi. Kontrollerde Hb dususti izlenmedi. EKG takiplerinde dinamik iskemik degisiklik
izlenmedi. Sorunsuz taburcu edilen hastaya 1 ay sonra tamamlayici girigim yapild (Video 4, 5).
Sonug: Son donem karaciger yetersizligi olan hastalarda aterosklerotik kalp hastaligi sik olmasina
ragmen kanama diyatezi bozukluklari nedeni ile yonetimi giigliikler icermektedir. Perkiitan koro-
ner girisim yapilan bu grup hastalarda bireysellestirilmis yaklagim onemlidir.

0S-096

Akrep sokmasina bagh gelisen allerjik inferior miyokard
enfarktiisii: Kounis Sendromu

Hasim Tuner, Naci Babat, Fatih Oztirk, Emrah Erdogan, Emrah Ozbek,
Cigdem Bahar Cakmak, Ceyda Ak, Mustafa Tuncer

Yiiziincii Yl Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Giris: Kounis sendromu hipersensitive veya alerjik reaksiyonlarla birlikte gorulen akut koroner
olaylari tanimlamaktadir. Bocek sokmasi sonrasinda urtiker gibi cilt reaksiyonlarindan anafilak-
tik soka kadar degisebilen allerjik tablolar izlenebilir. Akrep sokmasi sonucu miyokard infarktusi
(MI) gelismesi nadir vakalarda bildirilmistir. Genellikle kendisini non ST elevasyonlu MI, kardi-
yojenik sok ya da miyokardit seklinde gosterir. Muhtemel mekanizmalar arasinda, akrep zehiri
tarafindan aktive edilen sempatik desarj,allerjik mediyatorlerin salinimima bagli koroner vazos-
pazm ve trombosit aktivitesinde artma ya da toksinin miyokart tizerine direkt etkisi yer alir. Bu
yazimizda akrep sokmasi sonasinda gelisen akut inferior MI olgusu sunduk.

Olgu: Yetmig dort yasindaki erkek hasta, ot toplarken sol el dorsal yuziinden akrep tarafindan
sokulmus. Akrebin soktugu bolgeye olay aninda soguk uygulama yapilmis ve agri kesici kremler
suriilmiuig. Sonrasinda nefes darligi, epigastrik agri, soguk terleme sikayetleri ile ilge devlet has-
tanesine bagvurmus. Hastaya kortikosteroid, antihistaminik amp, Akrep antiserumu IV yapilmis.
Cekilen EKG’de akut inferior (Sekil 1) tanist konuldu. Hasta Primer KAG amagli hastanemize
sevk edildi. Hasta acil serviste degerlendirildi. Sikayetleri azalmisti. EKG: Normal sinuis ritmin-
deydi. Hemodinamisi stabildi. Hastanin karninda ve sirtinda trtikeryal rag mevcuttu. Sol el dorsal
yiziinde akrebin soktugu (Sekil 2) bolgede hafif sislik ve hassasiyet mevcuttu. Altmig paket yil
sigara igme Oykusii vardi. Koroner arter hastaligi hipertansiyon ve diabetes mellitus oykiusii yoktu.
Transtorasik ekokardiyografide inferior duvarda hipokinezi saptand: ve sol ventrikiil ejeksiyon
fraksiyonu %50 hesaplandi. Tam kan sayiminda WBC:16500 /uL (4-11) ve %86 (50-80) orani
ile notrofil hakimiyeti vardi, lenfosit, monosit ve eozinofil oranlar1 normaldi. Troponin I:13NG/
DL(0-0.02), CK-MB:87 (0-25) Hastaya KAG yapildi. Sol 6n inen arter mid D1 dizeyinde %30
darlik sirkumfleks arter: Normal, sag koroner arter: proksimali plakli saptandi (Sekil 3). Hasta
mevcut bulgularla aterosklerotik risk faktorleri ve koroner arter hastaligi olmaksizin histamin,
tromboksan ve lokotrienler gibi alerjik mediyatorlerin neden oldugu kounis sendrom Tip1 olarak
olarak degerlendirildi.

Tartisma: Kounis sendromundaki temel patofizyoloji alerjik uyartya ikincil olarak mast hiicrele-
rinin aktive olmasi ve bu hiicrelerden histamin gibi biyojenik aminlerin; kinaz, triptaz, katepsin-D
gibi notral proteazlarin; lokotrienler, tromboksan gibi aragidonik asit derivelerinin ve trombosit
etkinlestirici faktorun lokal ve sistemik olarak salimmudir. Kardiyak mast hucreleri koroner arter-
lerin intima tabakasinda ve aterosklerotik plaklarda yer alirlar. Sonug olarak olgumuzda oldugu
gibi akrep gibi boceklerin sokmasina bagli degisik derecede allerjik reaksiyonlarin yaninda kounis
sendromu olarak bilinen allerjiye bagli MI gelisebilecegi akilda tutulmalidir. Tedavi yaklagimi ali-
stk oldugumuz MI tedavisi gibi olmahdr.
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Sekil 1. Iige acil serviste cekilen EKG, akut inferior MI.

Sekil 32. KAG sonrast RCA mid plakli.

Sekil 2. Okla gosterilen sol el dosrasi-
linde akrepin soktugu cilt bolgesi.
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Multiple coronary embolism 11 years old
Ahmet Ferhat Kaya,' Mehmet Hasan Ozdil,' Bayram Aslan,” Tuncay Giizel,? Raif Kilig*

'Department of Cardiology, Mus State Hospital, Mug
2Department of Cardiology, Dicle University Faculty of Medicine, Diyarbakir
3Siirt State Hospital, Siirt

Multiple coronary embolism in sle patient at 11 years old patient case report. Ami is a potentially
fatal complication of sle. reported mechanisms include atherosclerosis, arteritis and coronary arterial
spasm. Children have sle currently increased risk for atherosclerosis and coronary artery disease.
The patients with sle the long term effect of prognosis especially presentation of disease reveals as
myocard enfarction. Control of the significance of inflammation symtoms is improving the life time
in sle disease. Total plaque burden, period of disease, low vitamin D level is related to prognosis
of disease. The use of high or middle dose corticosteroid is accedted a important risk factor for
care in children with sle. Factors that are important for coronary artery disease in patients with sle:
dyslipidemia, hypertension, effect of direct inflammation in coronary arteries, lymphopenia (related
carotis-intima media thickness). In sle disease patients with severe chest pain should be evaluated in
terms of myocardial enfarction. the most of children with coronary artery disease are asymptomatic.
The reason of chest pain can be pleuritis or pericarditis but pulmonary embolism or coronary artery
disease may be thought because of serial result before the essential diagnosis in this case we are pres-
ent the patient is 11 years old who has sle disease. The patient has been admitted to the emergency
service with loss of conscious. the patient has cardiac arrest in the emergency service and performed
cpr up to 5 minutes. Acording to patients ecg was compatible anteroposterolateral mi (Figure 1),
was taken to the coronary angiography immediately. Following premedication and local anaethesia,
selective coronary angiography was performed in rao and lao positions. RCA was normal and lad
distal and CX distal was observed as a total occluded (Figure 2). Intra coronary aggrastate was
performed to the lesions. lad and cx distal lesions cross with floopy guide wire.After lad distal lesion
crossed with floopy guide wire (Figure 3), sprinter 1.5x15 baloon was inflated to 8 atm pressure,
after the distal blood stream was normalized, processing was finished (Figure 4).
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Figure 1.
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Figure 2.
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Frog neck developing after coronary angiography:
Contrast induced sialadenitis

Songiil Usalp, Belma Yaman, Hatice Gunsel, Levent Cerit, Hamza Duygu
Near East University Hospital, KKTC

Contrast-induced sialoadenitis is less frequently known and an uncommon adverse reaction to
iodine therapy. In this case, symptoms will be milder than bacterial sialadenitis, and here there is no
need for a specific treatment. The risk for sialadenitis seems to be directly related to serum iodine
levels; thus, renal insufficiency and large iodine load are predisposing factor. We present a case
of patients who developed contrast related sialadenitis after coronary angiography had complete
resolution with medical treatment. To the best of our knowledge our case is the eldest patient ever
presented with contrast induced sialadenitis after coronary angiography.

Case: An 82-year-old man presented with an upper abdominal pain having unstable angina pectoris.
He had hypertension, hyperlipidemia, chronic obstructive pulmonary disease and radical prostatecto-
my due to prostate cancer. Coronary angiography was performed using Iohexol (Omnipaque 350, GE
Healthcare). A non-ionic monomeric low osmolality contrast medium containing approximately 350
mg I/ mliodide. A total of 60 ml of iodinated contrast media was used. Coronary angiogram revealed
normal coronary arteries except 20% narrowing in the proximal left anterior descending artery.
About 24 hours after the procedure, the patient complained of indolent bilateral swelling on his upper
and front neck. In physical examination, blood pressure was 120/80 mmHg; heart rate was 88 bpm,
body temperature was 36.8 °C. The patient had an extensive, bilateral, symmetric, submandibular
swelling that was non-sensitive (Figure 1). Contrast-induced sialadenitis (‘iodide mumps’) was sus-
pected on the background of clinical presentation. Blood tests revealed white blood cell count 7.02
x10°, haemoglobin of 12.5 g/L, serum creatine level 1.35 mg/dl, GFR is according to MDRD: 53 mL/
min /1.73 m? (mild-moderate chronic kidney disease), thyroid stimulating hormone of 1.84 mIU/L,
amylase at 149 UI/l, a normal full blood count and CRP is 16.07 mg/l. Neck ultrasonography is
showing the submandibular gland to have a significantly greater longitudinal diameter and thickness,
increase of echogenicity and oedema is found in the subcutaneous soft tissue plan. Structure and
size of thyroid and parathyroid gland were normal.Spiramycin 3 Miu twice a day and prednisolone
80 mg/day were recommended by otolaryngologist. After six days, submandibular swelling exactly
resolved, serum CRP level is decreased to 0.7 mg/ dl, and follow-up has been eventless (Figure 2).
Conclusion: One of the late reactions to iodine contrast agents is sialadenitis, that is a very rare
complication and any iodinated contrast medium both non-ionic, and hypo-hyperosmolar agents
may cause it. We wanted to present this rare complication here and to draw attention to sialadenitis
in patients with throat and neck swelling that occur after angiography. At the same time to share
the diagnosis, treatment options, and prognosis in such patients.

Figure 1. Bilateral swollen of submandibuler
glands at onset.

Figure 2. Six day after, the submandibuler glands
improved completely.

35. Uluslararasi Katilimli Turk Kardiyoloji Kongresi

0S-099

Is there any link between blood brain barrier and coronary arteries?
Songiil Usalp, Belma Yaman, Hatice Gunsel, Umit Yuksek, Levent Cerit, Hamza Duygu
Near East University Hospital, KKTC

Contrast-induced encephalopathy (CIE) after coronary angiography is an uncommon complication
of angiography due to the administration of contrast medium. Clinical presentation may include
transient cortical blindness, dysarthria, seizures, encephalopathy, and focal neurological deficits,
such as ophthalmoplegia. The incidence of CIE ranges between 0.1-0.3%, although it can reach up
to 4% especially when hyperosmolar iodinated contrast agents are used.

Case: A 38-year-old man was admitted to our hospital for a check-up. He had intermittent chest
pain, and his treadmill test was positive. Electrocardiogram, chest X-ray and laboratory results
were also normal.Coronary angiography was performed with a trans-radial approach and using a
non-ionic monomeric low osmolality contrast medium (Ioxehol, Omnipaque 350, GE Healthcare)
containing approximately 350 mg I/ ml iodine. A total of 60 ml contrast agent was used. Coronary
angiogram revealed slow flow in the left anterior descending artery, left circumflex and right cor-
onary arteries was normal. About 4 hours after the procedure, the patient complained of headache,
confusion, vomiting and disturbance of speech. He was conscious but not oriented. However, an
emergency cerebral computed tomography (CT) without contrast, showed no intracranial haemor-
rhage or cerebrovascular obstruction (Fig 1). The patient was evaluated by the neurologist, and no
neurological or visual deficit was observed except for the dysarthria. Because of the exacerbation
of his complaint, diffusion magnetic resonance imaging was obtained. Diffusion-weighted imag-
ing, the actual apparent diffusion coefficient values were normal (Figure 2). Labotaruary studies
were normal. Intravenous hydration with normal saline, analgesic and antiemetic medication was
administered. Fortunately, all neurological deficits improved gradually within 10 hours. The pa-
tient was discharged from the hospital with his own voluntary.

Discussion: Coronary angiography requires intra-arterial injections and higher loads of contrast
administration to opacify target vessels when compared with intravenous injection used for CT.
As a result, intra-arterial contrast agent administration may directly affect brain vessels and cause
neurological symptoms.The predisposing factors leading to CIE are transient ischemic attack, im-
paired renal function, hypertension, large contrast volume, patients with LIMA bypass, selective
vertebral-basilar arteriography and male gender. When compared with the cases in the literature
our patient was one of the youngest and did not have any chronic disease, and his coronary angi-
ography was performed with a low volume of contrast medium (nearly 60 ml). The management
of CIE includes intravenous hydration with saline, anti-convulsants, analgesics and anti-emetic
treatment. Patients with CIE have an affirmative prognosis and usually a spontaneous recovery.

Figure 1. Computed tomography shows no
intracranial hemorrhage or cerebral vascular
obstruction.

Figure 2. Magnetic resonance imaging showed,
diffusion weighted imaging no abnormal signal was
detected in apparent diffusion coefficient maps.
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Cisplatin-etoposide and right lung inferior lobe superior segment
radiotherapy induced myocardial infarction in a patient with
squamous cell carcinoma

Serkan Asil, Muhammet Genes, Farid Baghirov, Ender Murat, Veysel Ozgur Baris,
Murat Celik, Hasan Kutsi Kabul, Cem Bargin

Department of Cardiology, Giilhane Training and Research Hospital, Ankara

Case Report: A 64-year-old male patient admitted to our hospital oncology department for stage-4
right lung inferior lobe squamous cell carcinoma (Figure 1). Oncologists planned to treat patient
with cisplatin-etoposide and total 60 Gray / 30 Fx radiotherapy. One day after receiving the first cure
8th day chemotherapy and 10 gray radiotherapy on the 5th day, the patient developed sudden onset
chest pain in radiation oncology service and the developed ventricular tachycardia and cardiac arrest
after the 4-hour beginning of the chest pain. The patient has been consulted to us and emergency
PPCI was planned with inferior ST-elevation myocardial infarction, cardiogenic shock and AV block.
The lactate 18 mg/dl ph: 6.7 was detected in blood gas taken from the patient before the operation.
Before the procedure, 300 mg Aspirin 600 mg clopidogrel and iv heparin premedication were ap-
plied. During the procedure, repetitive balloon dilatations and heparin + tirofiban bolus and infusion
treatment were administered for 2 hours to struggling with intense thrombus. Finally 4.0x25 mm
BMS stent was implanted to RCA proximal and post-dilatation was performed with a 4.5x20 mm
balloon, TIMI 2-3 flow achieved and operation terminated (Figure 2-4). However, at the 12th hour of
the procedure, the patient died due to anuri, deep matobolic acidosis (lactic acidosis) and hemoptysis.
Discussion: Many chemotherapeutic agents and ionizing radiation have been reported to have ef-
fects on the cardiovascular system. The late cardiovascular morbidity of cisplatin such as hyperten-
sion and myocardial infarction is well known but there is accumulating evidence of acute vascular
toxicity occurring at the time of chemotherapy administration. Cisplatin may induce arterial throm-
bosis with subsequent myocardial and cerebrovascular ischaemia in 2% of patients. The pathophys-
iology is multifactorial, including procoagulant and direct endothelial toxic effects. Also radiation
damages the vascular endothelium. Although the radiation induced coronary artery disease (CAD)
develops after a mean duration of 15-20 years, a number of acute effects, including endothelial
damage, lipid and inflammatory cell infiltration, and lysosomal activation, have been described. As
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a result of, we think that the mechanism of action of cisplatin-etoposide and radiotherapy-induced
ML, in this case, acute endothelial damage, procoagulant, proinflammatory effects.

Conclusion: Etoposide-cisplatin and combination with especially thoracic radiotherapy can cause
life-threatening events like myocardial infarction. The oncologist should be careful at the time of
therapy selection. A collaborative approach between cardiologist and oncologist can improve the
therapeutic outcomes. Also, special attention should be paid to symptoms suggestive of ischemic
heart disease or other vascular complications in patients who have been given cisplatin based
chemotherapy and radiotherapy.

Figure 1. X-ray graph and computed tomography image of right lung squamous cell
carcinoma.

Figure 2. Coronary angiographic image of the left coronary system and performing a
balloon pre-dilatation of acute thrombotic right coronary artery.

Figure 3. Multiple right coronary distal and proximal balloon dilatation images.

Figure 4. Image of right coronary artery with thrombosis of the whole vessel and final
image after stent implantation
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A case of diffuse alveolar hemorrhage syndrome due to antiplatelet
therapy in a patient with acute coronary syndrome

Abdulrahman Naser,' Sedef Tavuk¢u Ozkan,” Miislum Sahin'

!Department of Cardiology, VM Medical Park Pendik Hospital, Istanbul

2Department of A hesiology and R Istinye University Faculty of Medicine; Depart-
ment of Intensive Care Unit, VM Medical Park Pendik, Istanbul

A 60-year-old male patient with past medical history of hyperlipidemia and smoking(35 pack-
year) was admitted to our hospital with anterior ST segment elevation myocardial infarction. The
patient was treated with 300 mg acetyl-salicylic acid, 180 mg ticagrelor, and 7500 IU unfractioned
heparin IV bolus. Followingly the patient underwent coronary angiography demonstrating com-
plete occlusion of the left anterior coronary artery. Primary percutaneous coronary intervention
was performed, and a drug-eluting stent was implanted. The patient was transferred to coronary
intensive care unit and after a few minutes he suffered from chest pain along with persistence of
ST segment elevation was detected in his electrocardiogram. Acute stent thrombosis was suspected
and the patient was again taken to the catheterization laboratory, where coronary angiography
showed thrombotic total occlusion of of the implanted stent. After intracoronary weight adjusted
bolus administration of a glycoprotein IIb/Illa inhibitor (tirofiban) balloon angioplasty was per-
formed with non-compliant balloon, but slow flow phenomenon occurred after balloon angioplas-
ty. Accordingly, tirofiban infusion maintenanced at 0.15-pg/kg/min. Transthoracic echocardiogram
revealed apical and anterior septal wall hypokinesis with markedly decreased systolic function
(ejection fraction of 30%), moderate tricuspid regurgitation and mild mitral regurgitation. After
that, the patient developed progrresive dyspnea, tachypnea, and cough with haemoptysis of bright
red blood. On physical examination, he had diffuse rales over both lung fields. Pulse oximetry
revealed a severe oxygen desaturation of 83 % despite 10 lit/min O, support. Chest X-ray film
showed bilateral diffuse consolidations (Fig.1). Chest computed tomography scan demonstrated
widespread alveolar filling (Fig. 2) with no other gross pathologic findins. Laboratory tests showed
that the haemoglobin level decreased from 14.9 g/dL to 11.1 g/dL, and the platelet count, pro-
thrombin time, and partial thromboplastin time were normal. Bronchoscopy was used primarily
to document alveolar hemorrhage and exclude infection. The rheumatological evaluation did not
proved any vasculitis and other reumatological disease. According to clinical and radiological find-
ings antiplatelet treatment was diagnosed as a cause of diffuse alveolar haemorrhage syndrome.
Diffuse alveolar haemorrhage is a life-threatening condiation characterised by leaking of red blood
cells into the alveolar spaces. It presents with progressive severe dyspnea, hemoptysis, anemia
and diffuse lung opacities. When the antiplatelet agents are occasionally couses alveolar haemor-
rhage syndrome, physicians should keep in mind that antiplatelet therapy is able to induce diffuse
alveolar haemorrhage and should be used with caution in patients presenting with acute coronary
syndrome, who have had acute respiratory failure and haemoptysis.

Figure 1. Chest X-ray revealing bilateral diffuse lung opacities.
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Figure 1. (A) Chest computed tomography scan in sagital plane demonstrating widespread
alveolar filling; (B) Chest computed tomography scan lung window in axial plane demon-
strating widespread alveolar filling; (C) Chest computed tomography scan in axial plane
demonstrating widespread alveolar filling; (D) Chest computed tomography scan mediasti-
nal window in axial plane demonstrating widespread alveolar filling.
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Perikard tamponadi ile gelen nadir sag atriyal anjiyosarkom olgusu
Serkan Karahan, Fahrettin Katkat, Irfan Sahin, Ertugrul Okuyan

Bagcilar Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Giris: Anjiyosarkom en sik gorulen primer kardiyak malign timordur ve son derece ender gorulur.
Bu sunuda perikard tamponad tanis1 konmus sag atriyal anjiyosarkom olgusu sunuldu.

Olgu: Yirmi dokuz yaginda bilinen ek hastalig1 olmayan erkek hasta nefes darlig1 ve carpintt gi-
kayeti ile acile servise bagvurdu. Yapilan degerlendirmede arteriyel tansiyon 80/50 mmHg, kalp
sesleri derinden geliyor ve tagikardik hizi 140/dk saptandi. Cekilen PA akciger grafisinde kalbin
global buyudigu ve sinuislerin kapali oldugu saptandi (Sekil 1). Yapilan ekokardiyografisnde,
EF %60, kalbi cepegevre saran en genis yerinde 47 mm perikardiyal effuzyon saptanan hastada
tamponad tanis1 konarak koroner yogun bakim tinitemizde acil perikardiyosentez yapildi. Yapilan
igslemde hemorajik gelen sivinmn bir bolumi bosaltildi ve ayrica tanisal agidan sividan ornekler
alind1. Islem sonrasi bakilan ekokardiyografisinde en genis yerinde 20 mm efiizyon ve sag atriyum
komsulugunda 61x48 mm capinda kitle imaji veren lezyon izlendi (Sekil 2-4). Bunun uzerine
gekilen tomografide sag atriyum diizeyinde yaklagik 57x52 mm gapinda icerisinde vaskilaritenin
izlenen ve hafif hetorejen kontrast tutulumunun izlendigi, sag atriyuma basi yapan hipodens heto-
rejen kitlesel lezyon izlendi (malign kitle) (Resim 5, 6). Gonderilen sivinin patolojisinde malign
hucreler ile uyumlu bulundu. Anjiyosarkom on tanist ile kitlenin ¢ikarilmas: ag¢isindan Cerrahi
klinigi ile konsey edildi. Cerrahi karar alinan hastaya tim riskler anlatildi. Ancak hasta tedaviyi
kabul etmeyerek taburcu edildi. On gin sonra ayni hasta acil servise kardiyak arrest tablosu ile
getirildi ve exitus oldu. Otopsi sonucunda anjiyosarkom tanisi kondu.

Tartisma: Primer kalp tumborleri ¢ok nadir goriillen tumorlerdir. Malign kalp tumorlerinin ¢ogu-
nu sarkomlar olusturur ve otopsi ¢alismalarindaki insidans1 %0.0001 dir. Hastaligin gorilme yas
ortalamasi 40 civarinda ve erkelerde daha sik goriilmektedir. Yaklasik %90 sag atriumda gorulur
ve genellikle perikardla iligkilidir. Bu yerlesiminden dolay: hastalarda sag kalp yetersizligi, vena
kava superiyor obstriksiyonu ve perikardiyal efuzyon olusumunu kolaylastirir. En sik semptomu
dispnedir, fakat oksiriik, senkop, hemoptizi ve tamponad ile beraber plevral efiizyonda goriilebil-
mektedir. Sarkomlar semptom verdiginde genelde metastatiktirler ve prognozu kotudir. Tamorin
tedavisinde ilk olarak gerek radikal gerekse palyatif cerrahi yasam kalitesini duzeltmek i¢in on
plandadir. Ne yazik ki radikal rezeksiyon bir¢ok olguda yaygin hastalik oldugundan mumkiun de-
gildir. Sarkomlarda sag kalim siiresi ortalama 1 yildir. Bizim vakamizda buyiik kitleye bagli olarak
tamponad klinigi ile geldi. Kisa surede cerrahi konseyinden gegen hasta cerrahi islemi kabul etme-
mesi sebebiyle taburcu edildi. Tabucu olduktan 10 giin sonra hasta exitus oldu.

Sonug: Erken donemde saptanan anijyosarkom vakalarinda cerrahi ve sonrasinda kemoterapi-
radyoterapi tedavisi ile yasam suresi bu hastalarda uzatilmaktadir. Erken tan1 ve erken tedavi bu
acidan bu vakalarda onemli bir yer almakatadur.

Sekil 1. PA akciger grafisi.

Sekil 2. Ekokardiyografi. Sekil 3. Ekokardiyografi.

Sekil 6. Radyoloji goruntuleme BT.
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Cardiac AL amyloidosis: Challenging, but treatable

Hasan Tokdil,' Burgak Kiligkiran Avel,' Ayse Salihoglu,? Kardelen Ohtaroglu Tokdil,'
Eser Durmaz,' Bilgehan Karadag,' Zeki Ongen'

'Department of Cardiology, Istanbul University Cerrahpasa Faculty of Medicine, Istanbul
2Department of Internal Medicine, Division of Hematology, Istanbul University Cerrahpasa
Faculty of Medicine, Istanbul

Introduction: AL amyloidosis is a clonal plasma cell disorder characterized by uncontrolled depo-
sition of amyloid fibrils in multiple tissues. Cardiac involvement, occurs in up to 50% of patients
with AL amyloidosis, is the main prognostic determinant.

Case: 39 years old female, new diagnosis of cardiac AL-amyloidosis, referred to our clinic for
progressive dyspnea, orthopnea and peripheral edema that had persisted for the last two months.
She had been taking carvedilol twice a day. In admission, BP was 90/75 mmHg, heart rate was 120
bpm. Physical examination showed jugular venous distention, diminished breath sounds on the
bilateral lower lung zones and mild pitting edema bilaterally. ECG depicted sinus tachycardia, low
QRS voltage and signs of biatrial dilatation. Echocardiogram revealed concentric left ventricular
hypertrophy with a normal cavity size, reduced LVEF of 42% and biatrial dilatation. Grade III
diastolic dysfunction, moderate mitral and severe tricuspid regurgitation and pericardial effusion
were also noted. Cardiac MRI showed diffuse subendocardial late gadolinium enhancement. Given
the high levels of troponin T (0.08 ng/ml), proBNP (9568 pg/ml) and cardiac involvement as sig-
nificant predictive factors for survival, the patient’s prognosis was unfavorable. After the diagnosis
confirmed, carvedilol was discontinued, furosemide and spironolactone were initiated. Furosemide
dose increased gradually according to patient’s symptom, blood pressure, physical examination
findings and renal functions to maximum dose 200 mg/day. It was challenging because even mod-
erate diuresis was causing hypotension and syncope. Ivabradine was added to the treatment be-
cause of symptomatic sinus tachycardia, although there was no proven indication at this condition.
Systemic chemotherapy was begun (bortezomib, cyclophosphamide, dexamethasone, melphalan).
During follow up a year, she has been hospitalized several times due to progressive dyspnea and
syncope. Following treatment, the patient’s ventricular function (LVEF 55%) and symptoms
(NYHA-1) improved gradually. Pro-BNP levels markedly decreased to 563 pg/ml in a year.
Discussion: We present a case of cardiac AL-amyloidosis, which is characterized by restrictive
cardiomyopathy. Median survival is 9 months without treatment. The aim of the treatment is two
fold: treatment of heart failure (diuretic&aldosterone antagonists) and underlying amyloidogenic
protein (chemotherapy). Managing the symptoms of heart failure is challenging. The prognosis
is influenced by the success of hematological treatment. However, such treatment rarely results
in complete remission of disease or reversal of cardiac dysfunction. Our case was successfully
treated with systemic chemotherapy and optimal approach to heart failure. Multidisciplinary team
approach is necessary for successful management of cardiac AL amyloidosis.
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Feokromasitomanin nadir bir klinik prezentasyonu:
Akut Kkalp yetersizligi

Muhammet Genes, Serkan Asil, Ozkan Eravci, Serhat Degirmen,
Yasin Giurdal, Siddik Erdogan, Ali Fuat Cicek, Murat Celik

Giilhane Egitim ve Arastirma Hastanesi, Kardiyoloji Anabilim Dali, Ankara

Giris: Feokromasitoma adrenal medulla kromafin hiicrelerinin bir neoplazisi olup, asir1 kateko-
lamin sentezine sebep olmaktadir. Cogunlukla hipertansif ataklar ile tani alan feokromasitoma
degisken prezentasyonda gosterebilir. Vaka sunumumuzda klinigimize feokromasitomaya bagl
ileri sistolik kalp yetersizligi, diyabetik ketoasidoz ve hipertansif acil ile bagvuran hastadan bah-
sedilecektir.

Olgu: Kirk alt1 yaginda erkek hasta, 2 giindur baglayan tipik gogiis agrisi, nefes darligi ve genel
durum bozuklugu ile acil servisimize bagvurdu. Ozge¢misinde tipl DM, HT, SVO olup hastanin
gelig saturasyonu: %78, tansiyon degerleri 190/110 mmHg, kalp hizi: 102 atim/dk saptandi. Fizik
muayenesinde akcigerde orta zonlara kadar ince raller mevcuttu. EKG’sinde nonspesifik inter-
ventrikuler ileti gecikmesi ve siniis tagikardisi vardi ($ekil 1a).Transtorasik ekokardiyografisinde
EF %25 inferior-posterior duvar hari¢ global hipokinezisi saptandi. Laboratuvar incelemesinde
WBC:14.800, kreatin: 1.36 mg/dl glukoz: 483, Ph: 7.23, lactat: 10.3, CKMB: 82.1, Troponin I
24974.4 ve akgiger grafisinde pulmoner vaskiller yapilar belirginlesmis, her iki kostadiafragmatik
sinusler kapali saptand1 (Sekil 1b). Hastaya bu bulgular ile AKS on tanisi ile koroner anjiyografi
yapildi, tikayici lezyon saptanmadi. Hasta bu asamadan sonra miyokardit olarak dusinulmius ve
klinik stabilizasyon saglaninca taburcu edilmistir. Hasta taburculugundan 6 giin sonra acil servisi-
mize benzer bir tablo ile bagvurdu ileri tetkik ve tedavi amaciyla tekrar yatirildi. Hastanin klinigi
detayli degerlendirildiginde feokromasitomadan stiphelenildi ve BT ile biyokimyasal testler plan-
land1. BT ’sinde sol surrenal glandda 81x76 mm kitle izlendi (Sekil 1c). Labarotuvarda normetanef-
rin (24 saatlik spot idrarda): 3933.20 ug/giin (referans deger: <600), metanefrin (24 saatlik idrar):
3271.08 (referans degeri: <350.00) saptand: ve feokromasitoma ile uyumlu olarak degerlendirildi.
Hastaya sol suirrenalektomi yapildi, patolojisi feokromasitoma olarak sonuglandi.

Tartigma: Feokromasitomanin klinik prezentasyonu EKG’de ST-T segmenti degisiklikleri ve
troponin yuksekligine bagli AKS’yi taklit edebilir. Feokromasitoma hastaliginda troponin deger
yuksekligi i¢in cesitli teoriler one suriilmekte olup en ¢ok desteklenen gorus yuksek katekolamin
seviyelerine bagl kardiyotoksisite ve mikrovaskiler disfonksiyona bagh kardiyak hasardir ve bu
hasarin boyutuna bagl olarak kalp yetersizligi gelisebilmektedir. Feokromasitoma tanis1 konulup,
cerrahi rezeksiyon sonrasinda ¢ogu zaman kalp yetersizliginin dizeldigi gorilmektedir. Feokroma-
sitomaya bagli kalp yetmezliginin tedavisi olarak standart kalp yetmezligi tedavisi 6nerilmektedir.
Sonug: Feokromasitomanin akut koroner sendrom, miyokard hasari, kalp yetersizligi, hipertansi-
yon, aritmi, gibi degisken klinik prezentasyonlar1 olabilmektedir. Tim bu klinik tanilarda ayirict
tanida feokromasitoma da akilda tutulmasi hayati onem arz etmektedir.
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Sekil 1. (A) Nonspesifik interventrikuler ileti geciknesi ve sinis tasikardisi. (B) Pulmoner vaskiler yapi-
larda belirginlesme ve pulmoner ondem ile uyumlu diger akciger grafisi bulgulari. (C) Sol adrenal bezde
81x76 mm kitle.

Sekil 2. (A) Solid adalar ve yer yer mikrokistik alanlar olusturan genis eozinofilik sitoplazmali ve yer yer
belirgin nukleollit atipik hiicrelerden olustugu kitle patoloji goruntiisii. (B) Immiunohistokimyasal inceleme-
de noroendokrin belirteglerin pozitifligi. Sol uist kose tumoral alan (pozitif), sag alt kose ise komsu adrenal
kortikal dokuyu (negatif) temsil etmektedir.
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Multidisciplinary approach to right ventricular myxoma

Berhan Keskin, Ahmet Karaduman, Ali Karagoz, Ismail Balaban,
Seda Tanyeri, Cihangir Kaymaz

Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

Cardiac myxomas are benign tumors of endocardial origin.Symptoms might mimic heart disease
as well as infectious disease, immunodeficiency, and malignant processes. 3.7% of myxomas arise
from right ventricle (RV) however, myxoma with RV free wall origin is not well defined patho-
logic process in the literature. Because of the complex shape of the RV, the components of the RV
are difficult for simultaneously imaging by using two-dimensional transthoracic-echocardiography
(2D- TTE). Cardiac magnetic resonance imaging (CMR) has an important role in the evaluation of
cardiac masses, especially when echocardiographic findings are suboptimal, or when localization
is atypical. Through evaluation of regional wall motion abnormalities and tissue characterization
are uniquely possible with CMR. Multimodality imaging is an important concept for diagnosis
and treatment process. In this case report, we presented a patient with RV myxoma evaluated
by multimodality imaging and managed successfully. RV free wall myxoma that obstructing the
RV outflow tract are rare. Multimodality imaging is crucial because of the curved and triangle
shape of the RV anatomy. Incomplete resection by the right atrial approach in cardiac myxomas
may be prevented by preoperative imaging with echocardiography, CT, CMR to provide detailed
visualization. Right ventriculotomy may be an alternative approach to isolated atrial approach to
get complete resection of RV myxoma in suitable patients. Preferred surgical treatment is not well
defined for ventricular myxomas and careful preoperative planning is essential. Surgical resection
should be performed as soon as possible to avoid outflow tract obstruction, which might otherwise
result in sudden death. Cardiologist and heart surgeon collaboration and effective use of imaging
tools are essential for treatment success.
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OPS-001

Egzersizin indukledigi ventrikuler tasikardinin sebebi olarak
miyokardiyal kopriulesme

Umit Yiiksek, Levent Cerit, Belma Yaman, Songiil Usalp, Hamza Duygu

Yakin Dogu Universitesi Hastanesi, KKTC

Giris: Miyokardiyal koprillesme (MK), koroner arterlerin bir bolimuniin miyokard i¢inde seyret-
tigi dogumsal bir bozukluktur. Genel olarak iyi seyirli bir anomalidir. Ancak bazen, anjina, miyo-
kard iskemisi, miyokard enfarktiisiine, aritmilere ve hatta ani kardiyak olume sebep olabilir. Bu
hastalarda egzersiz, ventrikuler aritmileri tetikleyebilir. MK ve ventrikuler aritmi birlikteligi nadir
bir durumdur. Biz, egzersiz stres testinde siireksiz ventrikiiler tasikardi atagi gelisen ve koroner
anjiyografide MK saptanan bir olgu sunuyoruz.

Olgu: Elli dokuz yasinda erkek bir hasta Kardiyoloji Poliklinigine gogus agrisi ve ¢arpinti sika-
yetiyle bagvurdu. Kardiyak hastalik oykusii yoktu, fakat ila¢ tedavisi gerektiren 10 yillik hipertan-
siyon ve hiperlipidemi oykiisii vardi. EKG’sinde iskemik degisiklik yoktu, ayrica QT mesafesi de
normaldi (347 msn, duzeltilmis QT mesafesi=419 msn). QT dispersiyonu 40 msn idi (duzeltilmis
QT dispersiyonu=52 msn). Ekokardiyografide, normal EF, evre 1 sol ventrikul diyastolik disfonk-
siyonu ve 4.3 cm’lik aort kokii genislemesi saptandi. Kardiyak iskemi agisindan degerlendirmek
icin egzersiz stres testi yapildi. Egzersiz stres testinde, istirahat fazinda 7-8 sn suren siireksiz mo-
nomorfik ventrikuler tagikardi saptandi, beraberinde lateral derivasyonlarda hafif iskemi bulgusu
vardi (Sekil 1). Ventrikiiler tasikardi kendiliginden geriledi. Egzersiz stres testinin istirahat fazinin
1. dakikasinda, QT mesafesi 278 msn ol¢uldu, ancak duzeltilmis QT mesafesi 467 msn idi. QT dis-
persiyonu 40 msn idi (duizeltilmis QT dispersiyonu 67 msn saptandi). Kan biyokimyasinda serum
elektrolitlerinde anormal bir bulgu gozlenmedi. Acilen yaptigimiz koroner anjiyografide ciddi bir
koroner arter okliizyonu saptanmadi, ancak sistol sirasinda damarda %70 daralma yapan LAD mid
bolgesinde MK gozledik (Video 1). Hastaya beta-blokor tedavisi bagladik (50 mg/gun metoprolol),
3 hafta sonra yaptigimiz kontrol egzersiz stres testinde aritmi ya da iskemi bulgusu kalmadi (Sekil
2). Hastamizin semptomlar da gerilemisti.

Tartisma: Egzersizin indiikledigi ventrikuler tasikardilerin altinda pek ¢ok sebep yatabilir. MK
nadir sebeplerden biridir. MK teshisinde koroner anjiyografi altin standarttir. Biz de hastamizda
efor testindeki aritmi ve iskemi bulgular1 lizerine yaptigimiz koroner anjiyografi isleminde MK
saptadik. MK ile iligkili aritmilerin altinda pek ¢ok mekanizma yatabilir. Bizim hastamizda gozle-
digimiz egzersiz sirasinda artmig diizeltilmis QT mesafesi ve QT dispersiyonu, bunlardan biridir.
MK’nin medikal tedavisinde beta-blokor ve kalsiyum antagonistleri kullamlir. Biz de hastanmzda
beta-blokor tedavisine iyi klinik yanit aldik.

Sonug: MK genelde benign bir durumdur. Fakat bazen ventrikuler aritmilerle iligkili olabilir. Eg-
zersiz stres testi bu hastalarda aritmileri tetikleyebilir. Bunun altta yatan sebebi, egzersiz sirasinda
gelisen ventrikiller repolarizasyon bozukluklari olabilir. Egzersiz stres testinde aritmi gelisen has-
talarda, potansiyel teshis olarak MK akla gelmelidir.
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A case of arrhythmia-induced cardiomyopathy: Fluctuations
in the left ventricle systolic functions due to the treatment
and recurrence of arrhythmia

Taner Ulus, Halit Emre Yalvag, Ezgi Camli, Muhammet Dural
Department of Cardiology, Eskisehir Osmangazi University Faculty of Medicine, Eskigehir

Introduction: Arrhythmia-induced cardiomyopathy (AIC) is a potentially reversible form of car-
diomyopathy (CMP) in which left ventricular (LV) dysfunction results from atrial or ventricular
arrhythmias. Effective treatment of arrhythmia can lead to complete improvement and arrhythmia
recurrence may cause rapid decline in LV systolic functions. We present an interesting case of AIC
with fluctuations in LV systolic functions due to treatment and recurrence of arrhythmia over time.
Case: A 35-year-old man applied to our outpatient clinic with palpitation, fatigue and exercise
intolerance for 2 months. He had undergone cavotricuspid isthmus ablation because of typical
contr-clockwise atrial flutter (AF1) one year ago. The LV ejection fraction (EF) was 40% before
the ablation. Coronary angiography at that time showed normal coronary arteries and there was
no cause for LV systolic dysfunction other than arrhythmia. The patient was given ramipril 2.5 mg
once a day and metoprolol 50 mg once a day at discharge. One month after the ablation, he had no
complaint, electrocardiogram (ECG) was in sinus rhythm and EF was measured as 58%. He did not
come for follow-up and did not use the drugs regularly. At the last admission, ECG was compatible
with AFI (Figure 1) and LV EF was measured as 20%. Cardiac magnetic resonance imaging did
not reveal late gadolinium enhancement. The patient was taken to the electrophysiology laboratory
for ablation. The procedure was performed with the help of an electromagnetic mapping system

35. Uluslararasi Katilimli Turk Kardiyoloji Kongresi

(EnSite Precision™ Cardiac Mapping System, St. Jude Medical). There was a scar area on the
anterior face of the right atrium (Figure 2a). No defect was observed in the ablation line in the
cavotricuspit isthmus. In the activation mapping, it was observed that the activation wave moves
around the scar area (Figure 2b). Linear radiofrequency ablation was performed with an ablation
catheter (FlexAbility™ Irrigated Ablation Catheter, Sensor Enabled™, St. Jude Medical) in this
region (Figure 2¢). Shortly after the onset of ablation, tachycardia stopped (Figure 3). Ramipril
2.5 mg once a day, metoprolol 50 mg once a day, and apixaban 5 mg twice a day were started, and
the patient was discharged in sinus rhythm. Three months after the second procedure, ECG was
in sinus rhythm and LV EF was measured as 59%. The patient was asked to come to control three
months later, the medications were continued.

Conclusion: Patients with AIC are the lucky subgroup of CMP. Effective treatment of arrhythmia
can lead to complete improvement in LV functions. However, there may be rapid deterioration of
LV functions in the event of arrhythmia recurrence (Figure 4). Therefore, it is necessary to continue
the treatment of HF, to keep the patients in close follow-up, and to early aggressive treatment in
case of arrhythmia recurrence in such patients.

gl it " n
Figure 1. Second admission ECG of the patient. ECG: Electrocardiography.

Figure 2. (A) Bipolar voltage maps constructed during sinus rhythm. There is seen a scar area on the an-
terior face of the right atrium. (B) Bipolar activation map of scar related atrial flutter. The activation wave
moves around the scar area. The termination was annotated by a brown dot. (C) Ablation lesions on the
activation map. Images were obtained from the anteroposterior projection.
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Figure 3. Intracardiac electrocardiogram view.
Atrial flutter appears to be stopped during ablation.

Figure 4. Variations of LV EF value over time. LV
EF: Left ventricle ejection fraction.
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Challenging cardioverter defibrillator implantation
in huge right atrium

Mustafa Yurtdas,' Nesim Aladag,> Mahmut Ozdemir?

'Department of Cardiology, Balikesir Private Sevgi Hospital, Balikesir
’Department of Cardiology, Van Region Training and Research Hospital, Van

A 60-year-old woman with complaints of dizziness and syncope was referred for implantable car-
dioverter defibrillator (ICD) implantation. She had rheumatic mitral disease treated by mitral valve
replacement in 2004 and had a heart failure with reduced ejection fraction of 33%. She had no a
history of the use of AV blocking agents, such as beta-blocker and digoxin for at least 6 months.
Electrocardiogram showed atrial fibrillation with equalization of R-R interval with a heart rate
of 42 bpm, suggesting complete atrioventricular block (Figure 1). Transthoracic echocardiogra-
phy showed marked bi-atrial, especially right atrial dilation (left atrium, 76x49 mm; right atrium,
89x58 mm; left ventricle, 51 mm; right ventricle, 27x36 mm) (Figure 2). We inserted succesfully
the lead to mid-right ventricular (RV) septum. But, when we removed the stylet back, the lead
was displaced. After several attempts, the lead continued to dislodge due to inadequate support in
huge right atrium although the tip of lead was actively fixated into mid-RV septum. Therefore, we
decided to keep the stylet in the lead lumen. After the lead was properly positioned into the mid-
RV septum, the stylet in the lead lumen was left in place. Thus, the procedure was uneventfully
completed (Figure 3). Rheumatic valvular disease may give rise to anatomical changes in the heart
over time, such as huge right atrium. Pacemaker or ICD implantation in such case may be very
challenging. The option to keep the stylet in the lead lumen may facilitate the procedure.
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Figure 1. Atrial fibrillation with equalization of R-R interval with a heart rate of 42 bpm.
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Figure 2. Huge right atrium (RA).

Figure 3. (A) Right anterior oblique image shows the stylet left in the lead lumen implanted properly. (B)
Left anterior oblique and cranial angulation image shows the stylet left in the lead lumen implanted properly.

OPS-004

Successful radiofrequency ablation of ventricular tachycardia and
accessory pathway in a young boy with the arrhythmogenic right
ventricular dysplasia/cardiomyopathy and electrical storm

Damirbek Osmonov, Kalikulov Talantbek, Toktogulova Aida
Bicard Clinic, Bishkek, Kirgizistan

Background: Radiofrequency ablation (RFCA) became a treatment of choice in patients with re-
current ventricular tachycardia, ventricular fibrillation, and appropriate interventions of implanted
cardioverter-defibrillator (ICD), however, electrical storm (ES) due to both ventricular tachycardia
and an accessory pathway is challenging. Key words: Accessory pathway, arrhythmogenic right
ventricular dysplasia/cardiomyopathy, electrical storm, radiofrequency ablation.

Case Report: We describe a case of a successful rescue ablation of recurrent ES in a 14-year-old
Asian boy. The arrhythmogenic right ventricular dysplasia/cardiomyopathy (ARVD/C) was diag-
nosed 9 months earlier after the hospitalization with hemodynamically unstable ventricular tachy-
cardia treated with DCCV. Diagnosis was confirmed by MRI and an ICD implanted for secondary
prevention of sudden cardiac death (SCD). First two months after the implantation of an ICD he
had several VT episodes that were mainly treated by antitachycardia pacing only and once suffered
shock therapy. After the initiation of the amiodarone he was free of tachycardia events for one
month, but after VT episodes restart. He was prescribed bisoprolol 2.5 mg with good effect. Three
weeks after the initiation of beta-blocker the patient experienced ES: 97 tachycardia episodes,
mainly converted to sinus rhythm with anti-tachycardia pacing. Causes of ES were 50% SVT with
rate of 195 bpm and 50% ventricular tachycardia with the rate 210-230 bpm, of which nearly half
episodes treated with electrical cardioversion. RFCA was performed on the day of the second elec-
tric storm. Electrophysiological study determined VT with the earliest activation mapping in the
right ventricular outflow tract and atrioventricular reentry tachycardia with an accessory pathway
within the proximal part of the coronary sinus. After RFCA applications in the right ventricular out-
flow tract and within the coronary sinus, both arrhythmia disappeared. Three months after ablation
there was no recurrences of supra/ventricular tachycardia or ICD interventions.

Conclusions: ES is not rare in ARVD/C patients with an ICD for prevention of SCD. This case
documents acute success of amiodarone and/or amiodarone plus beta-blocker therapy with de-
creasing effect during a short time period and successful RFCA of both VT and accessory pathway
in young boy.
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Figure 1. Ventricular tachycardia with the earliest activation mapping (A) in the right ventriculat outflow tract
and atrioventricular reentry tachycardia with an accessory pathway (B) within the coronary sinus.
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Nadir bir kalp pili islem komplikasyonu: Ventrikiilo-peritoneyal
sant kesilmesi

Emre Ozdemir, Mustafa Karaca

Izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi, Izmir

Girig: Kalp pili (KPM) implantasyonu, bradiaritmili her yastan hastalar i¢in gerek duyulabilir.
Ozellikle yash populasyondaki hastalar i¢in islem ve komplikasyon siklig1 daha fazladir. Ventriku-
lo-peritoneyal sant (VPS) ise Ilk defa 1905 yilinda Kaush tarafindan ventrikiilden periton igerisine
lastik bir tup yerlestirerek hidrosefali tedavisi olarak tanimlamis olup, giiniimiizde tim sant uygu-
lamalarinda en sik tercih edilen yontem olarak bilinmektedir.

Olgu: Klinigimizde bradikardi, 1. derece AV blok olarak takipli 87 yas erkek hastamizin 2017 yilinda
hidrosefali ile operasyon ve VPS implantasyonu oykiisii mevcuttur. Hastamizin takiplierde presen-
kop yakinmalarmin olmasi, holter EKG’de intermitant nodal ritm goriilmesi izerine KPM implantas-
yonu amagli yatirildi. Hastanin sol elini dominant olarak kullanmasi nedenli, sag pektoral bolgeden
VVI-KPM implantasyon karar1 verildi. Kateter labaratuvari kosularinda skopi altinda VPS gorulerek
(Sekil 1) palpe edildi ancak hissedilmemesi nedenli derin oldugu dustinuldu. Burasi skopi altinda
gozetilerek kontrollu olarak cep agilmaya baslandi. Ancak ilk cilt kesisinde VPS 1n kolayca kesildigi
(Sekil 2) ve ucunda BOS drenaji oldugunun goriilmesi (Sekil 3) nedenli hasta acil olarak Beyin cer-
rahisi (BC) ile konsulte edildi. Yapilan konsiiltasyonda kalp pili isleminin tamamlanmasi ve ardindan
sant kateterinin yenilenmesine karar verildi. Sag pektoral bolgeden cep agilma islemi tamamlanarak
VVIKPM takildi. Ardindan hasta BC masasina alinarak bu bolgedeki sant kateteri yenilendi.
Tartisma: KPM’ler semptomatik bradiaritmiye sahip hastalarda uzun donem sag kalim bekleniyor
ise gegerli bir tedavi yontemidir. Giniimuzde teknolojik gelismeler ile kullanilan malzeme kali-
tesinde gelismeler ile bagar1 oranlari artsa da hala bu islem komplikasyon barindirmaktadir. Pil
komplikasyonlari olarak en stk KPM hematom, cep yada lead enfeksiyonlari, pnomotoraks, lead
dislokasyonu, lead perforasyonu sayilabilir. Bizim vakamizdaki komplikasyon operatoriin sant
yerlesim derinligini bilmemesi nedenli gergeklesen, bilinen tanimli komplikasyonlar digindadir
(Sekil 2). Invaziv kardiyologlarin aligkin oldugu gibi kateter yada lead yerlesimleri cilt derinine
damar yapilarma yakin iken VPS’larda baglanti saglayan kateter BC hekimleri tarafindan kafa
tasi ve peritonda iki adet insizyon agildiktan sonra bir klavuz yardimu ile bu iki insizyon arasinda
yiizeyel olarak hemen cilt altindan kateter gegirilerek implante edilmektedir (Sekil 4). Bu durumda
vakamizda oldugu gibi hemen ciltin altindan VPS Kkateterinin ge¢mesini saglamakta ve invaziv
kardiyolog tarafindan, VPS kateterinin yumusak silikon yapida olmasi nedenli palpe edilememe-
sinin de veridigi goris ile VPS Kkateterinin daha derinde oldugu dusunuilmesiyle kontrollii pil cebi
agilirken, aslinda VPS kateterinin yuzeyel olmasi ile ilk bisturi darbesi ile kesilmigtir.

Sonug: Deneyimlerden ziyade komplike hastalarda mutlaka, acele etmeden ilgili brang fikri alin-
mast, bu gibi olaylari engelleyecektir.

‘
Sekil 1. Ventrikiiloperitoneyal sant kateterinin

skopi altinda, vuciit sag yarisindan, peritona de-
vam ettigi izlenmektedir.

Sekil 2. Ventrikuloperitoneyal sant kateterinin kesil-
mesi sonrast BOS akimi oldugundan baglanmstir.
Kesik uglar net olarak izlenmektedir.

Ventirkiil alan

Sant

e .q}_ Periton

Sekil 3. Ventrikiiloperitoneyal sant kateterinin
skopi altinda butunluginun kaybr izlenmektedir.

Sekil 4. Ventrikiiloperitoneyal sant kateterinin sema-
tik olarak seyiri izlenmektedir.

OPS-006

VVI-Pace Maker’h hastada tekrarlayan senkop ataklar:
Mehdi Onag, Ibrahim Bagarici
Akdeniz Saglik Vakfi Hastanesi, Kardiyoloji Klinigi, Antalya

Infant donemde miyokardiyal rabdomyom nedeniyle operasyon ve mekanik TVR oykisu
olan,hastaya takipte AV tam blok nedeniyle epikardiyal pace takilmis. On dort yasindayken TVR
trombozu nedeniyle bioprotez TV operasyonu gegiren hastanin progresif artig gosteren kronik esik
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yuiksekligi nedeniyle 2014 ve 2017°de-sik replasman ihtiyaci olmaya baglamis. Agiklanamayan sen-
kop ataklar1 ile bagvuran ve pil kontrolde yiiksek epikardiyal lead esigi degeri (4.,0@1,5) saptanan
hastanin holter event kayitlarinda suipheli capture kusuru, sinus aktivitesi ve AV disosiasyon gozle-
nen hastaya endokardiyal DDD upgrade karar verildi. Bioprtotez trikiispid kapak nedeniyle ventri-
kitler elektrodun CS araciligiyla LV leadi olarak implantasyonuna karar verilen hasta islem amaciyla
Koroner anjiografi laboratuari’na alindi. Gerekli on hazirlik ve lokal anestezi sonrasi sol pektoral
bolgede aksillar ven ponksiyonlart yapilip pektoral fasya altinda cep agildi. Bioprotez kapak gozeti-
lerek koroner siniis yerlestirme sistemi ile koroner siniis elektrodu posterolateral ven dalina yerlesti-
rildi. Ol¢imlerde uygun degerler alindiktan sonra RA apendikse, RA elektrod (aktif) yerlestirildi ve
ol¢umlerde uygun degerler alinmasi izerine DDD-R pacemaker jeneratoriiniin elektrod baglantilart
yapilip hazirlanan cebe yerlestirildi. Hastanin takiplerinde senkop ataklarmin olmadig izlendi.

Sekil 1. ADBG-1, DDD oncesi.

Sekil 2. ADBG-DDD sonrasi.

Sekil 3. PA-AG, DDD oncesi.

Sekil 4. PA-AG, DDD sonrasi.

Interventional cardiology | Cover and structural heart diseases
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Transradiyal girisimlerde zor anatomiyi gecmek icin
bilinmesi gereken bir teknik

Muhammad Hamayun Kakar, Hiiseyin Dursun, Cetin Alak, Resit Yigit Yilancioglu,
Rashadat Ismailzada, Onercan Cakmak

Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Radiyal arter (RA), femoral arter (FA) ile karsilastirildiginda onemli ol¢iide daha kiiguk bir ¢apa
sahiptir. Vaskiler yapidaki anatomik sorunlar tortiyozite, spazm, brakiyal ve subklavian arterde
180/360 derece loop gibi zorluklar nedeniyle radiyal yolla yapilan girigsimlerde cesitli zorluklarla
karsilagilabilir. Biz bu vakada transradiyal BAT (Ballon assisted tracking/Balon destekli ilerlet-
me) teknigi ile tortiyoz radiyal arter anatomisi, brakiyal arterde 360 derecelik loop ve tortiyoz
subklavian arter anatomisine ragmen basarili bir sekilde koroner anjiografi isleminin yapildigin:
sunmay1 amagladik.

Olgu: Seksen iki yasinda erkek hasta dispne ve angina sikayeti ile klinigimize bagvurdu. Yapilan
transtorasik ekokardiyografide sol ventrikul (LV) ejeksiyon fraksiyonu (EF) %40-45, LV lokal du-
var hareket kusuru ve ciddi aort darhigi (AD) saptandi. Sol RA yolu ile girisim planlandi. 5F diag-
nostik kateter ilerletilemedi. Kontrast verilerek yapilan gorintulemede radiyal ve brakiyal arterde
360 derecelik loop izlendi (Video 1). FA yolunu tercih etmeden BAT teknigi ile diagnostik kateter
i¢inden Floppy Guidewire (FGW) ilerletildi, FGW uzerinden 2.0x20 mm PTCA balonu kismen
kataterin ucundan ¢ikartilarak 5 atmosferde (ATM) sisirildi. Bagarl bir sekilde brakiyal arterdeki
360 derecelik loop ve tortiyoz subklavian arter gegilerek koroner ostiumlara ulagildi (Video 2-7).
Koroner anjiyografi islemi basarili bir sekilde uygulandi.(video-8,9). LAD: ostial %70 distal %50
darliklar, CX: plakli ve RCA: sag ventrikul (RV) dali oncesi %80 darlik RV dali sonrast kronik
total oklude saptandi. Islem komplikasyonsuz ve basarli bir seklinde sonlandirildi. Kalp takimi
karart ile koroner bypass ve aort kapak replasman (AVR) karar1 alindi.

Tartisma: Transradiyal yaklasim (TRA) koroner anjiografi, perkutan koroner ve periferik vaskiler
girisimlerde bir ¢ok tilkede baskin girigim bolgesi haline gelmistir. Kompleks koroner bifuirkasyon
lezyonlari, sol ana koroner arter (LMCA) lezyonlari, kronik total okliazyonlar(KTO), ve akut miyo-
kard infarktusiiniin (MI) perkiitan olarak tedavisinde kilavuzun da onerdigi gibi RA yol tercih edil-
mektedir. RA femoral arter (FA) ile karsilastirildiginda onemli 6l¢uide daha kiiguk bir ¢apa sahiptir
ve zaman zaman vaskiler yapidaki anatomik sorunlar tortiyozite, spazm, brakiyal ve subklaviyan
arterde 180/360 derece loop gibi zorluklar nedeniyle girisim daha zor olabilir. Girigim sirasinda
bu sorunlari agmak igin bir takim gelistirilmis teknikler mevcut olup bunlardan biri BAT teknigi-
dir. BAT ilk defa 2013 yilinda tanimlanmustir. BAT teknigi ile kateter(diagnostik/guiding) i¢inden
0.014 FGW gonderilmektedir. FGW tuzerinden 1.5 x15 ve 20 mm veya 2.0x15 ve 20 mm balonlar
3 ile 6 ATM basing ile sisirilir.Sisirilmis balon kismen kataterin ucundan ¢ikarilms sekilde ilerleti-
lerek koroner ostiumlarina ulagilmaktadir. Bu teknik ile baska girisim bolgesine ge¢meden bagarl:
bir sekilde diagnostik koroner anjiografi, PTCA ve PCI iglemine devam edilebilir.
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Sekil 1. BAT teknigi ile 360 derecelik brakiyal arter
loopu gegiliyor.

Sekil 2. BAT teknigi ile brakiyal arterdeki 360
derecelik loop basarli bir sekilde gecilerek subk-
lavian artere dogru ilerletiliyor.

Sekil 3. BAT teknigi ile diagnostik kateter tortityoz

Sekil 4. Basarili LMCA, LAD ve CX goruntiilen-
subklavian arteri gegilerek arkus aortaya ilerletiliyor. mesi.

Sekil 5. Bagarili RCA goriintulenmesi.

OPS-008

Transcatheter closure of patent foramen ovale with different
technique in patient with recurrent cryptogenic stroke

Onur Baydar, Gamze Aslan, Alpay Celiker
Department of Cardiology, Kog University Faculty of Medicine, Istanbul

Background: Patent foramen ovale (PFO) is a common abnormality affecting between 20% and
34% of the adult population. For most people it is a benign finding; however, in some the PFO
can open widely, enabling a paradoxical embolus to transit from the venous to arterial circulation,
which is associated with stroke and systemic embolization. Percutaneous closure of patent foramen
ovale (PFO) is an alternative option to medical treatment for secondary prevention for cryptogenic
stroke (CS). We present a patient with recurrent cryptogenic stroke treated with percutaneous clo-
sure of PFO with different technique.

Case: A 31 -years-old male patients were referred to our clinic because of recurrent stroke. The
patient who were followed by neurology had previously undergone transesophageal echocardi-
ography (TOE) and diagnosed as patent foramen ovale. Percutaneous pfo closure was decided
these patients because of recurrent stroke under warfarin treatment. 5.6 mm PFOs detected in
TOE. Because of the 5.6 mm PFO was tunnel type and the length of the tunnel was higher than 16
mm, alternative closure method was chosen (Figure 1, 2). We decided to close PFO using atrial
septostomy. First, atrial septum was punctured just near the PFO and iatrogenic asd was performed.
Then, iatrogenic ASD were closed with 25 mm Amplatzer PFO closure device to cover the PFO
(Figure 3, 4). Patients was discharged without problem under acetylsalicylic acid and clopidogrel
treatment. After procedure stroke did not recur in the next follow-up of patients.

Conclusions: Percutaneous closure of PFO in patients with cryptogenic stroke has been undertak-
en for a number of years, and recent randomised controlled trials have demonstrated that closure of
PFO in patients with cryptogenic stroke may be associated with reduced rates of recurrent stroke.
Different techniques can be used for percutaneous closure according to PFO anotomy.
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Figure 1, 2.

Figure 3, 4.

OPS-009

Sertlesmis sol atriyum sendromun atriyal septostomi ile tedavisi
Mehmet Eren

Dr. Siyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Aragtirma Hastanesi,

Kardiyoloji Klinigi, Istanbul

Eforla nefes darligi olan 75 yaginda bayan hastay1 burada sunuyoruz. Hastamiza 15 yil once mitral
yetersizliginden dolay1 metalik mitral kapak replasmani ameliyati ve mevcut atriyal fibrilasyonu
icin de MAZE islemi yapilmis. Son 3 yildir eforla gelen nefes darligi olup, pulse oksimetre ile
istirahatte %90 ol¢ilen oksijen saturasyonu eforla %78’e dusmektedir. Fizik muayenede predi-
kordiyumda metalik kapak sesi duyuluyor, kalp atislar1 duzensiz ve 75 atim/dk sayild1 ve periferik
odemi yoktu. EKG’sinde ritm atriyal fibrilasyondu. Transtotasik ekokardiyografisinde sol atriyum
genis ve diger kalp bosluklart normal, sol ventrikil EF’si %55, mitral konumda metalik yapay
kapak mevcuttu. Mitral kapaktan diyastolde ortalama 8 mmHg gradiyent dlguldii, orta derecedeki
trikiispit yetersizliginden tahmin edilen pulmoner arter sistolik basinci 70 mmHg idi. Transosofa-
gial ekokardiyografide sol atriyum genis, renkli akimla soldan saga akim ge¢isi gozlenen patent fo-
ramen ovale gozlendi, mitral kapak liflet hareket ve agilimlari normal olup paravalviiler kagak goz-
lenmedi. Kalp kateterizasyonunda ortalama sag atriyum basinct 5 mmHg, ortalama pulmoner arter
basinci 36 mmHg, pulmoner kapiller ug basinci 26 mmHg, sol ventrikiil basinc1 185/10 mmHg ve
aort basinci 180/60 mmHg olgiildu. Bilgisayarli tomografi ile pulmoner venlerde herhangi bir dar-
lik saptanmadi. Sertlesmis sol atriyum tanisi konulan hastaya sol femoral venden girilerek atriyal
septostomi yapildi ve sol atriyum basinci direkt dl¢uldugunde trasede bariz “V’ dalgasi goriilmekte
idi. Atriyal septumdaki defekt sirasiyla periferik 6x40 mm, 8x20 mm periferik cutting ve 10x30
mm periferik balonlarla genisletildi. Islem sonrasi ortalama pulmoner arter basinci 25 mmHg ve
ortalama sol atriyum basinci da 15 mmHg ol¢iildi1. Hasta 1 ay sonra goruldugiinde eforla olan ne-
fes darlig1 diizelmis olup, oksijen satiirasyonu da %90 1n altina inmemis. Ayrica transtorasik ekoda
tahmini sistolik pulmoner arter basinc1 45 mmHg idi. Yash nefes darligi, sol atriyuma miuidahale
ve pulmoner hipertansiyonu olan hastalarda sertlesmis sol atriyum sendromu tanisi1 ve maksimal
medikal tedaviye ragmen nefes darhigi devam eden hastalarda atriyal septostomi ile sikayetlerde
azalma saglanabilecegi akla gelmelidir.

Tablo 1. Balon atriyal septostomi iglemi oncesi ve sonrasi
hemodinamik parametreler

Iybem Cimoont Bylom Somram

adp b (k) B ™

SPA basmne (mmilg) 3 18

SEY basene (PEDE) (mmHE) 6775

FAR (5D (atip) e

LA (mnaril ) I 1%

54 basuny {memlig) i 13

SV b (PR/LS) (mmligh  1E3D 1718
Sekil 1. Transosofagial eko goruntusinde Ao Bissse: (W0} syl 1RGNS 1656550

PFO araciligi ile sol atriyumdan (SA) sag
atriyuma (SgA) sant goriilmektedir.

SA; sol atriyum, SgA; sag atriyum, S§V; sag ventrikiil, SV;
sol ventrikiil, PAB; pulmoner arter basinct, PKUB; pulmo-
nerkapiller u¢ basinct, PS/DS; pik sistolik/diyastol sonu
basinci, S/D/O; sistolik/diyastolik/ortalama basing.

Sekil 2. Pulmoner kapiller ug basing trase-
sinde dev V dalgasi.
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OPS-010

Periferik ve koroner girisim islemi sirasinda hidrofilik kilavuz
tele bagh gelisen renal arter perforasyonunun koil
embolizasyon ile basarili tedavisi

Nur Shanableh, Behi¢ Caglar, Eser Varig, Gulgiin Vaiz, Sitha Akpinar, Osman Beton
Lefkosa Devlet Hastanesi, Kardiyoloji Klinigi, Lefkosa, Kibris

Elli alti yaginda erkek hasta acil servise gogus agrisi ile bagvurdu. Hikayesinde 6 saat dnce istira-
hatte baglayan gogus agrisi ve sag bacaga ait kladikasyo intermitans sikayeti bulunmaktaydi. Fizik
muayenede kan basinct 140/90 ve kalp hizi 92 idi. Risk farktorleri olarak hipertansiyon, diabetes
mellitus, hiperlipidemi ve sigara kullanimi bulunmaktaydi. Elektrokardiyografide V2-V6 ve II-I1I-
aVF’de yaygin derin ST depresyonu ve T negatifligi mevcuttu. Ekokardiyografide anterior, anteri-
or-lateral ve inferior duvarlar hipokinetik saptandi. Troponin I degeri 20550 pg/ml ol¢uldii. Yuksek
riskli ST elevasyonsuz miyokard enfarktiisu tanis ile hastaya aspirin 300 mg, klopidogrel 600 mg,
metoprolol 50 mg ve heparin 100 tnite/kg verilerek KAG islemine alindi. KAG sirasinda 0.038
ing politetrafloretilen (PTFE) tel iliyak arterde takildigindan ve ilerletilemediginden, sag femoral
artere yerlestirilen kiliftan opak madde verilerek anjiyografi yapildi, iliyak arterde ciddi darlik
saptand1 (Sekil 1, sol goruntit). PTFE tel yerine 260 cm 0.035 ing hidrofilik tel kullanilarak iliyak
arterdeki darlik gegildi ve KAG yapildi. KAG’da sol on inen koroner arterde (LAD) ve sag koro-
ner arterde (RCA) ciddi darliklar saptandi. LAD ostiyum ve distaldeki darliklara birer adet stent
implante edildi (Sekil 2). Ardindan RCA proksimalden ortaya kadar uzanan ciddi diffuz darliga 2
adet stent implante edildi (Sekil 3). Fazla sayida stent kullanilmasi ve yetersiz antiaggregasyon
duzeyi (aspirin ve klopidogrel 1 saat icinde baslanmasi nedeni ile) dusiniilerek tirofiban baglandi.
Hali hazirda iliyak arterde hidrofilik tel bulunmasi nedeni ile iliyak arterdeki darliga PTA yapil-
masina karar verildi ve bagarili stent implante edildi (Sekil 1, sag goruntn). Ardindan igleme son
verilerek hasta koroner yogun bakima alindi. Islemden 30 dakika sonra hastada ciddi hipotansiyon,
sol lomber bolgede siddetli agr ve sislik gelisti. Hemoglobin degerinde 4 birim diagme saptandi.
Retroperitoneal hematomdan stiphe edilerek abdominal tomografi ¢ekilmesi tizerine sol bobrekte
perinefrik hematom saptand: ($ekil 4). Hastaya acilen sol renal anjiografi yapild1 ve iist anterior
segmental arterde perforasyon goriintusi (perinefrik bosluga devamli ve pulsatil kontrast madde
sizmasi) saptandi (Sekil 5, sol gorunti). Sol RAP i¢in koil embolizasyon yapilmasina karar verildi.
Sol uist anterior segmantal renal artere mikrokateter yerlestirilerek 5 adet koil implante edildi (Sekil
5, orta goriintl). Bagarili embolizasyon sonrasi alinan anjiyografide perinefrik bosluga sizmanin
durdugu saptandi (Sekil 5 sag gortnti1). Takiplerinde kreatinin degerlerinde hafif yitkselme ve son-
rasinda bazal seviyeye donme izlendi. Taburculuktan 15 giin sonra yapilan abdominal tomografi
perinefrik hematomun bityiik oranda resorbe oldugu saptandi.

Sekil 1. Tliyak arterde saptanan ciddi illsere darlik (sol gorinti1) ve bu darliga yapilan
basarili stent implantasyonu (sag goruntit).

Sekil 2. LAD distaldeki ciddi darliga stent implantasyonu (iist sol ve sag goruntuler),
LAD ostiyumdaki ciddi darhga stent implantasyonu (alt sol ve sag goruntiiler).

Sekil 3. RCA darliklara stent implantasyonu (sag ve sol goriintitler).
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Sekil 5. Selektif sol renal anjiyografide perinefrik bosluga kontrast madde sizmasi (sol goriintit). Sol ust
anterior renal artere koil embolizasyon iglemi (orta gortintr). Basarih koil embolizasyonu sonrasi alinan an-
Jjiyografi (sag goruntit).

OPS-011

A case report: Remarkable complication and its management
for retrograde iliac intervention

Semih Kalkan, Mustafa Ferhat Keten, Cemalettin Yilmaz, Dogancan Ceneli, Lutfi Ocal

Department of Cardiology, Kartal Koguyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

Peripheral arterial diseases (PAD) one of the important ongoing disturbance associated arteries
except for brain and heart suppliers. In symptomatic patients, endovascular interventions are effec-
tive as a revascularization option for aorta-iliac diseases. Our patient had a right common iliac total
lesion. We used retrograde ipsilateral approach technique to revascularization. After the successful
intervention a filling defect, likely thrombus image, appeared distal of abdominal aorta depended
on probable dissection. In such a case we had to use a kissing balloon and a stent technique for aor-
tic bifurcation. It seems to be the detriment of this access site. Internal iliac chronic total occlusion
(CTO) interventions can be made antegrade from brachial, antegrade crossover and also retrograde
ipsilateral side. Methods have separately disadvantages and also advantages. Approach from the
lesion side would be risky about proximal common iliac or aortic dissection and also successful
cannulation. This method has also some advantages. We demonstrated the case of retrograde iliac
intervention and its notable complication and management.

Figure 1.
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OPS-012

A simple and inexpensive option in nonsurgical splenic artery
aneurysm treatment by coronary bare metal stents

Fatih Yilmaz, Berhan Keskin, Aykun Hakgor, Ali Karagoz
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

Visceral artery aneurysms and pseudoaneurysms can be life-threatening conditions with a high
incidence of rupture. Absolute risk factors for splenic artery aneurysms (SAA) are not known,
and possible risk factors for true and pseudoaneurysms vary. True SAAs are more frequent than
pseudo-SAAs; the main risk factors for true SAAs are hypertension, atherosclerosis, cirrhosis,
portal hypertension, liver transplantation, female sex, pregnancy, and multiparity. The endovascu-
lar technique was successful in 98% of 48 procedures. Coil embolization was used in 96% of the
cases for aneurysm treatment. There was not any death in those underwent elective intervention.
A 22-year-old female patient with progressive stomach pain for 3 months referred to our clinic
from a general surgery clinic because of the splenic aneurysm which was detected by abdomen
ultrasonography. On physical examination, her blood pressure was 119/82 mmHg, and her pulse
was 72 beats/min. The patient was not under any medical treatment and had no history of trauma
or surgery. There was no history of any systemic infection, pregnancy, family history of aneurysm,
and connective tissue disorder. Abdominal ultrasonography revealed that splenic artery diameter
reaches 20 mm. She wants to be pregnant so we decided to proceed with intervention for SAA. We
planned to implant splenic artery coil embolization because she refused surgery, she was scheduled
for coil embolization. The patient was scheduled for endovascular coil embolization intervention.
Stent-graft implantation was not possible due to the tortuosity of the splenic artery. Coil emboliza-
tion was possible for wide aneurysm, however, due to the lack of economic infrastructure we were
not able to do this procedure. We eventually decided to close the feeding artery with by bare metal
stent(BMS) and we also planned to put bare metal stents into an aneurysm sac with low pressure to
create a tendency to thrombosis process.

Conclusion: Endovascular treatment, among which transcatheter embolization is preferred, re-
mains a treatment of choice for most of the elective and acute cases, in these ways, patients ex-
posure to surgical morbidity and mortality can reduce. Splenic artery might be occluded safely
and inexpensively in particular cases. The use of Bare Metal Stent (BMS) in splenic aneurysm
treatment might be considered as a safe and inexpensive method between endovascular treatment
choices. In this case report, we showed occlusion of splenic artery aneurysm by BMS.

Figure 1.

OPS-013

Snare ile embolize kilavuz telin ¢cikartilmasi
Naci Babat
Yiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Girig: Kateter fragmanlarinin embolizasyonu nadir ve ciddi bir komplikasyondur. Insidans %0.1-1
olarak rapor edilmistir. Yabanci cisimler genellikle superior vena cava, pulmoner arter veya kalbin
sag tarafinda bulunur ve hayati tehdit eden komplikasyonlarla iligkilidir. Perkiitanoz ekstraksiyon
intravaskuler yabanci cisimlerin alinmasi igin altin standart olarak kabul edilmektedir. Bu olgu-
da kronik bobrek yetmezligi nedeni ile takip edilen bir hastada embolize olmus diyaliz kateter
guidewire’n perkitan yolla ¢ikarilma iglemini sunduk.

Olgu: Elli dokuz yasinda erkek hasta, son donem (evre-5) bobrek yetmezligi tamsi ile nefroloji
servisinde takip ediliyordu. Hastaya hemodiyaliz planlanmig ve hemodiyaliz kateteri takilirken
kilavuz tel embolize olmus. Skopi gorintisiinde embolize olmus guidewire’in proksimal kisminin
vena cava inferiorun baglangi¢ kisminda, J olan distal kisminin da external juguler ven bolgesinde
oldugu goruldu (Sekil 1). Yapilan degerlendirmede kateterin perkutan yolla ¢ikarilmasina karar
verildi. Lokal anestezi sonrasi sag femoral vene 8 F kilif (sheath) yerlestirildi. 7500 @ iv heparin
yapildi. 6F pigtail kateter yardimi ile embolize materyel rotasyonlarla sarildi. Bu manevra ile em-
bolize materyal vena cava siiperior bolgesine kadar tagindi. Aymi zamanda diiz ve sert olan distal
kistminin da loop snare tutulmast igin J seklini aldigi goruldii. Bu agamadan sonra 8 F Judkins
Kkateter araciligi ile 4 ilmekli st. jude marka periferik snare ile guidewire’in distal kismu tekrarlayan
manevralarla tuzakland: (Sekil 2) ve 8 judkins kateterin igine alindi. Sonra sistem komple geri
cekildi (Sekil 3). Islem yaklagik 70dk surdu ve komplikasyon yasanmadi.

Tartigma: Embolize materyel erken tespit edilip ¢ikarilmali aksi taktirde venoz sistemde yabanct
cisim ve antikoagulasyon yapilmayan hastalarda pulmoner emboli ve perifer ven trombiis riski
fazla olmaktadir. Embolizan materyal ¢ikarilirken vaskiiler zedelenme riski yuksek olup buradaki
en dnemli faktorler embolize cismin sekli ve uygun yerinden tuzaklanmasidir. Bizim vakamizda
materyal kilavuz tel olup, kilavuz tel proksimalden tuzaklanmigtir. Bu yonteme alternatif olarak
embolize tel vena cava’ya alindiktan sonra juguler venden giris yapilip distal uctan tuzaklanabilir-
di. Bu yontem ile telin 8f judkins katetere girisi daha kolay ve giivenilir olabilirdi, bunun sebebi de
yumusak kismin katetere girisi daha kolay ve hizli olmasidir. Bizim vakamizda bu yontemi tercih
etmeme sebebimiz vakay1 uzatmadan kisa bir siire proksimal kismindan tuzaklamaya ¢aligmakti.
Islem basarili ve komplikasyonsuz gergeklesmesi ile ek bir vaskiiler girise gerek kalmadan vaka-
miz1 tamamlamis bulunmaktayiz.

Sonug: Vaskiiler girisimlerde kullanilan materyaller embolize olabilmektedir. Burada hizl bir in-
vaziv girigim ve antikoagulasyon ile bu komplikasyon basaril bir sekilde kontrol altina alinabilir.
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Sekil 1. Embolize olan kilavuz tel. (A) Kilavuz telin distal ucu. (B) Kilavuz telin proksimal ucu.

e .

Sekil 2. Kilavuz telin snare ile yakalanmasi. Sekil 3. Cikarilan materyal.

OPS-014

Geg pinch-off sendromlu bir hastada embolize olmus santral venoz
kemoport kateterinin perkiitan yol ile ¢cikartilmasi

Fahrettin Katkat, Serkan Karahan, Sinan Varol, Kamil Giilgen, Irfan Sahin, Ertugrul Okuyan
Bagcilar Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Girig: Kemoterapi portlari, onkoloji hastalarinda kemoterapi ilaglarmin santral venoz yol ile uygu-
lanabilmesi i¢in total olarak viicut igine yerlestirilebilen cihazlardir. Pinch-off sendromu kemotera-
pi port kateterinin klavikula ve 1. kot arasini ¢cevreleyen doku tarafindan sikigmasina bagli kopmasi
sonucunda embolizasyonu olarak tanimlanmaktatir. Pinch-off sendromu kemoterapi port kateteri-
nin yerlestirilmesinden ortalama 5 ay sonra olugmakla birlikte 60. aya kadarda goriilebilmektedir.
Kateterin embolizasyonu cok ender olmakla birlikte kalp perforasyonu, ciddi aritmi, endokardit,
pulmoner emboli gibi hayati tehdit eden komplikasyonlara sebep olabilmektedir.

Olgu: Altmis ti¢ yaginda erkek hasta 7 yildir kolon kanseri tanisi ile takip ve tedavi olmaktadir.
65 ay once sag subclavian ven yolu ile kemoport kateteri yerlestirilmistir. Hastanin bigak saplanir
tarzda gogus agris1 ve carpinti sikayeti olmasi iizerine Genel cerrahi klinigimize bagvurmus. Ce-
kilen PA akciger grafisinde kemoport kateterinin proksimal bolgesinden koptugu (Hinke derece
3) ve vena cava stiperior ve sag atriuma embolize oldugu goriilmesi tizerine kardiyoloji klinigi ile
konsulte edildi. Yapilan transtorasik ekokardiyografi de sag atriumda hareketli kemoport kateteri
goruldu. Perikardiyal efuzyon izlenmedi. Hastanin bagvuru esnasinda Kan basinci 110/80 mmhg,
nb:120 /dak, ekg: sints tasikardisi ve sik ventrikiller erken atim mevcuttu. Embolize olan kateter
parcasinin perkiitan olarak ¢ikarilmasi planlandi.Sag femoral vene 7f sheat yerlestirildikten sonra
loop snare kateter ile sag atriumda yakalandi. Vena cava inferior ve sag femoral vene cekildi. Daha
sonra femoral ven bolgesinden sheat ostiumundan ¢ikartildi. Hastanin takiplerinde herhangi bir
komplikasyon olmadi.

Sonug: Pinch-off sendromunda kateter embolizasyonu siklik sirasina gore pulmoner arter, sag
atrium ve sag ventrikile embolize olmaktadir. Literaturde 60. aya kadar ge¢ donem embolizas-
yon vakalari bildirilmistir. Bizim vakamizda 65.ay ge¢ embolizasyon saptanmistir. Hinke tara-
findan kateter disfonksiyonunu gosteren bir radyolojik skala tanimlanmistir. Buna gore; derece
derece 0: normal kateter fonksiyonu, derece 1: lumende daralma olmaksizin kateter yonuniin
degismesi,derece 2: kateter limeninde daralma, derece 3: kateterin kirtlmasi ve distal parcasinin
embolize olmasi ile karekterizedir. Kateter bulunan asemptomatik hastalar 6 ayda 1 ve sempto-
matik hastalarda hemen akciger grafisi ile kontrol edilmelidir. Loop snare kullanilarak uygulanan
perkutan transkateter geri alim teknigi giinimuzde en etkili, giivenli ve basarili geri alma yontemi
olarak gorulmektedir. Cok nadir olarak basarisiz olan durumlarda cerrahi olarak ¢ikarilmasi du-
suniilmektedir.
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Sekil 1. Akciger filminde go¢ etmis kateter gozlendi.

Sekil 2. Floroskopide kopmus kateterin kalp
atimu ile birlikte ritmik hareketi gozlenmek-
teydi.

Sekil 3. Kateter loop snare ile yakalandi. Sag femoral
venden ¢ikartildi.

OPS-015

Sag subklavian vene yonelmis kalici diyaliz kataterinin
snare ile sag atriuma cekilmesi

Ahmet Karaduman, Ismail Balaban, Semih Kalkan, Cagri Kafkas, Taylan Akgiin
Kartal Koguyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Istanbul

Altmus sekiz yaginda kadin hasta, 10 yildir kronik bobrek yetersizligi nedeniyle takipli. Hastada
Gfr <15 olmas iizerine nefroloji tarafindan kalict hemodiyaliz planlanmus ve kalp damar cerrahisi-
ne kalic1 diyaliz katateri takilmas: amagh yonlendirilmis. Hastaya diyaliz katateri takilmasi sonrast
hasta hemodiyalize almmus fakat katater debisi dusiiklugii nedeniyle efektif diyaliz yapilamamuis.
Cekilen akciger grafisinde kalici kataterin ucunda sag subklavian venden aksillar vene dogru ol-
dugu gorilmig. Hasta katater laboratuvarina alindi 6F-snare katater ile kalici katater distalden ya-
kalanarak ucu sag atriuma ¢ekildi. Hastaya islem sonrasinda yapilan hemodiyalizde diyaliz katater
debisinin normal oldugu goruldu ve efektif hemodiyaliz uygulandi.

Sekil 1. Kataterin ucunun sag atirumda olusunun
dogrulanmasi.

Sekil 2. Kataterin ucunun snare ile gekilmesi.

Sekil 4. PA akciger grafisi. Subklavian katate-
rin yanl yonelimini gosteren grafi

Sekil 5. Skopi altin-
da yanlig yonelimi
gosteren goriintii.
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OPS-016

Simultaneous carotid and lower limb percutaneous intervention
Elton Soydan, Mustafa Akin
Department of Cardiology, Ege University Faculty of Medicine, Izmir

Case 1: A 66 years old female patient presented to our clinic with left buttoc pain and extending to
the thigh. she had experienced this disturbing feeling for 3 months but during the last week because
of numbness she decided to have a medical examination. her medical history consisted of hyperten-
sion and coronary artery disease with stent implantation. She had no angina, pulpitation or syncope
neither neurologic deficit. On admission she had a normal blood pressure on both arms, cardio-
respiratory and abdomen examination was unremarkable. Peripheral pulses were weak on the left
femoral artery and distally. She had no pathologic signs of critical limb ischemia. Interestingly a
low pitched murmur was heard on the right carotid region. Duppler ultrasonography revealed a
heterogeneous calcified atherosclerotic plaque on the right carotid bulbus extending into the right
internal carotid artery. The hemodynamics reflected a 80-90% stenosis in the internal carotid artery
with a pik systolic velocity of 290 cm/sc. The left femoral artery doppler showed a monophasic
low amplitude velocity implying a high grade stenosis on the proximal part of the femoral or iliac
artery. With these pathologic signs patient had a selective carotid and left iliac artery angiography
a via the right femoral approach. A high grade stenosis was found on both the right carotid and the
left proximal iliac artery (Figure 1). Laboratory showed a very low TSH and high free T4 hyperthy-
roidism supported by the hyperplastic thyroid gland on ultraosnography. After 2 months of thyroid
therapy euthyroidism was achieved and the patient went on simultanoeus carotid and iliac artery
intervention contemplating with successful stent implantation (Figure 2).

Case 2: A 75 years old male patient was referred to our clinic for peripheral artery disease inves-
tigation as he had claudication in his right thigh during daily activity for one month. His medical
history consisted of coronary artery disease stable with anti ischemic therapy and hypertension.
On admission his blood pressure was normal and systemic physical examination unremarkable. A
murmur was heard over his left carotid region. The right popliteal artery was hardly felt and the
ankle brachial index was 0.6. Carotid doppler ultrasonography showed a high grade internal carotid
artery stenosis with a pik systolic velocity of 300 cm/sn.By a left femoral approach selective left
carotid angiography, showed a grade of 90% stenosis on the internal carotid artery. Simultaneously
there were tandem lesions on the right superficial femoral artery (Figure 3). The left internal carotid
artery lesion was successfully treated with Protege Ev 3 8x6x30 mm tapered self expandable stent
implantation by using 8F right guiding catheter. The right superficial femoral artery lesions were
treated with drug eltuing baloon (5.0x120 mm) procedure by using the RDS 6 F catheter (Figure
4). On follow up patient’s claudication recovered with no complain at all.

Figure 1. Right internal carotid artery lesion and left proximal main iliac artery
high grade stenosis.

Figure 2. Successful simultaneous intervention of right internal carotid artery and
left main iliac artery.

Figure 3. High grade stenosis in the left internal carotid artery and right superficial
femoral artery.

Figure 4. Simultaneous successful intervention of the left internal carotid artery
and right superficial femoral artery.
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OPS-017

Bir popliteal aterektomi olgusu
Cagatay Tunca, Mert Aker, Nail Burak Ozbeyaz, Sadik Agikel
S.B. Diskapt Yildirum Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Bilinen DM ve sigara oykiisi olan 81 yas erkek hasta son bir yildir giderek artan sag bacakta belir-
gin kladikasyo (Rutherford 2) tariflemekteydi. Yapilan sag alt extremite dopplerde ADP ve ATP’de
WMAX degeri 10 cm/sn’yi gegmeyen bifazik akim izlenmistir (post op okliizif akim). ADP ve
ATP distalde yuizeyel femoral arterden gelen kollateraller ile dolum gostermektedir. YFA’da inti-
mal kalinlasma ve %30 darlik izlenmistir. Popliteal arterde akim alinamamigtir (okluizyon). Sol alt
extremite doppleri plakl izlendi. Yapilan periferik anjiyografide anterograd 7F sheath yerlestiril-
mesini takiben Corsair mikrokatater iizerinden Fielder XT ve sonrasinda Miracle 6 tel ile popliteal
arter total okliizyon gegildi. 2.5x20 mm balon ile predilate edildi ve filtre yerlestirildi. Hawk One
Direksiyonel Aterotomi cihaziyla aterotomi yapildi. Aterotomi sonrasi 5.0x150 mm ilag salinimlt
balon 3 dakika sisirildi. Tam agilim saglandi. Takiplerinde stabil olan, aktif sikayeti olmayan hasta
dual antiplatalet ve statin tedavisi ile taburcu edildi. Hasta semptomatik olarak diizeldi yurume me-
safesi artti. Bu olgu sunumunda bir yillik takibi olan bir perifer arter hastasinda farkli endovaskiler
tekniklerle tedavi yaklasimi anlatilmaktadir.

Sekil 1. Aterektomi cihazi ve aterektomi ma-
teryalleri.

Sekil 2. Aterektomi materyalleri.
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Sekil 3. Balon sonrasi basarili revaskiilari-
zasyon.

Sekil 5. Lezyon gegilmesi.

Sekil 7. Lezyona tekrarlayan balon.

Sekil 4. Farkli akslarda aterektomi.

Sekil 6. Lezyon gecilmesi, mikrokatater yol-
lanmasi lumen kontroli.

Sekil 8. Popliteal arter trasesi.
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OPS-018

Kontrast iligkili ensefelopati
Dayimi Kaya, Hiiseyin Dursun, Cetin Alak, Mesut Ozkahya, Reshadat Ismayilzade
Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Giris: Kontrast iliskili ensefelopati(CIE) perkutan girisim sonrasi nadir gelisen bir komplikas-
yondur. Yetmis yedi yas subakut anterior miyokard infarktusi gelisen bir hastada ajitasyon ve
deliryum ile seyreden ve ayirici tanida organik norolojik patolojiler ekarte edilerek tanis1 konulan
vakay1 sunmay1 amagcladik.

Olgu: Bilinen koroner arter hastaligi bulunmayan 77 yas erkek hasta, 1 haftadir var olan gogiis
agrisi ile bagvurdu. Hastanin EKG si subakut anterior miyokard infarktiisu ile uyumlu idi ve acil
koroner anjiografi i¢in salona alindi. Sag femoral arter yoluyla koroner goruntileme yapildi: Sol
on inen arterde ilk septal dali sonrasi total okklude, sirkumfleks arter proksimalinde %80 darlik
ve sag koroner arter mid bolgesinde %20 darlik saptandi. Sorumlu lezyon olan sol inen artere mii-
dahale yapildi, diagonal arter tellenerek,proximalde okliide bolgeye 3.5x15 mm stentleme yapildi.
Toplamda 250 cc noniyonik hiperosmolar iodaxanol kullanild. Islem oncesi norolojik muayene-
sinde patoloji saptanmayan hastada, iglem sonrasi 10. dk da ajitasyon saptandi. Bilinci agik olan
hastanin izleminde kooperasyonu kayboldu ve lateralizan bulgu saptanmadan deliryum ile uyumlu
semptomlar gelisti. IzZleminde diizensiz solunumu ve hipopne-hiperapne periyotlari Cheyne-Stokes
solunum paterni ile uyumlu goruldi ve intramuskuler 5 mg Haloperidol yapildi. Hastada akut
serebrovaskiiler olay1 ortaya koyabilmek amaciyla, Beyin tomografisi ve beyin MR’1 ¢ekildi ve iki
tetkikte de herhangi bir norolojik patoloji saptanmadi. Hastanin takibinde bilinci agildi ve deliryum
tablosu kayboldu, hasta islem sonrasi 48. saatte ndrolojik muayenesi olagan olarak taburcu edildi.
Tartisma: Tk kez carotis arter goruntillemesi iglemi sonrasi 1970 yilinda gegici korluk gelisen bir
hastada raporlanan CIE’nin insidanst %0.3-%1.0 olarak bildirilmektedir. Ancak iyonik- hiperos-
molar solusyonlarda bu oran %4’e ulagmaktadir ve norolojik semptomlar genellikle iglem son-
ras1 ilk saatlerde; kortikal korluk, hemiparezi, afazi, akut kooperasyon ve oryantasyon sorunlari,
konfuzyon, nobet gibi farkli kliniklerle ortaya ¢ikmaktadir. CIE tamisi koyabilmek igin koroner
girisime sekonder hemorajik ve tromboembolik komplikasyonlari ekarte etmek amactyla norolojik
gortintuleme yapilmasi elzemdir.Girisim iligkili diger norolojik komplikasyonlarin aksine CIE, va-
kamizda oldugu gibi gecici norolojik semptomlara yol acan salim bir durumdur.

Sonug: Koroner girigim nedenli norolojik komplikasyonlar mortalite ve morbiditeyi arttirmaktadir
ve erken taninmas: onemlidir, nadir de olsa vakamizdaki gibi kontrast iligkili ensefelopati gegici
semptomlara yol agmasi nedeniyle prognozu oldukga iyidir ve erken taninabilmesi hatali invaziv
girisim ve tedavileri onleyebilir.

Sekil 1. Hastanin semptom baslangicindan 4
saat sonraki serebrovaskiler olay saptanmayan
beyin bt goruntiisi.

Sekil 2. Hastanin aktif deliryum ve biling bozuklugu
aninda kaydedilen ve svo diisunduren cheyne stokes
solunumu ile uyumlu solunum paterni.

Sekil 3. On iki saat sonraki normal diffizyon
MR bulgulart.

OPS-019

Zirai ila¢ kullanim sonucu stent trombozu gelisen vaka
Ali Duygu, Mehmet Arslan, Bahadir Kirllmaz
Canakkale Onsekiz Mart Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dal, Canakkale

Insan ve memeli popiilasyonlarinin gevresel ve endistriyel kirletici maddelere maruz kalmasi, bu
kirleticilerin insan saglig1 uzerindeki etkisine bagli olarak artan bir endise olusturmaktadir. Bunlar-
dan biri olan ve zirai ilaglama da kullanilan glifosfat bazli herbisit (GBH) kullanimi da gesitli has-
taliklara neden olmaktadir. Klinigimize gogiis agris1 ve hipotansiyon ile bagvuran 2 yil once elektif
sartlarda LAD damarma PTCA+stent (DES) ugulanan 75 yaginda erkek hasta acil servise bag-
vurdu. Cekilen EKG’sinde anterior derivasyonlarda ST elevasyonu gozlenen olguda akut koroner
sendrom tanisi ile acil olarak kateter laboratuvarina alindi. Hastadan yogun bir sekilde kimyasal
madde kokusu yayilmasi izerine yakinlarindan alinan anemnezde 2 giinden beri hastanin maskesiz
olarak tarlada yabani ot ilaglamasi yaptigi, GBH kullandig1 ve bu esnada gogiis agrisinin basladigi
ve acil servis bagvurdugu anlagild: (Sekil 1). Yapilan anjiyografide sol on inen arter (LAD) de
stent i¢inin tromboze oldugu izlendi. Daha sonrasinda stent i¢indeki lezyona PTCA islemi yapilip
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tekrar koroner akim saglandi (Sekil 2, 3). Hastanin bu olay oncesinde halen klopidogrel, aspirin,
beta bloker ve statin kullanmakta oldugu goruldu. Ozellikle, GBH alimina bagh akut zehirlenme-
den sonra, kardiyak aritmiler sik gorulur ve yaygin semptomlar iletim blogu ile kardiyovaskiler
sokun belirtileridir. Bununla birlikte, GBH’nin kardiyovaskiiler etkilerini bildiren olgu raporlart
ve retrospektif hastane incelemeleri olduk¢a nadirdir. GBH zehirlenmesinden sonra birinci derece
atriyoventrikiler blok ile birlikte QTc uzamasi gozlenebilir. Bu nedenle, hayat tehdit eden aritmi-
ler GBH zehirlenmesinde dlum nedeni olabilir. Ayrica EKG nin degerlendirilmedigi durumlarda,
GBH maruziyetinden sonraki olumler, yine kardiyovaskiler tutuluma isaret eden hipotansiyona
bagli nedenlerden kaynaklanabilir. Bizim hastamizda yogun bir sekilde onlem almadan GBH kul-
lamimi sonrasi bu kadar donemde geg stent trombozu olmasi (24 ay) olasi olarak GBH kullaniminin
bu duruma neden olabilecegi disunuldu.

Sekil 1. Sekil 2. Sekil 3.

OPS-020

Seftriakson sonrasi akut inferior miyokard enfarkti
Cok nadir bir vaka

Sefa Tatar, Yakup Alsancak, Ahmet Soylu, Serif Ahmet Kandemir, Hakan Akilli

Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Seftriakson, yaygin olarak kullanilan genis spektrumlu antimikrobiyal bir ajandir. Sefalosporin
duyarlilig1 olan hastalarda allerjik rekasiyonlarin gorildugine dair nadir vaka raporlari mevcuttur.
Kounis Sendromu, birkag mediator tarafindan tetiklenen allerjik veya asiri duyarlilik reaksiyonu
sonucu olarak ortaya ¢ikan akut koroner sendrom durumudur. Etyopatogenezinde, mast huicreleri-
nin aktive olmasi sonucu salman bazi mediatorlerin neden oldugu vazospazm ve buna baglh olarak
geligen tip 2 miyokard enfarktiisii sorumlu tutulmaktadir. Biz de bu yazimizda seftriakson sonucu
gelisen akut inferior miyokard enfakrtiisii olgumuzu sunmayi amagladik. Kronik obstriiktif akciger
hastaligi(KOAH) dykusit bulunan ve koroner arter hastaligi oykusut bulunmayan 59 yasinda erkek
hasta, KOAH atak tablosu ve pnomoni on tanisiyla gogus hastaliklart servisinde takip edilirken
seftriakson ilk doz enjeksiyonundan sonra ani baglayan nefes darligi, goguis agris1 olmasi tizerine
tarafimiza danigildi. Elektrokardiyografisinde (EKG) de D2-D3-aVF de st segment elevasyonu,
resiprokal olarak da DI-aVL de st segment depresyonu izlendi (Sekil 1). Ekokardiyografisinde
ejeksiyon fraksiyonunun yeterli oldugu, duvar hareket kusurunun olmadigi, sag kalp bosluklarinin
normal genislikte oldugu ve dnemli kapak patolojilerinin olmadig1 goruldii. Hastaya once metilp-
rednizolon yapildi ancak anaflaksi tablosunun gerilememesi tizerine subkutan adrenalin enjeksiyo-
nu yapildi.15 dakika sonra ¢ekilen kontrol ekg de st elevasyonunun rezole oldugu goruldu (Sekil
2). Hastaya koroner anjiografi yapildi. Hem sag sistemde hem de sol sistemde tikayici koroner
arter hastalig1 olmadig1 goriildii (Sekil 3-5). Hastanin laboratuar parametrelerine bakildiginda Im-
munglobulin E degerinin normalin ¢ok uizerinde oldugu goruldu (hasta degeri 674, referans uist
smir 100). Antibiyotik enjeksiyonuna bagli allerjik duyarlilik reaksiyonu sonucu gelisen Kounis
Sendromu oldugu dusunuldi. Histamin ve lokotrien gibi endotel kaynakli mediatorler koroner
damarlarda vazokonstriksiyon yaparak koroner olaylari tetiklerler. Bu olaylarin siddeti antijen girig
yolu ve allerjen maddenin konsantrasyonuyla yakindan iligkilidir. Akut miyokard enfarktusii ile
bagvuran hastalarda ve ozellikle de atopik bireylerde anamnez alirken mutlaka sorulmasi gereken
sorulardan birisi de allerjen duyarlilik oykiisi olmalidir. Bu hastalarda fibrinolitik tedavi, antiag-
regan veya antikoagiilan tedavilerden once koroner anjiografi yapilmali eger koroner damarlarda
lezyon tespit edilirse bu ilaglarm kullanimi disintulmelidir. Bizim vakamiz literatur incelemesi
yapildiginda seftriakson ile iligkili ikinci vakadir ve klinisyenlere seftriakson sonras1 Kounis Send-
romu gelisebilecegi konusunda yol gosterecektir.

TR ]

Sekil 2.

Sekil 3.

Sekil 4.

Sekil 5.
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OPS-021

An atypical case: A young man with ST elevation myocardial
infarction due to the coronary thrombus probably induced
by blunt trauma during boxing training

Casit Olgun Celik, Guldeniz Uzar, Alp Aydinalp
Department of Cardiology, Baskent University Faculty of Medicine, Ankara

Case: A 37 years old male patient was admitted to emergency department with ST elevation myo-
cardial infarction (STEMI). Past medical history; he had no risk factors for coronary artery diseases
except smoking. In his detailed history he had a blunt trauma to his precordial area several times
during boxing training before he was refered to our hospital. Electrocardiogram showed ST ele-
vation on V3-V6 and D1-aVL leads (Figure 1) but there was no wall motion abnormality with an
ejection fraction of 58% on the transthorasic echocardiography. Physical examination of the chest
did not reveal any abnormalities. His blood pressure was 110/75 mmHg and pulse rate was 80 bpm.
Laboratuary findings; CK-MB (7,3ug/ml) and troponin-I (497 ng/dL) levels were high while the
other parameters were normal. Coronary angiography revealed a thrombus formation at the prox-
imal part of branching intermediate artery (at bifurcation of its major branches) (Figure 2a). Other
coronary arteries were free of significant disease. Patient was given intracoronary tirofiban during
the angiography, following a 48 hours infusion of intravenosus tirofiban and unfractioned heparin.
The control coronary angiography was performed and showed mild improvement (Figure 2b). After
that thrombus aspiration was performed with an export aspiration catheter (6F Meril catheter) three
times consecutively and tiny particles of thrombi were seen. Under the tirofiban infusion, use of an
aspiration catheter caused mild coronary artery spasm. Nitroglycerin were injected into the coronary
artery and the coronary blood flow (TIMI 2) was restored (Figure 3a, 3b). After the thromboaspira-
tion procedure, the laboratuary parameters of the coagulation factors were investigated and activated
Protein-C resistance which was generally associated with venous thrombosis due to the factor V
Leiden (FVL) mutation was determinated. According to the recommendations of the department of
haematology, the patient was discharged with dual antiplatelet therapy (acetilsalicylic acid+ticagre-
lor) without any complaint. This interesting report raises questions about the use of thrombectomy
devices and the appropriate therapy in the setting of coronary thrombus after blunt injury.
Discussion: Trauma related myocardial infarction (MI) is a rare case that warrants the investiga-
tions for thrombophilia especially in young MI patients. Although studies that investigated the re-
lationship between acute MI and FVL mutation have led to contradictory results, evidence suggests
that, in young patients presenting with acute MI and no evidence of significant stenosis in coronary
angiograms, the prevalence of FVL disorder is significantly high. Although an association between
FVL mutation and venous thrombosis is clearly demonstrated, the relationship with arterial throm-
bosis is still controversial. In this case, coronary thrombus was probably induced by blunt trauma
in a young man with an history of FVL mutation.
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Figure 1. Acute myocardial infarction with ST elevation on V3-V6 and D1-aVL
leads at the time of admission to the hospital.

Figure 2. (A) A thrombus formation at the proximal part of branching intermediate artery at bifurcation of
its major branches. (B) After iv unfractioned heparin and tirofiban infusion of 48 hours hazy thrombi form
was partially disappeared.

Figure 3. (A, B) After that thrombus aspiration and adjusting nitroglycerin into the coronary artery the
coronary blood flow (TIMI 2) was restored.
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OPS-022

Vazospastik angina’ya bagh yaygin 6n yuz STEMI’de intrakoroner

Ergonovin provokasyon testi

Muhammad Hamayun Kakar, Ozhan Goldeli, Cetin Alak, Mesut Ozkahya, Nihal Vural

Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Bu vakada istirahat halinde vasozpastik anjina’ya(VA) bagh ani gelisen gogus agrisi ve geki-
len Elektrokardiyografide (EKG) yaygin onyuz ST elevasyonlu miyokard infarktisii (STEMI)
saptanip(Figiir-3,4), primer perkutan girisim’de anlamli darlik saptanmay1p, Ergonovin(ER) pro-
vokasyon testi ile proksimal sol on inen arterde (LAD) ciddi spazm gelistigini ve intrakoroner
gliserol trinitrat sonras: spazmin tamamen ¢ozuldigini sunmaya galistik.

Olgu: Altmis dokuz yasinda erkek hasta hipertansiyon ve sigara risk faktorleri mevcut. Hasta ara
sira istirahat halinda 10-15 dakika siiren tipik vasifli anjina sikayeti olmasi uzerine klinigimize
bagvurdu. Yapilan ekokardiyografide; sol ventrikul ejeksiyon fraksiyonu %60 ve hafif sol ventri-
kil konsentrik hipertrofisi diginde anlamli patoloji saptanmadi. Hastanin kararsiz anjina tanisi ile
servise yatisi yapildi ve hastaya koroner anjiografi karar1 alindi. Servis izlemi sirasinda hastanin
ani baglayan gogus agris1 olmasi tizerine c¢ekilen EKG’de yaygin onyuiz ST elevasyonu gorildu.
Bunun tizerine Primer girigim i¢in hasta salona alintkan hastanin agris1 azalmaya bagladi. Anjiog-
rafik goriintilemede (KAG) proksimal LAD’da spazm goriildii (Video 1). Intrakoroner 200 mcg
Gliserol Trinitrat yapildiktan sonra hastanin gogus agrisi geriledi ve ¢ekilen EKG’de ST segment
izoelektrik hattaydi. KAG’de LAD: yaygin plakli, Circumflex: proximal plakli ve RCA: proximal
plakli izlendi. Vazospastik angina dusunuliip intrakoroner Ergonovin; provokasyon amaci ile uy-
gulandi, ER sonrasi LAD proksimalda anlamli darlik yaratan vasozpazm goruldu (Video 4) ve bu
sirada hastanin gogiis agrisi tekrar bagladi ve EKG’da ST elevasyonu goi . Tekrar intrakoroner
Gliserol trinitrat uygulandiktan sonra vazospazm tamamen ¢oziildii ve hastamin agrisi geriledi,
hastaya vazospastik anjina tanisini1 koyup islem komplikasyonsuz bir sekilde sonlandirildi.
Sonug: Koroner arter spazmi (KAS); koroner arter hastaligi (KAH) yoklugunda anjinaya sebep
olmaktadir, onu iskeminin neden oldugu anjinadan ayiran bir takim ozelliklere sahip nadir bir
durumdur. Koroner arter spazmina bagli anjina genellikle 10-15 dakika siiren, istirahatte meydana
gelen ve siklikla hastay1 gece veya sabaha kars1 uykudan uyandiran bir agridir. EKG’de spazm
sirasinda siklikla ST yitkselmesi gibi bazi degisiklikler tan1 koymaya yardimci olabilir. Angina ve
ST yiikselmesi; genellikle kendiliginden 10 ila 15 dakika i¢inde veya 1 ila 2 dakika iginde intra-
venoz nitrogliserin /dilalt: nitrogliserin uygulanmast ile geriler. Ayrica bu durum bazi hastalar igin
hayat: tehdit edici senkop ve ventrikiler fibrilasyona neden olabilir. Tanda kilavuzun onerdigi gibi
koroner arter spazmini tespit etmek i¢in provokasyon amaglh bir takim testler uygulanmaktadir;
bunlardan birisi Ergonovin provokasyon testidir. Bu teste intrakoroner enjeksiyonu ile tetiklenen
spazm, fokal ve proksimal seklinde gorulmektedir. Bunun diginda intravenoz /intrakoroner asetil-
kolin testi de alternatif olarak da provokasyon amagli yapilabilir.

Sekil 1. Intrakoroner Ergonovin uygulanmasi son-
rast LAD proksimalda ciddi darhik yaratan spazm
goruntilendi.

Sekil 2. Intrakoroner Ergonovin sonrasi tekrar int-
rakoroner nitrogliserin yapinca LAD proksimalda-
ki spazm tamamen ¢ozuldii.
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Sekil 3. Istirahat halinda baglayan gogus agrist
sirasinda ¢ekilen EKG’de yaygin on yuz ST ele-
vasyonu.

Sekil 4. Intrakoroner nitrogliserin sonrast EKG’de
ST izoelekterik hattaydi.

OPS-023

Baypas operasyonu sonrasi ge¢ donemde akut koroner sendoruma
neden olan nadir bir patoloji: Sol internal mammarian arter
proksimalinin trombozu

Ahmet Karaduman, Ismail Balaban, Samet Uysal, Cem Dogan, Rezzan Deniz Acar, Nihal Ozdemir
Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Istanbul

Seksen yaginda erkek hasta acil servise gogus agrisi sikayeti ile basvurdu. Hastanin Ekg si sinus
ritminde ve anterior derivasyonlarda iskemik degisiklikler mevcuttu ve kardiyak enzimlerinde an-
lamli artig olmasi uizerine Non Ste MI tanisi ile interne edildi. Hasta 7 y1l once CABG 2li (Lima-Ad
ve Ao-Rca) oykiisit mevcut. Sonrasinda bilinen koroner anjiografi oykusii yok. Yapilan transtorasik

ekokardiyografide EF %50 inferior duvarda hipokinezi saptandi. Hastaya yapilan koroner anjiog-
rafide Ao-rca acik Lima-AD proksimalinde Trombus saptandi. Ayrica CX-OM1 de %90 darlik
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saptandi. Hastanin hemodinamisinin stabil olmas1 ve distal akimin mevcut olmasi nedeniyle tirofi-
ban bolus sonras1 0.15 pug/kg/dk dozunda infuzyon baslandi. Ayrica tedavide Tikagrelor 90 mg 2x1
asetilsalisilik asit 100 mg metoprolol 50 mg ramipril 5 mg ve atorvastatin 40 mg verildi. Hastaya
24 saat sonra yapilan koroner anjiografide Lima-Ad trombusunun tamamen eridigi gozlendi. Mev-
cut olan CX-Om lezyona da 2.5x16 mm Des stent implante edildi, tam agiklik saglandi. Hasta 72
saat sonrasinda medikal tedavi ile taburcu edildi.

Sekil 1. Cx-om %90 lezyon. Sekil 2. Cx-om %90 lezyona stent yerlestirilmesi.

Sekil 3. Sol internal mammarian arter trombusu.

Sekil 4. Tirofiban infuzyonu sonrasi trombusun
gerilemesi.

OPS-024

Lord of the rings “Cx ostium”: A complication storm
Oguz Akkus, Ozkan Bekler

Department of Cardiology, Mustafa Kemal University Faculty of Medicine, Hatay

A sixty-three year old female with NSTEMI and persistent angina underwent to the cathether
laboratory. She had PCT history in RCA and LAD. RCA was in-stent chronic occluded. There was
a70% lesion in LAD mid region after previous stents. Circumflex ostium and bifurcation lesions
in optuse marginalis (OM) were critical. She was diabetic and refused coronary artery by-pass
surgery. Thus, coronary angioplasty was preferred. Initially, mini-crush technique was performed
to optus marginalis. Dissection occured before the stents. Trunk of OM was stented at nominal
pressure, dissection at the ostial circumflex and plaque shifting after OM occured. TAP and kissing
technique was performed at Cx-OM after stent deployment at the Cx ostium. Suddenly angina and
hypotension occured. LAD ostial plaque shifting and probably dissection was seen and absiksimab
loading dose (0.25 mg/kg) was applied. LAD ostium was stented from previous LAD stents up
to the LMCA ostium due to the persistent hazy appearance at LAD ostium. LMCA was dilated
by non-compliant balloon. Then, while rewiring the Cx, 0.014” wire broken out and occluded
the ostium of Cx. Cx was rewired by Fielder XT. Low-profile balloons was inflated just after the
broken wire for pulling-back the wire, but it failed. Latter, a short lenght DES was deployed at the
Cx ostium and final kissing was performed. TIMI 3 flow achieved through the whole left sided
coronary system. Patient relieved, and treated by dual antiplatelet therapy (ticagrelor, ASA). Renal
failure or stent thrombosis were not occured during 3 months.

Figure 1. Mini-crush technique was performed to optus marginalis. Dissection occured before the stents.
Trunk of OM was stented at nominal pressure, dissection at the ostial LCX and plaque shifting after OM
occured.

Figure 2. TAP and kissing technique was performed at Cx-OM after stent deployment at the Cx ostium.
Suddenly angina and hypotension occured. LAD ostial plaque shifting and probably dissection was seen and
absiksimab loading dose (0.25 mg/kg) was applied.
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Figure 3. LAD ostium was stented from previous LAD stents up to the LMCA ostium due to the persistent
hazy appearance at LAD ostium. LMCA was dilated by non-compliant balloon and while rewiring the Cx,
0.014” wire broken out and occluded the ostium of Cx. Cx was rewired by Fielder XT. Low-profile balloons
was inflated after the broken wire for pulling-back the wire, but it failed. Then a short DES was deployed at
the Cx ostium and final kissing was performed.

Figure 4. TIMI 3 flow achieved through the whole
left side coronary system. LCX OM distal bifur-
cation-->2.5x16 mm DES - 2.25x16 mm DES /
1.25x10 mm low-profile balloon - 2.5x15 mm NC-
2.5X15 mm NC balloon OM trunk-LCX bifurca-
tion-->3.0x24 mm DES - 2.75x16 mm DES / 2.0x12
mm NC - 2.5x15 mm NC - 3.0x15 mm NC - 3.0x8
mm DES LAD-LMCA-LCX-->3.0x28 mm DES
/3.5x8 mm NC - 2.0X12 mm PTCA - 3.0x8 mm
DES - 3.0x12 mm NC - 3.0x12 mm NC.

OPS-025

CXA-OM lezyonuna ardisik basarih TAP teknigi ile PCI uygulamasi
Emrah Ermis, Erkan Yildirim
Biruni Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

Bifurkasyon lezyonlarinda uygulanan yeni girigsimsel yontemlerin ¢ogu provizyonel teknik olan
TAP (T ve minimal protriizyon) teknigi ile karsilagtirilmaktadir. TAP teknigi uygulanim kolayligi
ve uzun donem stent ac¢ikliligi acisindan halen tercih edilen bir yontemdir. Bu yontemde yan dal
ostiumu tam olarak kavranmus ve gap kalmamus olur fakat yan dal stenti ana damar igerisine tagtig1
i¢in yeni bir karina olugturulmus olur. Cift stent statejileri i¢inde pratiklik agisindan avantajli bir
yontemdir. Burada CX-OM lezyonu bulunan bir hastada ardisik TAP uyguladigimiz basarili PCI
vakasini sunmak istedik.

Olgu: Hasta 68 yaginda klinigimizde akut inferior MI ile 3 hafta kadar once RCA’a Primer PCI
iglemi uygulanmis bir bayan hastaydi. Ayn1 zamanda yapilan KAG de geliskin OM dallarinin bu-
lundugu ciddi CXA-OM lezyonu izlenmis olup elektif PCI islemine birakilmisti (Sekil 1a) Once-
likle 7F glidesheat slinder ile radiyal arter kantle edildi. Ardindan sol 7F EBU 3.5 guiding kateter
ile LMCA kanule edildi. Oncelikle OM3’e 2.75x24 mm’lik Biomatrix flex stent implante edildi
(Sekil 1b, c). Daha sonra OM2 wire edildi, 1.5 mm daha sonra da 2.0 mm lik balonlar ile predila-
tasyonlar saglandi, boylece sitrat genisletilmis oldu. TAP planlandi. Bunun i¢in OM3’e 3.0x15 mm
lik semi-kompliyant balon se¢ildi OM2 i¢in ise 2.75x24 mm’lik Biomatrix flex stent se¢ildi. TAP
yontemiyle OM2‘e stent implante edildi (Sekil 1d, e). Oncesinde miidehale planlamadigimiz OM1
ostiumu, stent sonrasi kritik hale gelince yine aym yontem ile mudehale etme karari verildi (Sekil
1f). OM1 wire edildi. 1.5 mm’lik balon predilatasyonu sonrast CXA govde i¢in 3.0x15 mm’lik ba-
lon, OM1 igin 2.5x18 mm’lik Biomatrix flex stent se¢ildi. Stent implante edildi (Sekil 1g). Boylece
tam agiklik saglanmis oldu (Sekil 1h). Islem bagarili bir sekilde sonlandirilmis oldu. Klinik agidan
stabil hasta ertesi giin taburcu edildi.

Sekil 1. (A) CXA-OM lezyonu, (B, C) OM3 lezyonuna uygulanan PCI iglemi, (D, E) TAP yontemi ile OM2
lezyonuna PCI uygulamasi, (F) igslem sonrasi kritik OMI osteal lezyonu, (G, H) TAP yontemi ile OM1
lezyonuna PCI uygulamasi ve basarili sonug.

OPS-026

AKkut Kkoroner sendromlu gebe hastada spontan sol ana koroner
arter diseksiyonu tespit edilmesi

Erdal Gursul

Canakkale Devlet Hastanesi, Kardiyoloji Klinigi, Canakkale

Giris: Spontan koroner arter diseksiyonuna bagl akut koroner sendrom, gebelikte oldukca nadir
gorulen bir durumdur. Vakamizda; spontan sol ana koroner diseksiyonun tespit edildigi 36 haftalik
gebe hastanin verileri sunulmustur.

Olgu: Kirk alti yaginda, 36 haftalik gebe 4 saatlik gogis agrisi sikayeti ile bagvurdugu ilge devlet
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hastanesinde akut anterior myokard infaktiisu tespit edilmesi uizerine klinigimize sevk edildi. Has-
tanin bagvuru aninda bilinci kapali, agrili uyarana yanit mevcut, dispneik goriiniimdeydi. Tansiyon
arteryal 80/40 tespit edilen hastanin nabiz saysis1 130/dk olarak ol¢iildu. Hastanm fizik bakisinda
akciger bazalde kesiminde ral duyuldu. Elektrokardiyografik incelemede siniu ritmi, v1 v6 gs ve
st elevasyonu izlendi. Ekokardiyolografide ejeksiyon fransiyonu %25 izlendi, inferior segment
harig diger duvarlar agir hipokinetik izlendi. Acil koroner anjiografi unitesine alian vakaya kadin
dogum, anestezi ve kalp damar cerrahisi konsultasyonu istenerek vakaya davet edildi. Hasta entube
edilerek asiste ventilasyona baglandi. Koroner anjiografi islemi sag femoral arter yolunla yapildi.
6F Judking sol diyagnostik katater ile sol sistem goruntulenmesi yapildi. Sol ana koroner arterde
diseke alan ile %80 darlik izlenimi, sirkumfleks arter ostial ve sol anterior desending arter orta bol-
geye kadar uzanmim gorulen %90 darlik izlenimi goruldii (Sekil 1, 2). 6F judkings sag katater ile sag
korner goruntilleme yapildi ve normal izlendi. Hasta kalp damar cerrahisi hekimi ile kadin hasta-
liklart ve dogumu uzman hekimi ile olusturulan konseyde tartisildi ve acil kalp akciger pompasina
baglanarak koroner arter bypass greftleme ve bu sirada sezaryan islemi ile bebegin alinmasi karar-
lagtirtldi. Hasta acil olarak operasyon nitesine alinarak es zamanli pompa destekli koroner arter
bypass operasyonu ve primer sezeryan islemi uygulandi. Bebek yapilan muayenesinde saglikli
olarak degerlendirilerek, yenidogan servisine alindi. Hastanin koroner greftleri baglanarak sternum
stabilizasyonu yapildi. Olas1 kanama komplikasyonunda erken tani ve tedavi amagli batin agik bi-
rakilarak kalp damar cerrahisi yogun bakim tnitesine intraaortik balon pompasi destegiyle alindi.
Sonug: Spontan koroner arter diseksiyonu nadir rastlanilan durumlardir. Ozellikle gebelik do-
neminde rastlanmasi hem maternal hem de fetal olim riski olusturmaktadir. Gebelige bagh hor-
monsal faktor degisimleri ve kardiyak outputun artmasi damar duvarlarinda shear stresi arttirarak
diseksiyon gelisimini kolaylastirmaktadir. Ozellikle gebe akut koroner sendrom ile bagvuruda ko-
roner arter diseksiyonu goz onuinde bulundurularak acil koroner anjiografi uygulanmalidir. Vakalar
bireysel yaklagimla, maternal ve fetal klinik ozellikler degerlendirilmeli; multidisipliner gor
perkutan islem veya bypass operasyonuna karar verilmelidir.

a
Sekil 1. LMCA kanulasyonu sirasindaki goriintii.

Sekil 2. LMCA kanulasyonu sirasindaki goriintii.

OPS-027

Katater trombusu vakasi ve yonetimi

Yicel Kanal, Kevser Guilcihan Balci, Mustafa Micahit Balci, Ceren Yagmur Dogru,
Halenur Saribas, Ilke Erbay, Mehmet Timur Selguk, Orhan Maden

Ankara Sehir Hastanesi, Kalp Damar Hastanesi, Ankara

66 y CABG li dm ve kbh ile takipli erkek hasta NSTEMI ile hastanemize bagvurmustu. LIMA
-LAD si agik LAD akimu ile yarigmali idi. CX -OM safen i agik olan hastanin cx lezyonu i¢in PCI
karar1 alinmisti. Islem oncesi hastaya 9 bin uinite heparin yapildi. Asa ve tikagrelor yuklenmisti.
LMCA 6F JL4 guiding kateter ile kanul edildi. CX lezyon floppy telle gecildi. 2.0x20 mm balon ile
predilatasyon yapildi. Ardindan 3.0x18 mm DES implante edildi. Daha sonra goriintilerde LAD
ici trombisiin distal akimi tikadigr goruldu. LAD stent iginden floppy tel gegildi. NC 3.0x12 mm
balonla instent predilatasyon yapildi. Trombiisun sebat etmesi tizerine hastaya intrakoroner tirofi-
ban yapildi ardindan aspirasyon yapildi. Aspirasyon sonrast akim diizeldi. Hasta nin KYBU taki-
binde kontrast nefropatisi gelisti. Hemodinamisi stabil olan gogiis agrist olmayan hastanin kontrol
anjiosu bobrek fonksiyon bozuklugu sebebiyle ertelendi. PKG’lerde akut okliizyonun en onemli
sebebi diseksiyon ve buna eslik eden trombiis olusumudur. Bu durumun asil nedeni olmamakla
birlikte vazospazm da akut okliizyon durumuna eslik edebilir. Guniimiizde etkin antitrombotik
tedavilerin gelisimi ve stent lerin kullanilmasiyla akut okliizyon oranlari %0.3 seviyelerine gerile-
mistir. Nadir rastlanmasina karsilik MI, oliim ve acil CABG gibi sonuglari vardir. Akut oklizyonun
en Onemli sebebi diseksiyon olmakla birlikte bizim hastamizda belirgin bir diseksiyon gortintimit
yoktu ve bu buyuk trombiisin katater kaynakli oldugunu dusunduk. Bu durumda ilk yapilmas:
gereken hastanin hemodinamik olarak stabilizasyonu ve bir an once akimin tekrar saglanmasidir.
Bunun i¢in okliizyon saptanir saptanmaz intrakoroner nitrogliserin (100-200 mg) yapilarak varsa
vazospazm kirtlmalidir. ACT kontrol edilmeli gerekirse ek doz heparin yapilmalidir. PTCA uygu-
layip goruntii alinmalidir. Damar ¢api >2 mm ustiinde ise STENT yerlestirilmelidir. Goruntiideki
akim ve trombiis durumuna gore glikoprotein 2b/3a inh. tedaviye eklenmesi ve manuel olarak
trombiis aspirasyonu faydali olabilmektedir. Butin bu yapilanlara ragmen akim gelmeyen olgular-
da acil CABG ya da medikal takip karari hastanin hemodinamik durumuna gore karar verilmelidir.

Sekil 1. LAD akimi gitmeden onceki gorituim.

Sekil 2. CX basarili PCI yapildiktan sonraki LAD
stent oncesinden akimin gitmesi.
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Sekil 3. LAD’de balon sonrasi trombius gorii-
numil,

Sekil 4. Trombius aspirasyonu sonrasinda alian
son gorinti.

OPS-028

Asendan aort anevrizma onarimi ile beraber aort valv replasman
ve koroner baypas yapilmis hastanin akut perfore plastrone
apandisit operasyonu sirasinda AVR elevasyonlu miyokard
enfarktiisu gecirmesi

Fatih Ozturk, Hasim Tuner, Mustafa Tuncer

Yiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Girig: Prostetik kapak trombozu hayat tehdit eden onemli bir komplikasyondur. Buradaki trombiis
kapak disfonksiyonuna neden olabilir,daha nadir bir olasilikla bu trombiis koroner arterlere embo-
lize olup, hastay1 akut koroner sendrom tablosu ile karsimiza ¢ikarabilir.

Olgu: Altmis sekiz yaginda erkek hastaya genel cerrahi tarafindan akut perfore plastrone apan-
disit nedeni acil operasyon planlanmus. Yedi ay once asenadan aort anevrizmasi sebebiyle greft
tamiri, aort kapak replasmani ile beraber koroner baypas yapilmis. Operasyon oncesi INR:8.6,
‘WBC:24600, CRP:126 idi. Genel cerrahi operasyon oncest INR’yi dustirmek amagli hastaya 2
unite TDP vermis. Intraop indiiksiyon sirasinda hastanin gogiis agrisi,nefes darligi, soguk terleme
sikayetleri olmus. Cekilen EKG’de (Sekil 1) AVR’de ST elevasyonu, diger derivasyonlarda yaygin
ST depresyonu oldugu gorulmiys. Bundan dolay: hastanin ameliyati iptal edilmis. Hasta post-op
odada degerlendrildi, hastanin tipik goguis agrisi sikayet mevcuttu. Preop EKG’sine gore dinamik
EKG degisikligi vardi. Yatakbasi TTE yapildi. EF %50, posterolateral bolgedeler hipokinetik oldu-
gu gorulda, mekanik aort kapakta gradiyent 35/45 mmhg olcuildi. Hastaya prepop KAG onerildi.
Yapilan KAG’da LIMA-LAD grefti, SAFEN-RCA gerti agik izlendi ancak SAFEN CX (dominat)
greftinde kritik darlik olan bolgede aktif trombiis izlendi (Sekil 2). Trombius 4.5x30 mm ilag sa-
Iiimli stent ile damar duvarina hapsedildi. Sonrasinda stent i¢ine 5.0x15 noncomplian balon ile
postdilate edildi (Sekil 3). Hastanin gogus agrisi ve nefes darligi sikayetleri dramatik bir sekilde
geriledi. Hasta heparin infuizyonu ile koroner yogun bakima alind1. 48 saatin sonunda kapak gradi-
yenti 20/35 diistii ve hasta genel cerrahiye devredildi, hasta genel cerrahlde operasyona 7 giin sonra
alind1 operasyon, ASA, klopidogrel kesilmeden ve INR:1.5 seviyesinde iken yapildi, takiplerinde
patoloji saptanmayan hasta sifa ile taburcu edildi.

Tartisma: Kapak hastalarinda antikoagiilasyon tedavi elzem olup INR yukselmesi veya kalp dist
mildahaleler i¢in INR diisurulme konusu halihazirda tartisilmaya devam edilmektedir. Litaratirde
kapak hastalarinda INR’ye mudahale iki faktore gore degismektedir. Bunlar kanamanin olup ol-
mamasidir. Kanamasi olan hastalarda da major ve minor kanama olarak ayr1 degerlendirilmektedir.
Minor kanamada K vit onerilmekte olup, major kanamada TDP onerilmektedir. Bizim olgumuzda
hastanin kanamasi olmamasi ancak operasyon planlanmasi sebebi ile TDP verilmis sonrasinda
olusan trombiis asendan aort greftinden safen CX greftine atmistir. Burada var olan lezyona takilan
trombiis akut koroner sendroma yol agmistir. Litaratiire bakildiginda hem AVR hem aort grefri
hemde safen grefti olup intraop trombiis olugsan komplex bir olguya rastlamadik. Tedavide safen
greftine peruktan girisim yapildi kapaktaki trombis i¢in heparin infizyonu verdik. Hasta 48 saat
heparin infuzyonu altinda takip edildi sonra hasta genel cerrahiye devredilmistir. Post op 24. Saa-
tinde varfarin tekrar baglanmugtir.

5 1 Sekil 1. Intraop cekilen
EKG, AVR elevasyonu,
yaygm ST depresyonu
olan EKG.

Sekil 2. SAFEN-CX anastamoz sonrasi tromboze kritik darlik.

Sekil 3. SAFEN-CX islem sonrasi
goruniim.
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OPS-029

Radyal anijografi sirasinda gelisen radyal arter ruptiriniun yonetimi

Mehmet Taha Ozkan, Khudaverdi Khojamguliyev, Tolga Han Efe, Muhammed Erzurum,
Alperen Tag, Cagatay Tunca, Sadik A¢ikel, Tolga Cimen, Nail Burak Ozbeyaz

Ankara S.B. Diskapt Yildirum Beyazit Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara

Koroner arterlere yapilan perkuitan girisimler sirasinda girig yolu olarak radiyal arterin kullanimi
son yillarda hizla yayginlagmistir. Femoral artere kiyasla giris yerinin radiyal arter olarak segilmesi
olumctl kanamalarda belirgin azalmaya neden olmaktadir. Son kilavuzlarda da radiyal erigimin
oncelikle kullanilmasina yonelik oneriler bulunmaktadir. Radial yol; femoral yolla karsilastirildi-
ginda, erigim bolgesiyle iligkili major komplikasyonlarin daha dusiik oranda oldugunu gostermis-
tir. Nadir gorulen bir komplikasyon olmasina ragmen, iyatrojenikradial arter perforasyonu, kom-
partman sendromu ve akut arterialiskemi riskini ortaya ¢ikarabilir. Vakamizda iyatrojenikradiyal
arter perforasyonuna yaklagimi ve bu vakalarin yonetimini ele aldik. Bilinen koroner arter hastaligt
risk faktorleri olmayan 64 yaginda kadin hasta acil servise 3 gundiir araliklarla olan sikistirict
tarzda gogus agrisinin siddetlenmesiyle bagvurdu. Cekilen EKG’sinde inferior derivasyonlarda
subakutinferior MI ile uyumlu STelevasyonu saptandi. Hasta primerperkiitan koroner girigime
alindi. Kilavuz onerisiyle girisimde radiyal yol kullanildi. Yapilan koroner anjiografide RCA ve
Cx de kritik lezyonlar saptand: ve perkiitan koroner girisim karari verildi. RCA ya 3 stentimplan-
tasyonu yapildi. Sol ana koronere oturabilmek igin AL1 kilavuz kater ilerletilirken hasta sag on
kolunda agr1 hissetti. Yapilan kontrol goriintulemederadiyal arterriipturt ile uyumlu opak madde
ekstravazasyonu saptandi. Bunun uizerine radiyal arterfloppy tel ile gecildi kateter ucunda 2.5x12
mm balon dusik atmosferde sislirekruptir bolgesinden kateter ilerletilerek gecildi. Ana koronere
ALLI Kkateter ile oturularak CX e 1 adet stentimplante edildi. Islem sonrasi alinan goriintude riiptar
ve ekstravazasyonun devam ettigi goriildii. Bunun tizerine riiptir bolgesine 2.5x30 mm balon 16
atm de 5’er dakika araliklarla toplam 20 dakika sisildi. Ruptur devam etmesi tizerine 3.0x27 mm
greftstent 14 atm de implante edildi. Ekstravazasyonun azaldigi ve ulnar arter akiminin iyi oldugu
goruldu. Sonrasindahastaninriiptiir bolgesine baskili bandaj uygulanarak takip edildi. Takiplerinde
agr1, uyusukluk his kaybi gibi kompartmansendromu bulgular1 gorilmedi. Yapilan kontrol dopple-
rusg de bolge tromboze saptandi.Unlar arterde dolugunun iyi oldugu izlendi. Hasta takibe almarak
48 saat gozlendikten sonra taburcu edildi.

Sekil 1. Balon.

Sekil 3. Stent. Sekil 4. Stent sonrasi ve ulnar akim.

OPS-030

Geng¢ kadin hastada spontan koroner arter diseksiyonu:
Basarih tam ve tedavi

Alperen Tag, Haluk Furkan Sahan, Nail Burak Ozbeyaz, Muhammed Taha Ozkan
Ankara S.B. Diskapt Yildirim Beyazit Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Spontan ya da iatrojenik koroner arter diseksiyonu iskemik kalp hastaliklar1 iginde ender
rastlanan bir durum olup koroner arter diseksiyonu olgulari ani lum seklinde veya kardiyojenik
sokun eslik ettigi miyokard infarktusi ile birlikte goriilebilmektedir. Olgularin %75-80’i kadindir
ve bunlarin icte biri son trimaster gebeler ve dogum sonrasi ilk 3 ay icindeki olgular olustur-
maktadir. Spontan koroner arter diseksiyonu olgularinda hastalar genellikle belirgin risk faktorii
tagimamaktadir. Bu hastalarda siklikla LAD tutulumu izlenmekte olup nadiren LMCA, Cx, RCA
tutulumuda goriilebilmektedir. Bizim vakamizda akut koroner sendrom ya da myoperikardit on
tanilari ile takip edilen 22 yaginda bir hastanin olgusu sunulmustur.

Olgu: Yirmi iki yaginda kadin hasta acil servise ani baglayan epigastrik gogiis agrisi ile bagvurdu.
Kardiyak markerlari normalin st sinirindan 1000 kat yitksek saptanmasi iizerine hasta tarafimizca
degerlendirilip akut koroner sendrom ve myoperikardit on tanilari ile hospitalize edildi. Labora-
tuar degerlerlerinde kardiyak marker yuiksekligi olan hastanin elektrokardiyografisinde belirgin
iskemik degisiklik saptanmadi (Sekil 1). Ekokardiyografide LVEF: 65 olan hastanin sag bosluk ve
boyutlart normal saptandi, major kapak patolojisi saptanmadi. Myoperikardit tedavisi uygulanan
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hastanin yatisindan 8 saat sonra koroner angiografisi planlandi. Hastanin sol sistem koroner anji-
ografisi normal olarak saptand: (Sekil 2). RCA trasesinde proksimal segmentten baslayan ve mid
bolume kadar uzanan diseksiyon hatt1 izlendi (Sekil 3). Gogus agris1 devam eden hastaya RCA
girigim karart alind1. Rca lezyonu dikkatli sekilde tel ile gegildikten sonra 2.75x23 mm DES 20 atm
basingta implante edildi. Hastanin iglem sonrasi gogiis agrisiin geriledigi izlendi. Takiplerinde
kardiyak marker geriledi. Iki giin koroner yogun bakim initesi izlemi sonrasinda hasta taburcu
edildi. Hastaya asetilsalisilik asit, klopidogrel seklinde dual antiplatelet tedavi 12 ay boyunca ve-
rilmesi planlandi. Hastanin birinci ay takibinde gogiis agrisinin olmadig izlendi.

Tartisma: Koroner arterierin diseksiyonu koroner ateroskleroz, Marfan hastalig1 gibi bag dokusu
hastaliklar1, gogiis travmasi, aort diseksiyonunun retrograd olarak ilerlemesi, balon anjiyoplasti
veya kalp cerrahisi sonrasi goriilen bir tablodur. Spontan koroner arter diseksiyonlar1 ortalama 3.
ve 4. dekatlarda goriilmektedir. Peripartum donemde olmak, bag dokusu hastaligina sahip olmak,
sigara kullanimu risk faktoru olarak kabul edilebilir. Hastaligin tedavisi vakadan vakaya degismek-
le birlikte trombolitik tedavi, prekiitan koroner girisim, secilmis olgularda koroner arter baypass
grefti dusunulebilmektedir.

Sonug: Spontan koroner arter diseksiyonu, akut iskemik semptomlarla bagvuran geng eriskinde,
ozellikle kadinlarda akla getirilmesi gereken bir durumdur. Anjiyografi sonrasi tedavi segenekleri
hastaya gore degerlendirilmelidir.
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Sekil 2. Hastanin sol sistem koroner anji-
yografisi.

Sekil 1. Hastanin EKG'si.

Sekil 3. Hastanin sag sistem koroner anjiyografisi. Sekil 4. Hastanin RCA perkiitan koroner girigimi.

OPS-031

Sirkumfleks arter (CX) trifukasyon lezyonuna perkitan
koroner girisim

Ersin Ibisoglu,' Ercan Cegilli,' Bedrettin Boyraz,' Aslan Erdogan,”
Engin Algiil,? Sevim Turkday Derebey'

'Bitlis Tatvan Devlet Hastanesi, Bitlis

?Bitlis Devlet Hastanesi, Kardiyoloji Klinigi, Bitlis

Olgu: Bifurkasyon vakalarina girisim bircok merkezde yapilabilirken, trifukasyon lezyonlarina
yaklagimla ilgli standart bir prosedur bulunmamaktadir. 74 yasinda sigara bagimlisi bir erkek hasta
acile 30 dakikadir baslayan gogus agrisi sikayetiyle bagvurdu. Cekilen 12 derivasyonlu EKG’de
D2, D3, AVF, V5, V6 derivasyonlarinda ST elevasyonu goruldii. Inferior miyokard enferktusit
(MI) tanisiyla yapilan koroner anjiyografisinde sol on inen arterde yaklasik %80-90 darliga neden
olan musculer bridge, sag koroner arter normal, sirkumfleks arterin (CX) gelismis iki optus mar-
ginalis (OM) dallarinin hizasinda trifukasyon bolgeden %99 (tromboze) lezyon oldugu gosterildi
(Sekil 1-3). Primer peruktan koroner girisim (PCI) planlanip mini crush yontemiyle bifurkasyon
stent takilmasi planlanarak bu girisime en uygun iki dal segildi. Lezyonlar guidewirelar ile gegildi
(Sekil 4). 2,75/26 DES CX ana govdede; 4,0/24 BMS OM2’de olacak sekilde mini crush yonte-
miyle stentler lezyonlara implante edildi (Sekil 5-7) CX ana govdeye rewire uygulanarak 2,75 NC
balon CX ana govdede; 4,0/15 NC balon OM2’de olacak sekilde kissing balon yontemi uyguland:
(Sekil 8). Her iki dalda tam agiklik saglandi. OM1 ostealindeki %100 tromboze lezyona tirofiban
infuzyonu sonrasi kontrol anjiyografiyle degerlendirilmesi karari verildi (Sekil 9). Hasta koroner
yogun bakima alinarak tirofiban infuzyonu basland. 48 saatlik tirofiban infuzyonu sonrasi tekrar
koroner anjiyografi laboratuvarina alinan hastanin yapilan anjiyografisinde stentlerin agik oldugu,
OM2’deki trombiis imajinin kayboldugu ve TIMI-3 akimin saglandigi goruldi (Sekil 10). Hasta
ic guin koroner yogun bakim unitesinde takip edildikten sonra tikagrelor ve ASA ile bir y1l takip
edilmesi planlanarak sifa ile taburcu edildi.

Tartisma: Hasta stabil angina nedeniyle bagvurmasi halinde cerrahi konsey ile girigsim se¢enekle-
rinin tartigiimasi kaginilmaz sekilde gerekmektedir ancak hastanin akut koroner sendromla bagvur-
mus olmasi ve hemodinaminin beklemeye misait olmamasi perkiitan koroner girisim yapilmasini
zorunlu kilmaktadir. Bu tur tromboze lezyonlarda koroner anatomiyi gorup lezyonun trombiis
yukiune gore PCI yapilmas: veya herhangi bir girisim yapmadan tirofiban infuzyonuyla takip et-
mek de bagka bir secenek olarak karsimizda durmaktadir. Bu tur vakalarin degerlendirilmesinde
operatorin tecritbesi ve hastanin hemodinamisine gore hasta bazh se¢im yapmak gerekmektedir.
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Sekil 1. Sekil 2.

Sekil 3. Sekil 4.

Sekil 6.

Sekil 7. Sekil 8.

Sekil 9. Sekil 10.
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OPS-032

Perkutan koroner girisim sirasinda gerceklesen coklu
koroner diseksiyon ve yonetimi

Yiicel Kanal, Mustafa Miicahit Balci, Kevser Giilcihan Balci,
Mehmet Ugur Caligkan, Elmas Kaplan, Idris Yakut, Orhan Maden

Ankara Sehir Hastanesi, Kalp Damar Hastanesi, Ankara

Diseksiyon genis bir doku flebi ile ayrilmig iki ayri lumen olarak tanimlanmaktadir. Koroner disek-
siyon, damar duvari katmanlarinin, balon sisirilmesi veya cihaz manipulasyonu sirasinda iatrojenik
plak kirilmasi ve ayrilmast ile olusur. Diseksiyon, antegrad veya retrograd sekilde ilerlemekle birlikte
eger atrioventrikiiler olukta ilerleyen CX de olusursa distal bolgeye ¢ok ilerlemez. Ancak diseksiyon
ince bir damar bolgesinde olusursa ilerleyici ve lumeni kapatici etkisi daha belirgin olur. Bu nedenle
hemodinaminin aniden bozulmasina ve dlime neden olabilir. Yetmis sekiz yaginda hipertansiyon ve
astim diginda bagka kronik rahatsizligi olmayan, ace inhibitorui ve kisa etkili bronkodilator kullanan
kadin hasta USAP ile klinigimize bagvurmustu. EKG’si NSR ST-T degisikligi yoktu EF si 55 duvar
hareketleri normal idi.Acil RCA PCI yapilan hastanin LAD ve CX lezyonlari i¢in elektif PCI karar1
verilmigti. Hasta elektif PCI i¢in sag femoral yolla 6F JL4 guiding kataterle LMCA kanule edildi.
Floppy telle CX lezyonu gegildi. 2.0x20 mm balonla lezyon predilate edildi. Ardindan 2.25x18 mm
DES implante edildi. Stent sonrasi diseksiyon goriilmesi uizerine diseksiyon bolgesinde 1.5x20 mm
balonla 8-10 ATM de 5 dk sisildi. Kontrol kag da diseksiyon sebat ediyordu fakat akim bozulmadigi
ve damar ¢apinin kiigiik olmasi (¢ap1 <2 mm) sebebiyle bu bolgeye medikal takip planlandi ardindan
alman kontrol goriintillerinde LMCA opak kaldigi, diseke oldugu goruldii gogus agrisi da baglayan
hastada floppy telle diseksiyon gecilmeye ¢alisild fakat telin false limende oldugu gorulunce tel
orada birakilip, wisper tel alind1 ve diseke alan gegildi. LMCA dan LAD ye uzanan 3.0x22 mm
DES takildi. LMCA YA 5.0x10 mm balon ile POT yapildi. Daha sonra bu stentle overlop olacak
sekilde LAD ye 3.0x22 DES implante edildi.CX akimi bozulmayan ve LAD akimi duizelen hastanin
agris1 gecti hemodinamisi stabil olan hasta KYBU alindi. Hastanin islem sonrasi bakilan EKO sunda
EF 50-55 IVS bazali hafif hipokinetikti. KYBU takibinde CIN geligen hasta nin takiplerinde BFT
degerleri diizeldi ve sifa ile taburcu edildi. Diseksiyon da prognozu etkileyen 2 faktor risk altindaki
damar uzunlugu ve antegrad akimin butunlagudur. Koroner akimi bozmayan kugiik diseksiyonlar da
tedaviye ihtiyag yoktur. Eger damar gapi <2.5 mm ise en iyi strateji diasuk bagingla tekrarlayan balon
inflasyonu yapmaktir. Uzun ve kan akimini bozan diseksiyonlar ciddi olarak degerlendirilmesidir ve
ozellikle damar ¢ap1 >2.5 mm ise acilen stent takilmalidir. Lokal diseksiyonlarda lokal stent uygula-
masi yapilirken LMCA ve RCA osteal diseksiyonlarda once osteal segment stentlenir ardindan distal
bolgeye stent uygulani. LMCA diseksiyonlarmin tedavisi gogu zaman cerrahidir fakat ok veya olii-
mil engellemek icin dakikalar iginde LMCA’nin agilmasi gerekebilir. Bu durumda LMCA stentlenir
ve iglem sonrasi hasta stabillesince cerrahi karar tekrar gozden gegirilebilir.

Sekil 1. CX lezyonu ve diseksiyon gelismeden Sekil 2. CX lezyonundan floppy telin gegilmesi,
once ki goriiniim. Imca ve lad proximalinin diseksiypn oncesi go-
riniimii.

Sekil 3. CX e stent sonrasi stent distalindeki di- Sekil 4. CX diseksiyon bolgesinde balon inflas-
seksiyon yonu.

Sekil 5. LMCA da radyolusen goruniim. Sekil 6. LMCA da LAD ye uzanan diseksiyon,
biri false 1 i true lumende olan 2 tel.
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Sekil 7. LMCA daki dseksiyon hattina LAD ye
uzanan stent uygulanmasi.

Sekil 8. LAD ye stent.

Sekil 9. Imca ya POT. Sekil 10. Son goruntii.

OPS-033

Tek koroner arter anomalisi
Mehmet Kiling, Ibrahim Oguz, Cihan Ilyas Sevgican, Ismail Dogu Kilig
Pamukkale Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Denizli

Koroner arter anomalileri nadir goriilen konjenital anomalilerdir. Cogu belirti vermezken, bazilart
ise gesitli kardiyak yakinmalardan ani 0lume kadar neden olabilirler. Anomalili damarin pulmoner
arterden kaynaklandigi ve koroner arterlerin interarteriyel seyir izledigi (aort ve pulmoner arter)
durumlar diginda koroner arter anomalileri cogunlukla iyi huylu ve asemptomatiktirler. Cogunluk-
la rutin koroner anjiyografi sirasinda tesadufen tani konulan koroner arter anomalileri %0.6-1.3
siklikta goruliir. Tek koroner arter (TKA), aort kokiinden tek koroner ostium ile gikarak tiam kalbi
besleyen nadir gorilen konjenital anomalidir. TKA %0.03-0.4 gibi ¢ok daha di olasilikla kar-
silagilan bir koroner arter anomalisidir. Altmus iki yaginda bilinen kardiyak oykisit olmayan kadin
hasta, nefes darlig: sikayetiyle merkezimize bagvurdu. Ozge¢misinde kardiyovaskiler risk faktoriu
olarak hipertansiyon ve diyabetes mellitus bulunmakta idi. Elektrokardiyografisinde siniis ritmi ve
inferior-V3-V6 derivasyonlarinda 0.5 mm ST depresyonu mevcut idi. Ekokardiyografide; Ef %65,
hafif mitral ve trikuspit yetersizligi, sag atrium iginde eustachian valve saptandi. Hastanin nefes
darlig: sikayeti nedeni ile efor testi yapilmasina karar verildi. Yapilan efor testinin siipheli pozitif
gelmesi, hastanin mevcut risk faktorleri ve sikayetleri goz dontinde bulundurularak koroner anji-
yografi planlandi. Koroner anjiyografide tek koroner arterin sol siniis valsalvadan kaynaklandig1
gorildu. Yapilan aortografide baska koroner ¢ikis izlenmedi. Anlamli darhiga neden olabilecek ate-
rosklerotik plak olusumu gozlenmedi. Hastaya ¢ok kesitli bilgisayarli tomografi (BT) cekildi. Sag
ana koroner arter aort koki sol anterolateralinden ¢ikmakta olup normal kontur ve kalibrasyonda
izlendi. Tek koroner arter anomalisi tanisi konularak hasta ayni giitn medikal tedavisi diizenlene-
rek taburcu edildi. Hastanin medikal tedavi sonras: sikayetleri azaldi. Medikal tedavi ile birlikte
yasam tarzi degisikligi ve agir egzersizden kaginmasi onerilen hasta diizenli izleme alind1. Ug y1l-
Iik takipte hastanin sikayetlerinde artma izlenmedi, diizenli araliklarla yapilan ekokardiyografide
anlaml degisiklik izlenmedi. Guniimuzde TKA olgularinin izlem ve tedavisi ile ilgili yayimlan-
mug herhangi bir kilavuz ve yerlesmis bir goriiy bulunmamaktadir. Ancak medikal tedaviye yamit
vermeyen hastalarda ve koroner arterlerin aort ve ana pulmoner arter arasinda seyrettigi olgular ile
sag ventrikiil ¢ikis yolu ile aort arasinda seyreden olgularda cerrahi tedavi onerilmektedir. Bizim
olgumuz medikal tedaviye iyi yamt verdigi i¢in bu sekilde izlemi uygun bulduk. Ayrica, hasta-
miza agir egzersizden kaginmasi onerildi. Sonug olarak, TKA anomalisi nadir gorilen bir durum
olmasina ragmen anjinal sikayetlerden ani dlume kadar uzanan genis bir klinik durumdur. Tedavisi
hastaya gore degisiklik gosterebilir. Hastalarin yagsam tarzi degisikligi ile birlikte agir egzersizden
kacinmasi onerilerek yakin izlemlerinin yapilmas: gerekmektedir.

Sekil 1. Koroner anjiyografi
goruntusi.

Sekil 2. Koroner anjiyografi go-
rintiisi.

Sekil 3. Koroner anjiyografi
gorlintisu.
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OPS-034

Szabo teknigi ile LAD ostial darhiga basarih stent uygulanmasi

Ikin Guliyev
Ozel Tokat Medical Park Hastanesi, Kardiyoloji Boliimii, Tokat

Ostial lezyonlar genelde fibrotikdir, rekoile yatkin, kalsifik ve gorece serttir, “geographic miss”
siktir. Medina 0,0,1 lezyonlarin tedavisi gugtur. Sol ana koroner artere (LMCA) uzatilan stent
gelecekteki girisimleri engelleyip LMCA'da akut problemlere de neden olabilir.

Olgu: Bilinen hipertansiyon tanist olan 74 yagl kadin hasta unstabil anjina tams ile koroner an-
jiografi laboratuvarina alindi. Hastanin sol on inen arter (LAD) ostialinde ciddi darlik izlendi (Se-
kil 1). Lezyon Medina 0.0.1. olarak siniflandirildi ve perkiitan koroner girisim karari alindi. Sag
femoral arterden 7F EBU kilavuz kateter ile sol koroner sisteme oturuldu. LAD ve Cx 0.014 ing¢
kilavuz tel (PT? Light Support Boston Scientific) ile tellendi. LAD’deki darliga 6nce 2.5x10 mm
semi-complian balon ile predilatasyon yapildi. Szabo teknigi ile LAD’deki darliga PKG yapilmasi
planlandi, 3.5x12 mm ilag kapli stent (Supralfex, SMT) bu teknik i¢in hazirlandi. Stentin proksimal
strut’t balon 4 atm de sisirilerek agildi, yan daldaki (CX) telinin proksimali stentin en proksimal
strutindan gegirilidi (Sekil 2) ve elle stente yeniden sekil verildi ve stent lezyona gonderildi,ana
dalda yan dal teli ilerlemeyi durdurana kadar ilerletildi (Sekil 3) ve 16 atm’de sisirldi, tam agiklik
saglandig izlendi (Sekil 4). Cx teli geri alindi, 4.0x8 mm NC (NC Sprinter RX, MEDTRONIC)
balon ile stent icine postdilatasyon yapilarak isleme son verildi.

Tartigma: Izole ostial lezyonlarda en onemli hedef stentin lezyonu tam kaplamasi ve “geographic
miss” gelismemesini saglamaktir. Ostial lezyonlarda diger lezyonlara kiyasla restenoz daha siktir.
Szabo teknigi Szabo ve arkadaglar tarafindan 2005 yilinda tanimlandi. Bu teknik kolay uygula-
nabilir olsa da stentin tam yerlestirilememesi, stentin digmesi veya lezyondan ge¢medigi vakalar
literattirde bildirilmigtir.

Sekil 2. Stentin hazirlanmasi.

Sekil 1. LAD ostial darlik.

Sekil 3. LAD stent hizalama. Sekil 4. LAD stent sonrasi.

OPS-035

Trauma-induced acute myocardial infarction treated with
low dose slow infusion tPA: A case report

Murat Ak¢ay, Ufuk Yildirim, Omer Gedikli, Metin Coksevim, Serkan Yiiksel
Department of Cardiology, Ondokuz Mayts University Faculty of Medicine, Samsun

Coronary artery injuries after blunt chest trauma is very rare, but can be life-threatening due to
resulting in severe acute myocardial infarction. Shear force causing to intimal rupture is the poten-
tial trigger of the thrombus formation. A 41-year-old male patient was admitted to our emergency
department with retrosternal typical chest pain. Patient had a history of blunt chest trauma by rece-
iving a blow of fist in a fight one hour prior to his admission (Figure 1a). On physical examination,
palpation revealed tenderness on left side of the chest wall. No murmurs were heard and lungs were
clear. The brain and chest tomography, extremity radiographs of the patient showed no pathology
or bleeding other than nasal fracture.There was no risk factor other than cigarette. Electrocardiog-
raphy showed ST-segment elevation in leads D2, D3, aVF (Figure 1b). Cardiac troponin I was 4.8
ng/ml, other laboratory parameters were normal. Transthoracic echocardiography demonstrated
apical wall minimal hypokinesia with a 45% left ventricular ejection fraction. Since there was
ST-segment elevation and segmental wall motion abnormality, urgent coronary angiography was
planned. 300 mg acetylsalicylic acid, 600 mg clopidogrel, enoxaparin 6000 IU half dose of int-
ravenous treatments were started. Coronary angiography demonstrated a intraluminal thrombosis
leading to 80-90% stenosis in proximal region of left anterior descending coronary artery (LAD)
that allowed distal TIMI-3 flow (Figure Ic). The tirofiban infusion was started a 0.15 mcg/kg/min
dose for 48 hours after intracoronary bolus dose. After tirofiban infusion, control coronary angiog-
raphy was performed. The thrombus has been continued with 50-60% stenosis in LAD (Figure 1d).
After the literature search and considering the formation of acute thrombus by coronary dissection
in the possible aetiology, low dose slow infusion tPA was considered.The patient was informed,
and 25 mg tPA was given in 24 hours.Control coronary angiography performed 2 days later sho-
wed irregularity of the vessel wall but thrombus disappeared completely (Figure 1e). Intravascular
ultrasonography could not be performed due to the inability to provide catheter. The patient was
discharged uneventfully with acetylsalicylic acid, clopidogrel, atorvastatin and metoprolol the-
rapy 3 days later. One month later, there was no symptom at follow-up visit. The probability of
coronary artery injury should be examined in all patients after a blunt chest trauma. Symptoms,
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clinical findings are often misleading and high suspicion is required for diagnosis. Evaluation of
early electrocardiographic and cardiac markers and selecting a rapid reperfusion therapy strategy
are fundamental to the initial evaluation of the patient. Treatment of traumatic coronary injuries
include interventional techniques, coronary stenting, coronary artery bypass surgery and also low
dose slow infusion tPA protocol as in our case, with generally excellent outcomes.

b

Figure 1.

OPS-036

Direncli gogiuis agrisi ve senkop’a neden olan tam kalp blogunun
geri donusumlil bir nedeni: Vazospastik anjina

Ersin Cagn Simsek

Tzmir Tepecik Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Izmir

Varyant veya Prinzmetal anjina olarak da bilinen vazospastik anjina (VSA), ozellikle koroner
arterlerdeki vazospazm nedeniyle gegici ST segment yukselmesi ile retrosternal gogus agrisinin
oldukga nadir bir nedenidir. Perkutan koroner revaskiilarizasyonu tam yapilmis olmasina ragmen
tekrarlayici gogius agrist ve senkopa neden olan tam kalp blogu gelisen karmagik ve nadir bir VSA
vakasi sunuyoruz. Elli dokuz yaginda bilinen HT ve DM tanilar1 olan erkek hasta tekrarlayici tipik
vasifli gogiis agrisi ve agni sirasinda kisa sureli senkop yakinmasi ile kardiyoloji polikligine bas-
vurdu. Ekg’de siniis ritmi, iskemik degisiklik saptanmayan hastanin rutin hemogram ve biyokim-
yast normal sinirlarda saptandi. Troponin I 0.63 ug/L (referans aralik 0.02-0.06) saptanmasi izeri-
ne yapilan koroner anjiyografide RCA proksimal spazm, CX %80 darlik, LAD plakli ve govdede
spazm (Sekil 2-4) saptanan hastada CX lezyonunda nitrat sonrasi gerilemeye olmayinca 2.5x15
mm DES implante edildi. Islemden 6 saat sonra siddetli gogiis agrisi olan ve EKG ‘de anteriorda
ST depresyonu ve T negatifligi gelisen hasta tekrar koroner anjiyografiye alindi. CX stent ici bagla-
yip distale uzanan trombiis saptanmasi iizerine 2.25x23 mm DES implante edildi. Koroner yogun
bakimda izlem sirasinda kisa siireli gogis agrisi ataklar1 sonrast metoprolol dozu artirildi ve 48 saat
saatlik nitrat infuzyonu baglandi. Nitrat infuzyonun kesilmesi sonrasi 24 saat i¢inde 6 defa anjinal
atak tarifleyen hastanin en son anjinas: sirasinda senkop gelisti. EKG’de inferior derivasyonlarda
ST elevasyonu ve AV tam blok (Sekil 1) tespit edilen hasta tekrar koroner anijografiye alindi. CX
stentlerin agik oldugu ve intrakoroner nitrat sonrasi yapilan goruntulemede diger koronerlerde cid-
di bir lezyon olmadig goruldu (Sekil 2-4). Bunun tizerine aterosklerotik koroner arter hastaliginin
eslik ettigi vazospastik angina diisuniilerek metoprolol kesildi ve yerine donce amlodipin sonra da
ilave verapamil eklendi. Iki gun takip edilen hastanin gogus agris1 tekrarlamadi ve ritm holterde
av blok izlenmedi. Antiagregan, statin oral nitrat, verapamil ve amlodipin tedavisi ile semptomsuz
taburcu edildi. VSA’nin temel tedavisi nitrat ve kalsiyum kanal blokerleri olup ozellikle selektif ol-
mayan B-Bloker ilaglar ataklar tetikleyebilir veya vazosapazmi uzatabilir. Peruktan koroner giri-
simlerle tam revaskularizasyona ragmen tekrarlayan gogus agrilarinin olmasi, ozellikle tedavisine
B-bloker eklendikten sonra anjinal atak sikliginin artmasi ve gogus agrisi sirasinda gegici inferior
derivasyonlarda ST segment elevasyonu ve tam kalp blogu saptanmas:t VSA’y1 destekleyici bul-
gulardi. Bu vakada, ileti sistemini baskilayici verapamili verilmesine ragmen, vazospazmin etkin
sekilde medikal tedavisi sonucunda kalp blogu tekrarlamadi. Sonug olarak epizodik gogus agrist
ve agri sirasinda tam kalp blogu gibi aritmilerin varliginda etiyolojiye yonelik degerlendirme ya-
pilirken ateroskleroza bagli ciddi koroner arter darligi olsun ya da olmasin VSA unutulmamalidir.
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Sekil 1. Elektrokardiyogram (EKG): (A) Vazospasmin indukledigi total AV blok
ve inferior ST elevasyonunu, (B) nitrat verilmesinin hemen ardindan bu bulgularin
geriledigini gostermektedir.
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Sekil 2. Koroner anjiyogramda (KAG):CX imajlarinda (A) stent trombozu (kirmizi
ok) (B) stent trombozunun bagartli bir sekilde agilmasi (C) baska bir seanstaki stentin
agik oldugu ancak distalinde spazm (siyah ok), (D) Intrakoroner nitrat yapilmasinin
ardindan stent distalindeki spazmin geriledigi goriilmektedir.

Sekil 3. Koroner anjiyogramda (KAG): (A) RCA da proksimal ve crux dncesi vazos-
pazm (siyah oklar) (B) Intrakoroner nitrat yapilmasinin ardindan spazmin geriledigi
(siyah ok) gorulmektedir.

i

Sekil 4. Koroner anjiyogramda (KAG): LAD nin AP-Kranial goriintilemesinde (A)
diagonal ayrimi sonrasi vazospazm (siyah ok) (B) Intrakoroner nitrat yapilmasinin
ardindan spazmin geriledigi (siyah ok) izlenmektedir.

OPS-37

Ciddi kalsifik LAD lezyonu - kilavuz kateter uzatic1 kateter
(guideextension) olmadan mudahalenin bedeli

Kerim Esenboga, Emir Baskovski, Nil Ozytincii, Mohamed Asfour, Eralp Tutar
Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Yetmis u¢ yasinda kadin hasta kardiyoloji poliklinigine bir haftadir olan class II tipik angina ile
bagvurdu. Hastanin bilinen hipertansiyon, hiperlipidemi ve koroner arter hastahgi oykiisii mev-
cuttu. 2008 yilinda RCA proximal ve Cx proximale stent implantasyon oykiisti olan hastanin,
anjiyografide LAD’de non-obstruktif lezyonlar saptanmisti. Bagvuruda hastanin fizik muayenesi,
EKG bulgulari normal sinirlarda olup yapilan ekokardiyografide segmenter duvar hareket kusuru
saptanmadi. Hastaya koroner anjiyografi yapildi. Sag koroner arter ve circumflex artere implante
edilen stentlerin agik oldugu izlendi. LAD yaygin kalsifik izlendi, birinci diyagonal dal sonrasida
%70 darlik yapan kalsifik plak, ikinci septal sonrasinda %70 darlik yapan kalsifik plak, dordinct
septal sonrasinda %60-70 darhik yapan kalsifik plak izlendi (Sekil 1a). Ayrica, birinci diyagonal
govdesinde ve diyagonalden ¢ikan yandalda %50 darlik yapan plaklar izlendi. Hastaya perkiitan
koroner girisim planlandi. Komplike LAD lezyonlarina kateter destegi icin ekstra destekli kila-
vuz kateter (Q 4.0) secildi. Lezyonlara oncelikle 2.0mm balonla anjiyoplasti yapildi, ardindan
stent implantasyonu denendi ancak stent ilerletilemedi. Ardindan, kalsifik tortiyoz lezyonlara non-
kompliyan balon ile yeniden predilatasyon yapildi (Sekil 1b). Ultra-ince strut’li stent ilerletilmeye
calisildiginda kateterin destek giicii yetmedigi icin, kilavuz kateter uzatic1 kateterler (Guidezilla,
Guideliner) bulanamadigindan, kilavuz kateterin ucu LAD- birinci diyagonal hizasina gelecek
kadar derin entube edildi (Sekil 1c). Distal, orta ve proksimaldeki lezyonlara stentler implante
edildikten sonra kateter geri ¢ekildiginde alinan kontrol anjiyografik goruntide D1 oncesi alanda
diseksiyonun gelistigi izlendi (Sekil 2a). Derin entiibasyonun bu komplikasyonu diseke alana stent
implante edilerek yonetildi (Sekil 2b). Eksta-destekli kateterler, sol Judgkins katetere gore daha iyi
destek saglamakla birlikte, kalsifik ve tortioz lezyonlarda bu destek yetmeyebilir. Boyle durum-
larda kilavuz uzatici kateter (Guidezilla, Guideliner vs.) kullanilabilir, veya nispeten daha riskli
ancak maliyeti daha diisuk manevra olan derin entiibasyon yapilabilir. Derin entubasyon yapilan
vakalarda kateter geri cekildikten sonra mutlaka ilgili alanin anjiyografi goruntusu almmali ve
komplikasyon saptanmasi durumunda miidahale edilmelidir.
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Sekil 1. (A) Sol koroner anjiyografi, LAD’de kalsifik, tortioz lezyonlar. (B) Non-kompliyan balon ile predi-
latasyon. (C) Birinci diyagonal arter hizasina kadar derin entube edilmis kilavuz kateter.

Sekil 2. (A) Kilavuz kateter geri cekildikten sonra kontrol anjiyografik gorntii. Proksimal LAD’de olusan
hazy-diseke alan yildiz ile gosterilmistir. (B) Proksimal stentleme sonrasi son anjiyografik gorintii.

OPS-038

Sag siniis valsalva cikish sol koroner sisteme sahip hastada
stres kardiyomiyopatisi

Batuhan Ozbas. Nurullah Cetin, Eren Ozan Bakir, Mehmet Sait Selguk,
Ali Riza Bilge, Ozgur Bayturan

Celal Bayar Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Manisa

Koroner arter anomalileri, kardiyovaskiiler hastaliklar igerisinde yaygin olmayan bir kategoridir.
Genellikle rastlantisal olarak saptanirlar ve asemptomatiktirler ancak sol ana koroner arterin sag
sintis valsalvadan koken aldig1 anomaliler onem arz eder. Bu anormal kokenli koroner arterler
kendi sulama alanlarina giderken interarteryel, prepulmonik, transseptal veya retroaortik seyir gos-
terebilirler. Interarteryel haricindeki seyir varyasyonlarinda intrinsik hemodinamik degisiklikler
olmazken, interarteryel seyirde koroner arterin aorta ve pulmoner arter arasinda seyri, miyokar-
diyal iskemi veya ani kardiyak 6lume yol agabilir. Stres kardiyomiyopatisi, sol ventrikiilin gecici
bolgesel sistolik disfonksiyonu ile karakterize, miyokard enfarktusunu taklit eden tikayici koroner
arter hastaliginin anjiografik kanitinin olmadig bir sendromdur. Apikal tip olarak adlandirilan tipik
formunda sol ventrikulin mid ve apikal bolimlerinde hareket kusuru olup bazal duvarlar hiper-
kinetik goriinumdedir. Bunun haricinde atipik formlar1 da midventrikuler, basal ve fokal olarak
smiflandirilmig, hastaligin bir de nadir gorulen biventrikiiler, izole sag ventrikiiler ve vakamiz-
da kargilastigimiz global formu da tammlanmistir. Bilinen kardiyak risk faktori olmayan 76 yas
kadin hasta batim i¢i kitle nedenli opere edildikten sonra, yogun bakim tnitesinde entiibe olarak
takip edilmekteyken elektrokardiyografide (EKG) dinamik degisiklik izlenmesi tizerine postop
ikinci giintinde klinigimize konstlte edildi. Hemodinamisi stabil olan hastanin fizik muayenesinde
anlamli bir bulgu saptanmadi. Hastanin EKG’sinde sinus tagikardisi ile DII-DIII-AVF ve V3-V6
derivasyonlarinda ST segment elevasyonlari izlendi (Sekil 1). Yapilan transtorasik ekokardiyogra-
fide LVEF %26 olarak olculuip, sol ventrikul global olarak hipokinetik izlendi (Sekil 2). Bununla
birlikte kardiyak biyobelirtecler de belirgin yiiksek olarak saptand1 (CK-MB: 12.3 ng/mL (0.6 - 6.3
ng/mL), Yiiksek duyarlikli Troponin I: 1.087 ng/mL (0.008 — 0.018 ng/mL)). Bunun iizerine hasta
inferolateral ST yukselmeli miyokard enfarktiisii on tanisi ile katater laboratuarina alind1. Yapilan
koroner anjiografi sonucunda koroner arterlerde belirgin bir darlik saptanmamakla birlikte sol ana
koroner arterin sag siniis valsalvadan sag koroner arter ostiumunun anteriorundan koken aldigi
goruld (Sekil 3). Yapilan ventrikiilografide sol ventrikuilun global hipokinetik oldugu izlendi (Se-
kil 4). Hasta stres kardiyomiyopatisi olarak degerlendirilip yogun bakim tnitesine alindi. Takipte
extiitbe edilen ve herhangi bir komplikasyon izlenmeyen hastada EKG bulgularinin normale don-
dugin (Sekil 5), taburculugundan bir buguk ay sonra yapilan kontrol ekokardiyografide LVEF nin
%68, sol ventrikiil duvar hareketlerinin ise normal oldugu saptandi ($ekil 6). LMCA’nin sag sintis
valsalvadan ¢ikmasi oldukg¢a nadir goruilen bir anomali olup (%0.15) bazi koroner anomalilerin
stres kardiyomiyopatisine yatkinlik yaratan faktorler arasinda bulunabilecegini dusindurmektedir.
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OPS-039

Leriche sendromlu hastada transradial koroner girisim sirasinda
saptanan aberran sag subklavyen arter

Eren Ozan Bakir, Nurullah Cetin, Batuhan Ozbag, Hakan Tikiz,
Ugur Kemal Tezcan, Ozgiir Bayturan, Ali Riza Bilge

Celal Bayar Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Manisa

Arteria lusoria veya aberran sag subclavian arter prevelansi yaklagik olarak %0.6-1.4 olarak belirtil-
mektedir. 4 damar da: sag karotis komunis, sol karotis komunis, sol subklavian arter ve aberran sag
subklavian arter aortik arktan her biri bagimsiz olarak ayrilmaktadir. Bu vakalarda, ARSA™nin tor-
tiydz seyri nedeniyle sag transradial girisimlerde asendan aortaya klavuz tel ile gegmekte zorluklar
yasanmaktadir. Ancak uygun klavuz tel secimi ve kateter destegi saglanmas ile transradial girisim
sirasinda ARSA saptanmasi koroner anjiyografi ve girisimin sonlandirilmasi anlamina gelmemek-
tedir. Elli bes yas, periferik arter hastaligi (Leriche sendromu) tanili ve kronik bobrek yetmezligi
nedenli rutin hemodiyaliz programinda olan hasta, gogus agrisi yakinmasi olmasi ve miyokard per-
fuzyon sintigrafisinde iskemi bulgulari izlenmesi iizerine koroner anjiografi amaciyla klinigimize
yatirildi. Bilinen leriche sendromu tanili hastaya femoral girisim yollarinin kapali olmasi nedeniyle
sag radiyal girisim planlandi. 5 French radial sheath ile bagarili sag radial ponksiyon yapilip, SF

35™ Turkish Cardiology Congress with International Participation



Interventional cardiology / Coronary

Interventional cardiology / Coronary

Tiger diagnostik katater ile koroner anjiyografi islemine gecildi. Girigim sirasinda kilavuz telin sag
radial arterden direkt olarak descenden aortaya gecisi izlendi. Yapilan manipulasyonlar sonucunda
asc. aortaya tel ilerletilemedi. Daha sonra kateter ilerletilerek sag subklavian arterde ¢ekim alind.
Aberran sag subklavian arter ile uyumlu goruntu izlendi (Sekil 1). Islem sonlandirildi. Hastaya tani-
y1 kesinlestirmek adina anjiyo bt tetkiki uygulandi. BT sonucunda ARSA tanisi kesinlestirildi (Sekil
2). Lerich sendromu olan ve femoral girisim sans1 olmayan ve sol kolda diyaliz fistiilu olmasi nede-
niyle sol kolu korumali olan hastaya koroner girisim amaciyla Kalp Damar Cerrahisi tarafindan sol
brakial cut-down teknigi ile brakial arter girigim i¢in acilarak arteriyel 7F sheath takildi. Sol brakial
arterden hastanin koroner anjiyografisi uygulanarak sag koroner artere basarili anjiyoplasti ve stent
implantasyonu uygulandi. Takipte hastada herhangi bir girigsim yeri komplikasyonu izlenmedi. Has-
ta mevcut fistilden hemodiyalize girmeye devam etmektedir. Bu hastamizda oldugu gibi, femoral
girisim sans1 olmayan ve sag aberran subclavian arter gibi anatomik koroner girigimi zorlagtiran
anomalilerde kalp damar cerrahisi ile yapilacak ortak girisimler ile hastanin koroner anjiyografi ve
perkutan girisimi mevcut engellere ragmen yapilabilmektedir.

Sekil 1. Aberran sag subklavyen arterin anjiyog-
rafi goruntusi.

Sekil 2. Aberran sag subklavyen arterin BT anjiyografi goriintiisii.

OPS-040

Comparison of gender difference in acute coronary
syndrome patients treated with CABG

Firdovsi Ibrahimov
Department of Internal Medicine, Azerbaijan Medical University, Azerbaijan

We investigated patients admitted to our hospital with acute coronary syndrome and then per-
formed CABG. CABG did with or without the use of extracorporeal circulation. All data collected
retrospectively. The demographic characteristic was age, creatinin level, COPD, hypertension,
LVEEF, ECA, diabetes. In our study, women (60+7.3 years) were older than men (56.3+8.2 years)
(p=0.00012). When we look at the 5 years MACE results the percentage is high in women (19%)
than men (16.9%), but it isnt statistically meaningful (p=0.585). In out study all cause mortality
rate is high in women (9.5%) than in men (5.5%) (p=0.042). The number of diabetic patients is
much more between women (48.4%) than in men (27.3%) (p=0.048). The 5 years mortality rate is
high in diabetic women (14%) than in diabetic men (7.7%) (p=0.048). This shows that diabetes is
arisk factor of mortality for women patient undergoing CABG.

Table 1. Demographic characteristics

BB)  (edog)  Pale
Ageiy), moan 980 1X) SRAE B pe=000012
COFD (LT 4T(T9%)  P=0.013
LVEF S22 (MG 477
Typaremion IO0ELE%R) 400 (57.0%) P=0.001
ECA 25020, T4 59 (9.9%) P=00001
Crgtinin level, sssan 1.3 16 =003
Dhabien SR80 BNy 153 (11%)  P=0.00034
Risulis

Women Men P valee

CANG porfonmed paticnis 121 596
MACE 1% 163 0585
Al cause morality in noa~dishetic pationts 5.9%  5.9% 0042
AR cause morality in Sabetac paticaty L% T.7% 043
End-poinis 18% 2% 0417
USAP BOPE.  73.1% QuOI7
i 19.0%  269% 007
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OPS-041

Catheter induced dissection case management in circumflex
artery with right output

Muhammet Salih Ates, Kenan Demir, Nazif Aygul, Bulent Behlul Altunkeser
Selguk Universitesi Selcuklu Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Altmig alti yaginda kadin hasta son bir aydir devam eden eforla artan sikigtirict ve yanic tarzda
sol kola yayilim gosteren gogus agrisi ile poliklinige bagvurmasi izerine koroner anjiyografi plan-
land1. Hastanin yapilan anjiyografisinde LAD plakli izlendi ve hastada koroner anomali saptandi.
Hastanin sirkumfleks arteri (Cx) sag siniis valsalvadan RCA ile birlikte ayn1 kokten ¢ikig goster-
mekteydi. Ardindan RCA ve Cx arter goriintilenmek istenirken Cx arter ostiyumundan itibaren
kataterin pozisyonuna baglh olarak diseke oldugu goriildii. Sag koroner ostiuma katateri pozisyon-
landirmak zor oldugundan katater destegi saglamak amaciyla RCA’ya 0.14 tel gonderildi. Cx’e
gonderilen 0.14 tel diseksiyona yoneldigi gozlendi. Uzun ugraglara ragmen limene diisulememesi
izerine paralel wire teknigine gecildi ve lumene dusuldu. Ardindan 2.5x20 mm balon ile uzun
siire yitksek atmosferde sisirildi. Sonrasinda 2.75x40 mm DES implante edildi. Diseksiyon go-
runuimil izlenmedi. Koroner arter anomalilerinin toplumda gorulme sikligi %0.2-%1.2 oraninda
bildirilmigtir. Bu anomaliler nadir gorilmelerine ragmen, miyokard disfonksiyonu, ritim bozuk-
lugu, senkop, anjina, miyokard infarktiisit ve ani 6liime yol agmalari nedeni ile onemlidir. Ayrica
koroner anomalilerin koroner anjiyografik olarak degerlendirilmesinde kullanilan rutin kataterler
ile komplikasyon riskini artmaktadir. Olgumuzda oldugu gibi hastamizda ortaya ¢ikan koroner
diseksiyon komplikasyonun yonetimini sizlerle paylagsmak istiyoruz.

Sekil 2. Cx arter sag sinus valsalvadan ¢ikiyor.

el ]

Sekil 3. Diseksiyon goriintiisi.

Sekil 4. Diseksiyonda opak takintisi.

Sekil 5. Diseksiyonda opak takintis1 2.

OPS-042

A rare complication of radial artery access following cardiac
catheterization: Radial artery pseudoaneurysm

Osman Yesildag, Batur Gonen¢ Kanar, Dursun Akaslan

Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

77 year-old male patient presented to our hospital with the complaint of chest pain for 1 week
duration suggestive of unstable angina 8 months ago.Coronary angiography was done through the
right radial artery. Radial artery puncture was done with a single puncture and 5F sheath was se-
cured in place. Patient’s coronary angiogram showed double vessel disease. (significant left anterior

descending and Cx midportion lesion) which was planned fo LAD stent implantation. The patient
was loaded with dual antiplatelet therapy (aspirin 300 mg and clopidogrel 600 mg) with heparin of
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5000U. Hemostasis was achieved completely after the procedure by using TR band with 10 cc of air
for compression. The TR Band was deflated as per protocol over the next 2 h and discontinued. He
had noticed that a swelling occured in the region of wright hand wrist. The size of the swelling was 3
cm diameter (Figure 1). In clinical examination of the wright hand we could not detect any thrill and
murmur with palpation and auscultation. There was no increase in temperature and color changes
in this region. We decided to perform right brachial arteriography and detected pseudoaneurysm
formation in radial artery. There was no connection with venous system and the other arteries and no
extravasation. Only organized hematoma formation was seen around the pseudoaneurysm (Figure
2). We decided to send the patient to operation for surgical repair of radial artery and swelling. The
patient had a successful surgical intervention and the swelling disappeared with surgical repair. Ther
was no complication after the procedure. Radial artery pulse amplltude was felt forcefully. The
patient had not used any anticoagulant drugs before cardiac catheterization except anti-aggegant
drugs named clopidogrel and aspirin. We thought that radial band could not be placed correctly over
radial artery to prevent ooozing to the surrounding tissues. Pseudoaneurysm (PSA) is described as a
tear through the all layers of artery which results hemorrhage and hematoma formation contained by
surrounding tissue creating a false sac. PSA with radial accessis rare with <0.1% incidence reported
in large case series. There are several factors that predispose the development of PSA with radial ac-
cess including multiple puncture attempts,ongoing systemic anticoagulation, inadequate hemostasis
or postprocedure compression,vascular site infection and the use of larger sheath. A small PSA can
be treated with compression to occlude the flow into the PSA, while a large PSA require surgical
intervention like our case. Other treatment strategies include the use of an external compression
device or thrombin injection when the PSA has a narrow neck. In conclusion, it is necessary to apply
adequate compression over radial artery in the correct region of the wrist after the procedure and
avoid using larger sheath. to prevent PSA formation after radial access.

)

Figure 1. The swelling in the right wrist suggest-
ing pseudoaneurysm.

Figure 2. Right brachial angiography proving radial
artery pseudoaneurysm and hematoma formation.

OPS-43

Sol ana koroner artere primer perkiitan girisim sirasinda
perforasyon ve balon saft kopmasi gelisen olgu

Cagatay Tunca, Mert Aker, Nail Burak Ozbeyaz, Murat Tulmag
S.B. Diskapt Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Koroner perforasyon, perkiitan koroner girisimler sirasinda izlenebilen ciddi bir komplikasyondur.
Hizli bir sekilde kardiyak tamponat, hemodinamik kollaps, miyokart infarktiisi ve/veya olum-
le sonuglanabilir. Yetmis dort yas erkek hasta acil servise anjina ve nefes darligi sikayetleri ile
bagvurdu. KAH oykusii olmayan hasta sigara igicisi ve evre - 3 metastatik SCC.EKG: SR, ST
elevasyonu yok. Eko’da EF %35 Septum apikali, apeks akinetik,anterior duvar hipokinetik, 1-2
MY, 2.TY,1.AY izlendi. Troponin pozitif gelmesi izerine hasta NSTEMI tanisiyla interne edildi.
Hastanin anjinasmnin aktif olarak devam etmesi tizerine anjiografi karari verildi.Goruntulemede:
LAD: %99 distali sol sistemden ve kendi icinden kolleteraller ve mikro kanal ile doluyor, CX-
OM’de ardigik %95, %90, RCA:%70 non-dominant olarak saptandi. Hastaya CABG onerildi fakat
mevcut komorbiditeleri ve hastanin cerrahiyi redetmesi tizerine kademeli perkutan girigim karari
verildi ve LAD ile revaskularizasyona baglama karari alindi. Hastanin sol koroner sistemine EBU
3.5 cm (Launcher) katater ile oturuldu.LAD lezyonu Fielder Fc (Asahi) tel ile gegildi. 2.0x15
mm boyutlarinda dusik profilli balon (Mini Trek-Abott) yolland1. Fakat lezyon gecilemedi. Daha
sonrasinda 1.5x15 mm boyutlarina sahip disik profilli balon alindi lezyonun proksimali gegildi
fakat balon lezyon distaline ilerletilemedi. Balon bu bolgede 14 atm’ye kadar sisirildi ve patlamasi
uzerine sistemden geri ¢ekildi. Daha sonra yine dusiik profilli 2.0x15 mm balon alinarak lezyondan
ilerletilmeye calisildi aymi yerde takilan balon ile bu sefer ayni bolge 18 atm’ye kadar sisirildi,
balonun patlamasi tizerine balon geri alinarak sistemden ¢ikarildi. Lezyonu gegmek i¢in mikro-
katater (Corsair-Asahi) destegi alindi, mikrokataterde lezyonu gegemedi bunun uzerine 2.0x18
mm boyutlarinda Non-kompliyan (Artimes/Apollo) balon alindi. Balon daha once ki balonlarm
takildig1 yere kadar zorlamilarak ilerletildi ve 16 atm’ye kadar sisirildi ve indirildi. Balon sirildigi
yerden geri ¢ekilmeye ¢alisildi ancak gelmedigi goruldii, daha sonrasinda geri cekmek icin zor-
laninca balon safti koptu ve saft sistem disina geldi, daha sonra alinan kontrol gorintude koroner
arterden perikardiyal araliga ekstravasyon saptandi ve perforasyon oldugu anlagildi. Es zaman-
It ekokardiyografi takibi yapildi, perikardiyal mayi saptanmamasi uzerine igleme devam edildi.
Katater igerisine 2.5x15 mm non-kompliyan balon gonderilerek kataterin koroner agzinda balon
saftinida igine alacak sekilde 16 atm’de sisirildi ve hemodinamik yakin takip yapilarak balon 2
dakika kadar sigmis bir bicimde kaldi (perforasyonun kendinin sinirlamasi i¢in) ve sistem tel, balon
katater ile birlikte ¢ekilerek LAD’de kalan balon koroner arter igerisinden basariyla ¢ikarildi. Daha
sonrasinda ise tekrar LAD’den kontrol gortintuler alindi,perforasyonun kendini sinirlamasi izerine
isleme son verildi. Sonrasinda genel durumu stabil olan, aktif sikayeti olmayan hastanin medikal
tedavi ile taburuculuguna karar verildi.

Sekil 1. Sekil 2.

Sekil 3.
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Sekil 4. Sekil 5.

Sekil 6.

Sekil 7.

OPS-044

Koroner anjiografi sirasinda diagnostik kateter kopmasi
IIkin Guliyev, Ekrem Yeter
Ozel Tokat Medical Park Hastanesi, Kardiyoloji Boliimii, Tokat

Koroner anjiyografi (KAG) iglemleri sirasinda kateter kopmasi nadir gortilen bir komplikasyondur.
Bu vakamizda KAG sirasinda kopan diagnostik kataterin bagarili ¢ikarilmasini sunacagiz.

Olgu: Bilinen diyabet oykusii olan 67 yasl erkek hastaya stabil koroner arter hastaligi tanisi ile
KAG planlandi. Sag radial artere 6F kilif yerlestirdikten sonra SF JL3.5 diagnostik kateter ile sol
koroner sistem goriintiilemesi yapildi. Ardindan 5F JR 4.0 diagnostik kateter 0.35 ing tel izerinden
asendan aortaya gonderildi ve sag koroner sintise diisuldii. Sag koroner arter (RCA) ostiumuna
oturmak i¢in counterclockwise rotasyon yapildi, RCA ostiumuna oturuldu, 5 cc opmak madde
enjekte edildi ancak hastanin kolunda agri olunca opak madde enjeksiyonu durduruldu. Floros-
kopi ile kateter distalden proksimaline dogru takip edildi, brakial arter i¢inde kateterin tamamen
koptugu tespit edildi (Sekil 1, Video 1). Kateterin kopmug proksimal kismi ¢ekilerek radial kiliftan
¢ikartildi. Radial arterdeki kiliftan 0.014 floppy tel gonderilerek balon-tel teknigini uygulayabil-
mek icin kateterin proksimal ucundan icine girilmeye calisildi ancak basarili olunamadi. Radial
kiliftan gonderilen snare ile kateter proksimal ucu yakalanmaya ¢aligildi ancak bagarili olunamadi.
Ardindan sag femoral artere 7F kilif yerlestrildi, 7F JR 4.0 kateter asendan aortaya gonderildi,
snare ile kopan kateter distal ucundan yakalanarak 7F kilavuz kateter icine ¢ekilmesi planlandi,
kopan kateter distal ucundan snare ile yakalndi ancak ¢cekme sirasinda kolda siddetli agr1 oldu ve
zorlamayla kateter muhtemel radial arter spazmindan dolay1 gelmeyince igleme son verildi. Hasta
cerrahiye konsulte edildi, brakial arter cutdown ile kesi agilarak kateter ¢ikartild (Sekil 2, Video
2). Hastanin 1. ay kontroliinde radial arteri agik izlendi.

Tartisma: Guniimuzde gelisen teknoloji sayesinde anjiyografi kateterlerinin kopmasi eskiye ki-
yasla ¢ok azalsa da gelisebiliyor. Kopan parcalar kisa siire icinde emboli, trombiis, vaskiler raptur
veya sepsis gibi komplikasyonlara sebebiyet verebilir. Daha once yapilan bir calismada kateter
kopmasinin kateterlerin sterilize edilerek tekrardan kullanilmast ile iligkili oldugu bildirilmistir an-
cak bizim laboratuvarimizda anjiyografi kateterleri sadece bir kez kullamilmaktadir. Intravaskuler
yabanci cisimlerin ¢ikarilmasi hem cerrahi hem de cerrahi olmayan metotlarla mumkindur. Cer-
rahi olmayan bir ¢ok teknik bildirilmis olsa da en sik bagka bir arterden snare ile yakalama teknigi
kullanilmaktadir. Bu teknik bizim vakamizda denendi ancak basarisiz olundu.

Sekil 1.

Sekil 2. Cerrahi miidahele.
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OPS-045

Koroner spazma basarih stent implantasyonu

Ikin Guliyev, Ekrem Yeter

Ozel Tokat Medical Park Hastanesi, Kardiyoloji Boliimii, Tokat

Olgu: Bilinen 32 paket/yil sigara oykusu diginda medikal oykiisii ve ilag kullanim oykisi olmayan
45 yash erkek hasta 1 saat dnce baslayan siddetli gogus agris1 ve senkop sikayeti ile acile bagvurdu.
Kan basinct 80/40 mmHg olgulen hastanin EKG’sinde ILIII ve aVF’de ST elevasyonu saptanmast
Tzerine primer koroner anjiyografi laboratuvarina (KAG) alindi. Sag radial artere 6F kihif yerles-
tirildi, SF JL3.5 diagnostik kateter ile sol koroner sistem goriintulemesi yapildi ve anlamli darlik
saptanmadi. Ardindan 6F JR4 kilavuz kateter ile sag koroner artere (RCA) oturuldu ve mid bolgede
%95 darlik tespit edildi (R1). Bunun uizerine 0.014 ing kilavuz tel ile lezyon gegildi ve 3.0x18mm
DES (Coroflex ISAR NEO-B.Braun) lezyona implante edildi ve tam agiklik saglandi (R2). Hastan:
semptomlarinin gerilemesi ve hemodinamisinin stabillesmesi tizere isleme son verildi ve koroner
yogun bakimda takibe alind1. Islemden 6 saat sonra hastanin tekrardan siddetli gogiis agris1 bagla-
masi ve EKG’de inferior derivasyonlarda ST elevasyonu gelismesi iizerine tekrardan koroner anji-
yografi laboratuvari alindi. Sag radial arterden 6F JR4 Kateter ile yapilan gorintilemede RCA’daki
stentin distali tam tikali izlendi (R3). Lezyon oncelikle koroner spazmi lehine degerlendirildi ve
intrakoroner (ic) nitrat puselendikten sonra RCA’daki spazim kisa siireligine ¢oziilse de tekrar gelis-
ti. Sirasiyla bolus halinde ve birkag kez ic diltiazem, adenozin, adrenalin puselendi. Koroner spazm
kisa sureligine ¢ozulse de mid bolgede tekrardan gelisti (R4) ve spazm sirasinda hastanin gogiis
agrisinin siddetlendigi ve kan basinci 60/40 mmHg’a kadar dustugi izlendi. Hastanin hemodinamisi
bozuldugu i¢in spazm gelisen mid bolgeye 3.0x28 mm DES (Coroflex ISAR NEO - B. Braun) imp-
lante edildi (RS). Yeni implante edilen stentin distalinde yeni spazm gelismesi tizerine bu bolgeye de
30x28 mm DES (Coroflex ISAR NEO - B. Braun) implante edili (R6) ve tam agiklik saglandi (R7).
Hastanin hemodinamisi diizeldi ve gogiis agris1 geriledi. EKG takiplerinde ST elevasyonlari rezole
oldugu izlendi. Hasta iglemden 48 saat sonra klopidogrel, asprin, diltiazem 90mg tedavi ile taburcu
edildi, 1. ay poliklinik kontrolinde gogus agrisinin islemden sonra olmadig1 0grenildi.

Tartisma: Koroner arter duz kaslarinin spazmi sonucu koroner arter limeninin daralmasinin genis
bir myokardial iskemik tabloya, malin aritmilere, kardiyojenik soka sebep olabilecegi bilinmektedir.
Endotelyal disfonksiyon, duz kas kalsiyum hipersensitivitesi, artmig adrenerjik aktivite, artmis ok-
sidatif stres ve genetik yatkinlik vazospazm olusmasinda one suriilen mekanizmalardan bazilaridir.
Akut miyokard enfarktiisu sirasinda salinan tromboxan A2’nin yaygin koroner ve periferik spazmlara
sebep olabilecegi de bilinmektedir. Koroner arter spazmu gegici ve israrci olabilir, nadir de olsa PKG
veya CABG girisim gerekebilmektedir. Bizim vakamizda da koroner spazmin maksimal medikal
tedavilere yanit vermemesi ve hastanin hemodinamisinin bozulmasindan dolay1 PKG karar1 alind1.
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Perkiitan koroner girisim esnasinda gelisen kateter ve
koroner arter trombozu

Seref Kul,' Yusuf Yilmaz,? Mustafa Adem Tatlisu,' Fatma Betiil Celik,' Mustafa Caligkan'

!Istanbul Medeniyet Universitesi Goztepe Egitim ve Arastirma Hastanesi Kardiyoloji Anabilim
Dali, Istanbul
*Merzifon Kara M

Bilinen hipertansiyon disinda kronik hastalik oykiusii olmayan 62 yasinda kadin hasta gogus agrist
sikayeti ile bagvurdugu acil servisimizde cekilen elektrokardiyografisinde (EKG) lateral derivas-
yonlarda nonspesifik T dalga negatifligi izlenmekte olup troponin degeri 0.6 mg/gl (0.0-0.015mg/
gl) olarak saptandi. Ekokardiyografide sol ventrikil duvar hareketleri normal, romatizmal orta
mitral yetersizligi ve sol atriyum dilatasyonu (43 mm) izlenen hasta kateter laboratuvarina alindi.
Islem Oncesi hastaya 300 mg asetilsalisilik asit ve 180 mg ticagrelor oral olarak verildi. 6 French(F)
Judkins tanisal kateterler ile sag femoral arter yolu ile yapilan koroner anjiyografide normal sol ana
koroner arter (LMCA), % 90-95 orta sol on inen arter darligi (LAD), %70 proksimal ikinci diyago-
nal (D2) arter darhig1 ve sirkumfleks arter (CX) orta bolgede %60 distalde subtotal darlik izlendi,
CX arterin distalinde retrograd akim ile dolusu mevcuttu (Sekil 1,2). Sag koroner arter (RCA)
plakli olarak izlendi (Sekil 3). 7F Judkins sol guiding kateter ile LMCA ostiumuna oturulduktan
sonra katater yolu ile 6.000 IU heparin yapildi(100 IU/kg). Ardindan LAD ve D2 arterler floppy
teller (CHOICE Floppy 0.014 in¢) ile gegildikten sonra LAD lezyona 2.5x15 mm balon ile predi-
latasyon (Invader™) sonrasinda 2.75x16 mm ilag kapli stent (DES) (Cre8™) yerlestirildi. Kontrol
goruntilemede D2 arter ostealinde kritik lezyon izlenmesi tizerine (Sekil 4) rewiring yapilarak D2
artere 2.0x15 mm ve LAD arter stent i¢ine 2.5x15 mm balonlar yerlestirilerek (Invader™) kis-
sing balonlama iglemi yapildi. Sonrasinda yapilan gorintilemede LAD stent oncesi ve D1 osteal
bolgesinde diffuz kritik darhiklar oldugu goruildii. Bu esnada hastada hemodinamik bozukluk ve
monitorde ventrikuler fibrilasyon izlendi acil defibrilasyon yapilarak kardiyo-pulmoner resistas-
yona (KPR) baslandi. KPR altinda alian goruntide LAD tromboze ve total tikali izlendi (Sekil
5). Katetere bagh trombiis olusumu disuniilerek KPR altinda tim sistem degistirildikten sonra
LAD artere 3.0x 38 mm DES (Cre8™) implante edildi yapilan goruntiulemede LAD timi 3 akim ve
distal stent i¢i minimal trombiis izlendi (Sekil 6). Cikarilan kateterde kateter i¢i trombius goriildit.
Intrakoroner trofiban (aggrastat— CHIESI ILAC) 25 mcg/kg bolus verildi ve 0.15 mecg/kg/dakika
intravenoz olarak idame agilarak inotrop destegi altinda yogun bakimda izleme alindi. Akciger
odemi ve aspirasyon pnomonisi tablosu gelisen hastaya ditretik tedavi kalp yetmezligi tedavisi
ve antibiyoterapi eklendi, yapilan kontrol ekokardiyografide sol ventrikiil ejeksiyon fraksiyonu
%35, inferiror-inferolateral ve latarel duvarda hipokinezi ve ciddi mitral yetersizligi izlendi. 72
saat icinde kontrollu olarak inotroplari azaltilarak kesilen hasta 96 saat sonunda extiibe edildi. Kalp
yetmezligi ve koroner arter hastaligi icin tedavisi diizenlenen hasta 4 hafta sonra ekokardiyografik
degerlendirme amagli kontrole gelmek tizere externe edildi.

Pagsa Devlet H i, Kardiyoloji Klinigi, Amasya

Sekil 1.

Sekil 3. Sekil 4.

Sekil 5.

Sekil 6.
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Efor testine asir1 hipertansif yamit veren hastalarda atrial
elektromekanik gecikmenin incelenmesi

Ahmet Ferhat Kaya,' Hasan Kaya,? Raif Kili¢,* Tuncay Giizel,>
Bayram Aslan,> Mehmet Hasan Ozdil'

'Mus Devlet Hastanesi, Kardiyoloji Klinigi, Mus
2Dicle Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Diyarbakir
3Siirt Devlet Hastanesi, Siirt

Amag: Bu ¢alismada amacimiz efor testine agir1 hipertansif yanit (EHY) veren normotansif hasta-
larda atriyal ileti ozelliklerini degerlendirmektir.

Gerec ve Yontem: Calisma tek merkezli, gozlemsel bir ¢caligmadir. Calismaya Dicle Universitesi
Hastaneleri Kardiyoloji Kliniginde koroner arter hastaligi siiphesi ile efor testi yapilan ve efor
testi normal saptanan hastalar alindi. Efor testine asir1 hipertansif yanit; Framingham kriterlerine
gore pik egzersizde sistolik kan basincinin erkekler i¢in 2210 mmHg, kadinlar i¢in =190 mmHg
seklinde tanimlandi. Efor testine agirt hipertansif yaniti olan 25 katilimer ve kontrol grubu olarak
efor testinde normal kan basinci yaniti olan benzer yas ve cinsiyette 28 katilimci ¢aligmaya alindi.
Hastalarin kan basinglari 24 saatlik ambulatuar kan basinci ol¢iimi ile degerlendirilerek beyaz
onlik hipertansiyonu ekarte edildi. Iki grup arasinda ambulatuvar kan basinci dlgum degerleri,
konvansiyonel ekokardiyografi bulgulari, efor testi parametreleri ve doku Doppler yontemi ile de-
gerlendirilen interatriyal ileti ozellikleri kargilagtirild1. Ekokardiyografik incelemede sol ventrikiil
sistolik fonksiyonlari, diyastolik fonksiyonlari, doku Doppler incelemeleri Amerikan Ekokardiog-
rafi Dernegi onerileri dogrultusunda yapildi.

Bulgular: Calisma gruplari arasinda 24 saatlik ambulatuar kan basici degerleri, konvansiyonel
ekokardiyografi ve efor testi bulgular1 arasinda istatiksel olarak anlamli bir fark izlenmedi. Doku
Doppler yontemiyle interatriyal ileti incelemesinde; lateral PA (EKG’de P dalga basindan doku
Dopplerde A dalga basma kadar olan sure) egzersize hipertansif yanit veren grupta 74.0+6.3
msn, kontrol grubunda 68.8+5.7 msn olarak izlendi ve istatiksel olarak anlamli degerlendirildi
(p=0.003). Sol atriyal elektromekanik gecikme egzersize hipertansif yanit veren grupta 24.9+7.2
msn, kontrol grubunda 19.3+7.0 msn olarak izlendi ve aradaki fark istatistiksel olarak anlaml
degerlendirildi (p=0.007). Inter-atriyal elektromekanik gecikme egzersize hipertansif yanit veren
grupta 37.1+8.5 msn, kontrol grubunda 30.7+6.7 msn olarak izlendi ve aradaki fark istatistiksel
olarak anlamli degerlendirildi (p=0.004).

Sonug: Efor testine agir1 hipertansif yanit veren grupta kontrol grubuna gore sol atriyal ileti, in-
teratriyal elektromekanik gecikme ve sol atriyal elektromekanik gecikme anlamli olarak uzun
bulundu. Efor testine hipertansif yanit: olanlarda kardiyovaskuler olaylar ve atriyal fibrilasyomn
riskinin non invaziv olarak erken tespit edilmesi ile kardiyovaskiler istenmeyen olaylarun oniine
gecilebilir. Yinede bu bulgularin dogrulanmasi i¢in daha genis ve daha ¢k randomize kontrolli
calismaya ihtiya¢ duyulmaktadir.
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Sekil 1. Boksor torbasi grafiginde EBPR (egzersiz
testine agir1 hipertansif yanit) grubu ile kontrol gru-
bu arasinda sol atriyal PA’nin gosterilmesi. (PA: P

Sekil 2. EBPR (egzersiz testine agir1 hipertansif
cevap) grubu ile kontrol grubu arasindaki interat-
riyal EMG’nin (elekltromekanik gecikme) boksor

dalgasinin baslangicindan doku Doppler tarafindan
olciilen A dalgasinin baglangicina kadar gegen stire).

torbasi grafiginde gosterimi.

!

| 1L o Sekil 3. EBPR (egzersiz testi-
. ne agirt hipertansif yamt) gru-
bu ile kontrol grubu arasinda
: sol atriyal EMG’nin (elekt-
o CORTR

romekanik gecikme) boksor
grafigi ile gosterimi.

OPS-048

Boyun radyoterapisi sonrasi gelisen baroreseptor disfonksiyonu
Fatih Tamnik, Evrim Simsek, Filiz Ozerkan Cakan

Ege Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Bag-boyun bolgesine alinan radyoterapi tedavisi sonrasi, toksik etki ile karotis arterlerde aterosk-
lerotik ve trombotik komplikasyonlar gelisebilir. Eslik eden kronik inflamasyon sonrasinda ise
damar duvarindaki kalinlasmalara ve sertlige bagh olarak baroreseptorler etkilenebilir. Barore-
septorler aortik ark ve karotis tizerinde yer alan mekanoreseptorlerdir. Kan basinc yuksekligi ile
mekanoreseptorlerden ¢ikan uyarilar sempatik otonom sistem uzerindeki inhibitor etkiyi arttirarak
kalp hizim1 dusiirirken, karotis gerilimi azalinca inhibitor etki azalir ve sempatik sistem hakimiyeti
artarak kalp hizinda artiga neden olurlar. Baroreseptorler bu fonksiyonlari ile kan basincindaki
ani degisiklikleri onlemektedir. Baroreseptor disfonksiyonu gelismesi durumunda, ortostatik hi-

60

potansiyon supin hipertansiyon gibi labil kan basinci degisiklikleri ve bu dalgalanmalari izleyen
senkop ataklar1 ortaya ¢ikabilir. Olgumuzda bag boyun timori nedeniyle boyun bolgesine radyo-
terapi almug bir hastada gelisen baroreseptor disfonksiyonundan bahsedilecektir. 49 yaginda erkek
hasta klinigimize kontrol altina alinamayan hipertansiyon degerleri ve senkop ataklarinin olmasi
nedeniyle yatirildi. Ozgegmisi sorgulandiginda 2006 ve 2013 yilinda boyun bolgesine radyoterapi
aldig1, sonrasinda hipertansif seyrettigi 0grenildi. Bu ataklara ara ara tam biling kaybinin gelistigi
senkop ataklarinin da eslik ettigi 0grenildi. Yapilan tansiyon holteri sonucunda hastanin labil tansi-
yon duzeylerinin oldugu saptandi (Sekil 1). Cekilen EKG holterinde baroreseptor disfonksiyonunu
dusuindurecek sekilde zaman ve frekans temelli kalp hiz1 degiskenligi parametrelerinde (SDNN,
SDANN, rMSSD, LF, HF, VLF) ozellikle de baroreseptor aktivitesinin en giiglu gostergesi olan
LF/HF oraninda anlamh dusiikluk saptand: (Sekil 2). Yapilan tetkiklerinde sekonder hipertansi-
yona yonelik anlamli bulgu saptanmadi. Hastanin senkop ataklarinin olmasi nedeniyle egik masa
testi yapildi. Yapilan provokatif testin 2. dakikasinda hastada vazodepressor tipte tam senkop ge-
ligti. Senkop gelistigi sirada test baginda 68 olan kalp hizinin 73’e ¢iktig1 izlendi. Boyun USG ve
karotis Doppler incelemesinde, bilateral karotislerde intimal kalinlagmalar, yapilan boyun MRG
goruntilemesinde ise radyoterapiye sekonder gelisebilecek sekel degisiklikler saptandi. Sekonder
hipertansiyon etyolojileri dislanan, ek hastalik saptanmayan hastanin boyun radyoterapisi almasi
ve uyumlu bulgularin olmasi nedeniyle baroreseptor reseptor disfonksiyonu dusiinuldii. Antihiper-
tansif tedavisi diizenlendi. Belirgin bir tedavi yontemi olmamasi nedeniyle hastaya sivi alimina
dikkat etmesi, hizli ani postur degisikliginden kaginmasi, izometrik bacak egzersizleri onerilerinde
bulunuldu. Izlemde hastada senkop ataklari olmad: ve kan basinci regiile seyretti.
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Sekil 1. Tansiyon holteri.
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Sekil 2. Kalp hiz1 degiskenligi parametreleri.

Cardiovascular surgery
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Sol atriyum icinl dolduran dev miksoma

Hagim Tuner,' Sahin Sahinalp,” Yiksel Kaya,' Naci Babat,' Fatih Ozturk,' Mustafa Tuncer!

"Yiiziincii Y1l Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van
*Yiiziincii Yil Universitesi Tip Fakiiltesi, Kalp-Damar Cerrahisi Anabilim Dali, Van

Benign kardiyak timorlerin buyuk cogunlugu miksomalardir. Genellikle belirgin ozelligi olmayan
belirti ve bulgularla ortaya ¢ikar. Hastalarin sikayetleri konstitiusyonel belirtilere, embolik olaylara
veye direkt kardiyak invazyon/ kitle etkisine bagli olabilir. Biz bu olguda sol atriyumu dolduran
hareketli dev bir miksoma vakasini sunmayi amagladik. Altmis ti¢ yasinda kadin hasta poliklini-
gimize platipne ve efor dispnesi sikayetleri ile bagvurdu. Sikayetleri yaklasik 6 aydir vardi. Fizik
muayenesinde Kalp oskiiltasyonunda patolojik ses duyulmadi. kan basinct: 130/75 mmHg, nabiz
83 d idi. Elektrokardiyografi normaldi. Telekardiyogramda hafif kardiyomegali mevcuttu. Transto-
rasik ekokardiyografide interatriyal septumdan kaynaklanan 60x30 mm ¢aplarinda, diyastolde sol
ventrikille girip ¢ikan obstriiksiyon yapmayan hareketli bir kitle izlendi (Sekil 1). Hastaya cerrahi
oncesi koroner anjiyografi planlandi. Normal koroner arterler saptanan hastaya miksoma on tanisi
cerrahi tedavi karar1 verildi. Hastanin operasyon sonrasi ¢ikarilan kitlesinin (Sekil 2) histopatolojik
tanis1 kardiyak miksoma ile uyumlu bulundu. Hastanin bir ay sonra yapilan kontrol ekokardiyog-
rafisi normal olarak degerlendirildi. Miksoma kalbin erigkin primer benign tumorlerinin %50’sini
olusturmaktadir ve intrakaviter biryime gosteren bu tumorler %75 siklikla sol atriyuma yerlesirken
¢ogunlukla interatriyal septumun fossa ovalis bolgesinden koken alirlar. Miksomanin endokardiyal
yuizeye tutunmasi ¢ogunlukla ince bir pedikill iledir; %10 oraninda da pedikiilsiiz olarak genis bir
tabanla tutunur Her yasta gorulebildigi gibi 30-60 yag arasindaki eriskinlerde daha ¢ok gorulur ve
olgularin %70-80’i kadindir. Belirtiler atriyoventrikiiler kan akiminin engellenmesiyle ilgili olarak
mitral darligim taklit eder tarzda konjestif kalp yetmezligi yakinmalar1 benzeridir. Ancak bu yakin-
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Valvular heart diseases

malar gecici ve epizotiktir. Serebral emboliye bagli senkop olabilir. Periferik emboli sonrasi em-
bolektomi materyali incelenmesiyle tan1 konulabilir. Asemptomatik gorulebilecegi gibi kilo kaybi,
ates, eklem ve kas agrilar1 gibi nonspesifik yakinmalar ile kargimiza ¢ikabilir. Olgumuzda sol atri-
yumda interatriyal septumun fossa ovalis kisminda, ince bir sapla tutunan ileri derecede hareketli
fragmente dev kitle morfolojik ve yerlesim yeri olarak miksoma icin tipik ozellik gostermekteydi.
6x3 cm’li dev miksomaya ragmen hastanin platipne ve efor dispnesi sikayetleri ile poliklinigimize
bagvurmasi olgumuz agisindan dikkat ¢ekiciydi. Tanida iki boyutlu ekokardiyografinin duyarlilig:
%100’ duir. Tanmnin konuldugu andan itibaren tedavisi cerrahidir.

Sekil 1. TTE’de 60x30 mm’lik dev miksoma. Sekil 2. Miksomanin intr-op eksiz-

yon sonrasi goriintiisi.

Valvular heart diseases
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Endokardite bagh olmayan, tekrarlayan protez mitral kapak
ayrilmasinin nadir bir goruntusu

Yakup Alsancak, Ahmet Seyfettin Gurbuz, Sefa Tatar, Hakan Akilli, Mehmet Akif Diizenli
Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Giris: Protez kapak ayrigmasina bagh paravalvuler kacak cerrahi sonrasi ciddi bir komplikasyon-
dur. %7-17 arasinda degisen oranlarda izlenirken, bunlarm %1-3u ilerleyen semptomlar nedeni
ile tekrar cerrahi ihtiyaci vardir. Ciddi dehisens vakalarinin ¢ogunda endokardit asil sebep olarak
kargimiza ¢ikarken, %3 hastada endokardit izlenmemektedir. Daha kiigiik paravalvuler ayrigmalar
perkiitan yontemlerle tedavi edilebilirken, genis ayrismalarda kesin tedavi tekrar cerrahi duzeltme-
dir. Bu hastalarda mortalite ve morbitide orani ¢ok yuksektir.

Olgu: Sekiz yil dnce mitral kapak replasmani yapilan, 3 ay once mitral kapak ayrilmasi (Sekil 1)
nedeni ile tekrar MVR uygulanan 55 yasinda erkek hasta K'Y tanisi ile kabul edildi. Son zamanlara
kadar NYHA smuf 1 olan hastanin NYHA sinif 3’ geriledigi gozlendi. Ditiretik tedavi ile hastanin
nefes darlig1 kontrol altina alindi. Oskiiltasyonda protez kapak sesi ve tim odaklarda yaygm sis-
tolik ufariim mevcuttu. Yapilan ekokardiyografide EF normal izlenirken, ciddi MY tespit edildi.
Pulmoner arter basinct 60 mmHg olarak kaydedildi. Hastaya yapilan TEE’de lateral komsulukta
kapagin ayrildigi, 1.7x1.5 cm capinda defekt oldugu, protez kapak hareketlerinin ise normal ol-
dugu gozlendi (Sekil 2). Endokardit ile uyumlu gorinim tespit edilmedi. Hastaya acil cerrahi
planland: ancak takip eden 4.gunde hasta kaybedildi.

Sonug: Kapak ayrigmalarmin ¢ogunlugu endokardite bagh gelismektedir. Bunun diginda kapak
ayrilma sebepleri cerrahi teknik, mitral antler kalsifikasyon, pompa stiresinin uzunlugu olarak
sayilabilir. Cok siki ya da ¢ok gevsek aralikl dikisler erken donemde dehisense neden olabilmek-
tedir. Mitral kapak cerrahisi sonrasi posterior leaflet bolgesinden ayrilma ihtimali daha yuksektir.
Bunun sebepleri arasinda mitral aniiler kalsifikasyonun bu bolgede daha fazla olmasi, sirkumfleks
arterin ligasyonundan ¢ekinilmesi nedeniyle gevsek dikislerin atilmasi ve cerrahi olarak kapagmn
bu bolgede goriinurlugiiniin yetersiz olmasi sayilabilir. Ayni zamanda miikerrer kez cerrahi yapilan
bireylerde fibroz dokunun siitur tutmamasi nedeni erken ayrilmada diger bir risk faktorudur. Genis
defektlerde akut kalp yetersizligi ve buna bagh mortalite oran1 ¢ok yiiksektir, cok hizli mudahale
edilmesi gerekmetedir. Buna karar vermede en etkili tetkik aract TEE’dir. 3D goruntii ile birlikte
degerlendirildiginde hastalarin buyuk kisminda yol gosterici olmaktadir.

Sekil 1. Ug ay once izlenen
mitral protez kapak ayril-
masmin 3D goruntiisi.

Sekil 2. Mitral protez kapak ayrilmasinin transozafagial goriintillerde genis bir defekt olarak ayrigmasinin
goruntulenmesi.
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A challenging diagnosis: Intracardiac trombus or vegetation?

Fuat Polat, Deniz Mutlu, Mehmet Semih Belpinar, Orhan Furkan Karaca,
Burgak Kiligkiran Avci, Barig Ikitimur, Bilgehan Karadag, Zeki Ongen

Department of Cardiology, Istanbul University-Cerrahpasa Cerrahpasa Faculty of Medicine,
Istanbul

Introduction: The most common cause of the pulmonary embolism is deep venous thromboem-
bolism (DVT). It could be a challenging diagnosis when the etiology other than DVT. Some con-
ditions like malignancy, vasculitis, and congestive heart failure can cause the intracardiac thrombi.
Especially if there is a valvular lesion, the clinician should be careful about the thrombi or vegeta-
tion fort he differential diagnosis. The clinical status of the patient can help this clinical dilemma.
Case: A 60-year-old man was admitted to the psychiatry inpatient clinic with major depression.
During the treatment, he developed a new onset of mild dyspnea and angina pectoris. In his ECG,
non-spesific ST segment depression was detected. Cardiac markers were sent and revealed a
marked progression. (Max Troponin T: 0.112 ng/ml, normal range: <0.014 ng/ml) Subsequently,
coronary angiography was performed and there is no critical stenosis was observed on the epicar-
dial coronary arteries. The patient suffered from right low extremity swelling and progressive dys-
pnea during his follow up. It was thought that the venous thromboembolism (VTE) was the most
probable cause with a history of the long term immobilization due to the major depression. The
low extremity venous doppler ultrasound was performed and revealed a thrombus on the proximal
part of the right popliteal vein. The thorax CT angiography was planned. The thrombus imaging
was detected in the right main pulmonary and left segmental branches of the pulmonary arteries.
Due to the progressive dyspnea and new onset hypotension, transthoracic echocardiography was
applied. An irregular shaped, hyperechogenic, mobile imaging was detected on the ventricular side
of the tricuspid valve and the right heart chambers were enlarged. It was evaluated as the thrombus
with the patient’s clinical status. However, on the grounds of the most other probable cause was
the vegetation, so the blood cultures were also taken for the infective endocarditis. In addition, the
malignancy and thrombophilia were screened. Enoxaparin 8000 IU twice a day was added to his
medical regimen. The mobile imaging vanished and the right heart chambers were normalized in
the control echocardiogram two days later. The blood cultures were negative and there is no feature
about the malignancy and thrombophilia was found.

Conclusion: During the VTE, the floating thrombus is a valuable finding that is frequently encoun-
tered but rarely visualized. In this scenario, the most common differential diagnosis is valvular
vegetation. Because of the different therapeutic approaches and the urgency of treatment, rapid
differential diagnosis is important. In the presence of the fresh thrombus, response to anticoagulant
therapy should rapidly respond but in the vegetation, the response is generally leisurely. In our
case, the image of the tricuspid valve was interpreted as VTE. With the positive response to the
anticoagulant therapy, the diagnosis was confirmed.

Figure 2. TTE tricuspid valve after treatment.

Figure 3. TTE tricuspid valve thrombus.

OPS-052

Mevcut kilavuzlar m1? Gercek yasam verileri mi?
Sefa Tatar, Ahmet Soylu, Mehmet Akif Duizenli

Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Mitral darhigi tromboemboli basta olmak iizere bir¢ok istenmeyen komplikasyonla birlikte seyrede-
bilir. Atriyal fibrilasyonu da olan hastalarda tromboembolik hadise goriilme orani anlaml derecede
artmaktadir. Tromboembolik komplikasyonlar gegici bir serebrovaskiiler olayla sinirl kalabilecegi
gibi ani olumle de sonlanabilir. Biz de bu yazimizda atriyal fibrilasyonun eslik ettigi ciddi mitral
darlig1 olan ancak etkin dozda vitamin K antagonisti (VKA) almasina ragmen serebrovaskiiler olay
(SVO) oykusu olan bir hastamizi anlatmay amagladik. Bilinen skolyozu, SVO ve sol hemiplejisi
olan 69 yagsinda kadm hasta carpmti ve nefes darligi semptomlarinin olmasi nedeniyle tarafimiza
bagvurdu. Hastanin ¢ekilen elektrokardiyografisinde atriyal fibrilasyon mevcuttu. Yapilan ekokardi-
yografisinde ciddi mitral darlig1 saptandi. SVO nedeniyle daha once warfarin tedavisi almakta iken
hastada tekrarlayan gegici iskemik ataklar olmus. Tarafimizca degerlendirilen hastaya immobil olma-
s1, hemiplejisinden dolay1 INR kontrolii i¢in sik sik hastanaye gelip gidemeyecek durumda olmasi,
son INR kontrolimiin ne zaman yapildiginin bilinmemesi ve bunun i¢in duzenli kontrole de gelip
gitmemesinden dolay1 ve bunun yaminda tekrar eden gegici iskemik ataklarinin INR efektifken mi
yoksa inefektifken mi oldugu bilinmediginden dolay1 hastanin warfarini kesildi, dabigatran 110 mg
2x1 ve asetilsalisilik asit 100 mg 1x1 tedavisi baglamldi. 6 ay takip edilen, iskemik ataklari olmayan
hastanin asetilsalisilik asiti kesildi ve pradaxa 150 mg 2x1 e ¢ikild1. Yaklagik 3 ay kadar dabigatran
150 2x1 ile takip edilen hastaya mitral balon valvuloplasti (MBVP) islemi oncesi transozefagial eko-
kardiyografi (TEE) yapild1 ve sol atriyal appendixte trombiis imaj: izlenmedi (Sekil 1-3). Hastaya
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mitral balon valviiloplasti iglemi denendi ancak ilio-femoral sistemin yogun tortiyozitesi nedeniyle
islem basarili olmadi. Kalp damar cerrahisi ekibi hastanin skolyozu nedeniyle yiiksek riskli olmasin-
dan dolay: cerrahi islemi gergeklestiremedi. Yaklagik 6 ay sonra tekrar tarafimiza bagvuran, bu sure
zarfinda antikoagulan olarak sadece dabigatran 150 mg 2x1 kullanan hastaya bagarili MBVP islemi
yapildi. Hastanin islem sirasinda ve sonrasinda SVO oykiisii olmadi. Mevcut kilavuzlar atriyal fibri-
lasyonun eslik ettigi ciddi mitral darligi olan hastalarda vitamin K antagonistleri ile antikoagiilasyonu
onermekte, yeni oral antikoagulan (YOAK) ilaclar onerilmemektedir. Ancak yapilan bazi retrospek-
tif caligmalarda warfarine karsilik yeni oral antikoagulan ilaglarin da kanama ve emboli agisindan
benzer etkinlikte oldugunu ortaya koymustur. Bizim de vakamizda oldugu gibi eger warfarin altinda
tekrarlayan iskemik ataklari olan hastalar varsa ya da dizenli INR kontroli yaptiramayacak komorbi-
diteleri bulunan hastalara son ¢are olarak dabigatran ile antikaogiilasyon secenegi akilda tutulmalidir.

Sekil 1.

Sekil 2.

Sekil 3.

OPS-053

Jellyfish-like appearance in a young patient with mitral
valve infective endocarditis

Tuba Guctekin,' Murat Sunbul,' Yasar Birkan,? Altug Cincin,' Emre Gurel,'
Batur Kanar,' Nurten Sayar,' Beste Ozben,' Kursat Tigen,' Selim Ispir?

!Department of Cardiology, Marmara University Faculty of Medicine, Istanbul
Department of Cardiovascular Surgery, Marmara University Faculty of Medicine, Istanbul

Case Report: A 27-year-old male patient was admitted to the emergency department with vom-
iting, diarrhea, and fever. He had a history of hepatitis ¢ and heroin use, and he developed deep
venous thrombosis in the right leg after heroin administration from the femoral vein 15 days ago.
Urine and stool incontinence has been present for 1 week. He had a fever of 1 week accompanied
by chills. Red rashes on hands and feet for 2 weeks. Physical examination revealed fever 37.6 C,
blood pressure 110/70 mmHg, tachycardia, and 2/6 systolic murmur that spread from the apical fo-
cus to the armpit. Laboratory values revealed as white blood count 12600 103/L, c-reactive protein
154 mg/L, hemoglobin 10 g/dL. Mass image consistent with mitral valve atrial facial vegetation
was observed on transthoracic echocardiography, which was suspected of infective endocarditis
(Figure 1). Transesophageal echocardiography (TEE) was performed to better demonstrate and
exclude the possible complications of the infective endocarditis (IE). TEE revealed a jellyfish like
appearance in the mitral valve anterior leaflet (2.5x1.5 cm) consistent with IE (Figure 2). Blood
culture was obtained from the patient. In order to investigate septic embolism, brain, thorax and
abdomen magnetic resonance imaging were performed, septic embolic foci were detected in the
brain, lung, spleen and liver (Figure 3). Streptococcus agalactiae and staphylococcus aureus were
grown in blood culture. Bilateral Roth’s spot was observed in the eye examination. IE was diag-
nosed with 2 major and 3 minor Duke criteria. Intravenous ampicillin sulbactam and gentamicin
treatment were started. The patient was evaluated with infectious diseases, cardiology and cardio-
vascular surgeon team and the operation decision was made. Mitral valve repair and vegetation
excision were performed successfully.

Discussion: Infective endocarditis is defined as infection of native or prosthetic heart valves, mural
endocardium and intra-cardiac devices. Although rare (3—10 / 100000 cases), it is a fatal disease.
Commonly isolated agents are streptococci, staphylococci and enterococci. Despite improvements
in diagnosis and treatment of IE, in-hospital mortality rate is approximately 20%. Depending on
the clinical situation and the causative agent, more than one third of the patients are lost within one
year. Transthoracic and / or transesophageal echocardiography is performed in all patients suspect-
ed of endocarditis. Echocardiography investigates vegetation, abscess, pseudo-aneurysm, valve
failure, perforation and detachment of the prosthetic valve. For optimal diagnosis and treatment
of IE, an endocarditis team including cardiologist, cardiac surgeon, infectious diseases specialist,
microbiologist and experienced imaging specialist has been proposed.

Figure 1.

Figure 2.
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Figure 3.

OPS-054

The complementary role of different imaging modalities in the
diagnosis of concurrent obstructive aortic and mitral
prosthetic valve thrombosis

Ahmet Guner, Mehmet Ozkan
Department of Cardiology, Kartal Koguyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 49-year- old female patient with aortic and mitral valves replacement surgery (with Sorin bileaf-
let mechanical prosthetic valve) history of 9 years due to rheumatic mitral valve disease presented
to our clinic with progressive shortness of breath in the last 2 weeks (New York Heart Association
functional class ITI-IV). Her medical history includes type 2 diabetes mellitus, hypertension and
ischemic cerebrovascular event. Upon admission, the patient’s blood pressure was recorded to
be low and he was in a state of hypotensive pulmonary edema. Physical examination revealed
rales in both lungs and heart rate of 114 bpm. The 12-lead ECG demonstrated sinus tachycardia
and electrolyte levels, liver function test, and cardiac biomarkers were within the normal range,
but arterial blood gas indicated mildly metabolic acidosis (pH 7.33, bicarbonate 17.5 mmol/L,
potassium: 4.1 mmol/L) low prothrombin time (TTR) and international normalized ratio (INR)
was subtherapeutic at 1.48. The patient’s anticoagulation therapy included warfarin treatment (6.25
mg / day) and her TTR value for the last 6 months was 30%. After the first medical intervention
and hemodynamic stabilization, emergency multimodality imaging tests were performed. Bed-
side transthoracic echocardiography (TTE) revealed normal left and right ventricular dimensions,
and function. The pressure gradient across the aortic prothesis was 103 mm Hg (peak)/58 mmHg
(mean) and restricted prosthetic mitral valve motion with a mean diastolic gradient of 22 mmHg
(Fig 1a and b). In addition, moderate to severe intravalvular aortic regurgitation was displayed by
color Doppler echocardiography (Fig 1¢) Transesophageal echocardiography (TEE) demonstrated
a large immobile thrombus like mass attached to the atrial and ventricular side of the mechanical
prosthetic mitral valve (Fig 1d). Real time three-dimensional TEE (RT-3D-TEE) revealed probable
thrombus with an area of 0.71 cm2 and stuck mechanical leaflet mitral valve motion (Fig 2a). Due
to the inability to evaluate the aortic prosthetic valve in terms of valve dysfuction, fluoroscopy was
performed and it showed only one leaflet’s motion while the other leaflet was stuck with no motion
in aortic prosthetic valve (Fig 2b). The patient was evaluated by cardiovascular surgery and cardi-
ology and the operation decision was made. Urgent surgical intervention along with thrombectomy
and redo mitral valve replacement were considered for aortic and mitral valve respectively. Intra-
operative images of the thrombectomy material and the removed mitral prosthetic valve supported
the thrombus (Fig 2c and d). Moreover, the thrombus was confirmed histopathologically (Fig 2e).
She was discharged uneventfully and did well during the 4 weeks of follow-up.

Figure 2.
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OPS-055

Warfarin-associated intracranial hemorrhage in pregnant woman
with double mechanical valve replacement: A case report

Mustafa Oguz, Ahmet Ayaz, Mehmet Emin Adin
Department of Cardiology, Van Region Training and Research Hospital, Van

Background: Management of warfarin-associated major hemorrhage in prosthetic valve diseases
is difficult, as there is a fine line between hemorrhage and thrombosis. Individual propensity to-
wards thrombosis, such as pregnancy,makes the situation even more complicated.

Case Report: A 26 weeks pregnant gravida two, para one, 35-year-old patient with prosthetic aor-
tic and mitral valves presented to an external emergency clinic with clouding of consciousness. Her
INR was 8.9 at presentation. A brain MRI revealed a left subdural hematoma with no significant
mass effect. Warfarin treatment was discontinued. On the third day of follow-up, she was referred
to our center for further evaluation of her clinical deterioration, with presumptive diagnosis of
mechanical valve thrombosis (MVT) and accompanying intracranial hemorrhage (ICH). She was
hemodynamically stable on admission. There was no evidence of valvular thrombosis at initial
echocardiographic evaluation. She was admitted to intensive care unit and was followed up with
a stable condition until the fourth day, when she developed right eye drop and subsequent loss of
consciousness. Her hematoma was surgically evacuated, her condition improved, and eventually
she and the healthy newborn was discharged.

Discussion: Management of warfarin-associated major hemorrhage has not been fully elucidated.
In pregnant patients, the antidote type, dose and timing in stopping the hemorrhage, correcting
anticoagulant effect, and ideal timing for restarting warfarin are still controversial.

Conclusion: We have not found a study of warfarin-associated major bleeding in pregnant pa-
tients with mechanical prosthetic double valve in English literature. Practitioners should be aware
of warfarin-associated intracranial hemorrhage during the pregnancy. This is crucial for both the
mother and the fetus, who might not have fully developed. Although the mother should be the
primary concern in the treatment approach, the fetal situation might also be born in mind with a
multidisciplinary approach.

Figure 1. Axial T2-weighted-Fluid-At-
tenuated Inversion Recovery (FLAIR)
image shows left subdural hematoma
causing slight right midline shift.

Figure 2. Parasternal long axis echocardiographic view shows
mechanical aortic and mitral valve with no identifiable throm-
bus formation.

Figure 3. Apical 4 Chamber Echocardiographic
view shows functional Mechanical Mitral Valve
with no identifiable thrombus formation (Mitral
valve Vmax: 1.4 m/s, meanPG:4.8 mmHg, Aortic
Valve Vmax:2.2 m/s, MeanPG: 14 mmHg —Cal-
culated at Apikal 5 Chamber view).

organized subdural hematoma.

OPS-056

Aorto-right ventricular fistula after aortic valve replacement

Ibrahim Halil Inang
Department of Cardiology, Adiyaman Besni State Hospital, Adiyaman

Introduction: Prosthetic valve endocarditis may invade and destruct the periannular tissue result-
ing in abscess formation. This may lead to aortic perivalvular pseudoaneurysm and more rarely
erode into adjacent cardiac chambers, leading to an aorta-cavitary fistula.In these situations, pa-
tients generally undergo reoperation or rarely stay asymptomatic.

Case: 69-year-old male patient with a history of aortic valve replacement (AVR) because of aortic
stenosis referred to our clinic suffering from shortness of breath during exertion. From his history,
AVR was performed 2 months ago and he had once pulmonary edema attack just after surgery. On
his physical exam,there was a precordial grade 3/6 murmur and prosthetic clicks were heard and
vital signs of patient was normal. Clinical laboratory test results did not revealed any increase of
inflammation related markers. Transthoracic echocardiography (TTE) demonstrated non dilated
chambers with prosthetic aortic valve-in-situ with peak and mean gradient of 25 and 10 mmHg
(Figure 1). There was continuous unidirectional color-flow jet at the aortic annulus level into the
right ventricle (RV) and that abnormal communication between aortic root and RV was confirmed
from different TTE views (Figure 2, 3). RV size was normal and systolic pulmonary artery pressure
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(sPAP) was 25 mmHg. Patient refused transeusophagial echocardiography (TEE). Cardiac CT an-
giography or re-operation. During clinical and echocardiographic follow up under medical therapy
for 8 months, he had no sign of hypervolemia.

Conclusion: Aorta-cavitary fistula usually result in acute cardiac failure and hemodynamic in-
stability requiring an urgent surgical intervention. However after acute episode,the patient might
tolerate and stay asymptomatic with medical theraphy if volume of the shunt is not high. TTE
with color-flow Doppler, TEE or both may be required for diagnosis. Careful follow-up of these
patients is essential because heart failure may develop in some patients, necessitating surgical
correction of the fistula.

Figure 1.

Figure 2.

Figure 3.
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OPS-057

Uygunsuz sinus tasikardisine bagh gelisen tasikardiyomiyopatinin
ivabradin ile basarih tedavisi
Nur Shanableh, Behi¢ Caglar, Osman Beton

Lefkosa Devlet Hastanesi, Kardiyoloji Boliimii, Lefkosa, Kibris

Olgu: Yirmi yedi yaginda erkek hasta pskiyatri servisinden kardiyolojiye nefes darlig1 ve carpinti
sikayetleri nedeni ile konsulte edildi. Hikayesinde 5 yildir devam eden ¢arpint1 ve son 3 aydir olan
nefes darlig1 bulunmaktaydi. 5 yil once baglayan carpintisi nedeni ile ¢ekilen EKG’de sinuzal tasi-
kardi (ST) saptanmus, beta-bloker (BB) tedavisi baglanmig ve tasikardisinin devami uizerine hasta-
ya elektrofizyolojik ¢alisma (EPS) yapilmis. EPS’de herhangi bir aritmi indiikklenmemis, ST olarak
degerlendirilmig. BB’ye devam edilmesine ve STnin anksiyeteye baglh olabilecegi one suriilerek
pskiyatriye yonlendirilmis. Hasta 5 yil siireyle bir¢ok psikiyatri klinigine bagvurmus. Klinigimize
yapilan bagvuruda hastanin fizik muayenesinde kan basinci 90/60, kalp hizi (KH) 158 atim/dk idi,
kardiyovaskuler muayenesinde S1, S2 ritmik ve tagikardik, S3, bilateral akciger bazallerde ise ince
krepitan ralleri bulunmaktaydi. Bagvuruda ¢ekilen EKG’de ST (Sekil 1) ve akciger grafisinde ileri
dercede artmus kardiyotorasik oran bulunmaktaydi (Sekil 2 sol goruntir). Ekokardiyografide (EKO)
sol ventrikiil bosluk boyutu ileri derecede buyiik, sol ventrikiil ejeksiyon fraksiyonu (LVEF) %15-
20 idi, ve NT-proBNP duzeyi 2150 pg/ml idi. Metoprolol stiksinat 2x50 mg, digoxin 1x0.25 mg,
ramipril 1x2.5mg ve furosemid 1x40 mg baslandi. KH’nin dugmemesi tizerine metoprolol 2x100
mg’a yukseltildi. Fakat istirahat KH 140 atim/dk’nin altina dugmedi. Bu tedavi altinda yapilan 24
saalik Holter kaydinda maksimal KH 176 atim/dk, minimal KH 98 atim/dk ve ortalama KH 126
atim/dk saptand1 (Tablo 1). Bunun tizerine tedaviye ivabradin 2x5mg eklendi. Ivabradin eklendik-
ten sonra KH ileri derecede diismesi tizerine digoxin kesildi ve metoprolol dozu azaltildi. Ivarb-
radin bagladiktan bir hafta sonra (ivabradin 2x5mg+metoprolol 1x25mg tedavisi altinda) yapilan
Holter kaydinda maksimal KH 107 atim/dk, minimal KH 51 atim/dk ve ortalama KH 74 atim/dk
olarak saptandi (Tablo 1, Sekil 3). Semptomlar: gerileyen hasta bu tedavi ile taburcu edildi. Bir ay
sonra yapilan EKO’da LVEF %40-45, NT-proBNP ise 550 pg/ml ve akciger grafisinde kardiyoto-
rasik oranin kuiguldugu saptand: (Sekil 2, sag goruntii). Alti ay sonraki kontrolunde EKO’da LVEF
%60-65, NT-proBNP 70 pg/ml dl¢uldii. Tedavsinde sadece ivabradine gegildi. Hastanin ti¢ yillik
takipleri asemptomatik seyretti.
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Sekil 1. Bagvuruda cekilen EKG.
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Sekil 2. Bagvuruda gekilen akciger grafisi (sol goriintit), ivabradin tedavisinden bir ay sonra ¢ekilen akciger
grafisi (sag gorunti).
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Sekil 3. Ivabradin (2x5 mg) ve metoprolol (1x25 mg) tedavisi sirasinda yapilan Holter kaydi; minimum kalp
hiz1 kaydi (ust goruntit), maksimal kalp hizi kaydi (alt gorintit).

Table 1.
Metoprolol (2x100mg)+ Metopralal [ 1x25mg)
digoxin (1x0.25mg) bvnbeadin (2x5mg)
Misksimal kalp bua (anmidk) 176 17
Minimum kalp bun (atum’dk) 98 51
Owealama kalp hom (abm'dik) 126 T4

Metoprolol+digoxin tedavisi sirasinda ve metoprolol+ivabradin tedavisi sirasinda 24 saatlik
EKG Holter bulgular.

OPS-058

Grey Zone: Does heart failure interfere with renal transplantation?
Case report

Ayca Turer Cabbar, Mustafa Aytek Simsek
Department of Cardiology, Yeditepe University Faculty of Medicine, Istanbul

Background: The pathophysiological interaction between the heart and the renal, is known as car-
dio-renal syndrome. It might lead to heart failure (HF) and was shown to relate with renal function,
which might in turn worsen the prognosis of the renal transplantation (RT) therapy. RT in a patient
with severe HF poses a great clinical challenge. This article aimed to present a patient, who had
heart and renal failure with a high mortality risk for the renal transplantation, could recover from
both heart and renal failure by undergoing RT, in a short-term of only 10 weeks after RT.

Case Report: A 46 years old diabetic male patient was under dialysis therapy for 3 years. He was
listed for RT in July 2017. A severe HF was developed while listed for RT. Echocardiographic
evaluation before RT showed that left ventricular ejection fraction (LVEF) was 15% and the global
longitudinal peak starin (GLPS) was 0%. Due to extremely low LVEF, the RT was discussed in a
deeply manner. The RT was performed at December 2018. The pre- and post-transplantation period
was successful. A continuous improvement of the heart function was observed starting from the
postoperative 4th day, and LVEF was reached to a 60% and GLPS was reached to -12.7% only
in 10 weeks.

Conclusions: Patients with extremely low LVEF are not often considered for KT because of the
high risk of peri and post-operative complications and high mortality. Therefore, some author sug-
gest that when patients with reduced LVEF present for RT it should be discussed in a deeply man-
ner whether such patients should be accepted and wait-listed for transplantation. However, in the
real-life data presented in this case with an ESRD, showed a significant improvement in the LVEF
in a very short-term of 10 weeks, which was showing that it might be possible for some patients
with severe heart and renal failure to present significant recovery in both heart and renal functions,
even if LVEF was as low as 15%.
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Figure 1. The echocardiographic findings before
renal transplantation.

Figure 2. The echocardiographic findings after
renal transplantation.

Figure 3. The global longitudinal peak strain be-
fore renal transplantation.

Figure 4. The global longitudinal peak strain after
renal transplantation.

OPS-059

Significant clinical improvement with sacubitril/valsartan
in a patient with late anthracycline toxicity
Yusuf Ziya Sener,' Fatih Akkaya,? Metin Oksul,' Mehmet Levent Sahiner!

'Department of Cardiology, Hacettepe University Faculty of Medicine, Ankara
’Isparta State Hospital, Isparta

Introduction: Anthracycline cardiotoxicity is a well defined manifestation in cancer patients and
it is irreverible in general. Anthracycline cardiotoxicity is dose dependent and it can occur several
years after the treatment. Treatment is classical approach to heart failure treatment. Herein we
present a patient with late antharcycline cardiotoxicity whose symptoms improved significantly
after sacubitril/ valsartan treatment.

Case: A 62 year old female patient with the history of breast and over cancer treated with surgery
and anthracycline containing chemotherapy regimen 10 years before her admission applied to our
outpatient clinics due to exertional dyspnea. Her physical examination revealed cracles at the basal
parts of lung fields and mild pretibial edema. She was diagnosed as heart failure with reduced
ejection fraction (HFrEF) 1 month before and her medications were ramipril 10 mg/day, nebivolol
5 mg/day, spironolactone 25 mg/day anf furosemid 40 mg/day. Her functional class was NYHA
11T and echocardiography revealed reduced ejection fraction (EF:30% and LV EDD: 54 mm) and
dilated cardiomyopathy with severe mitral regurgitation due to mitral annular dilatation. Complete
blood count, liver and kidney function tests were normal and BNP level was 460 pg/mL. She was
hospitalized and iv furosemid was given. Coronary angiography showed normal coronary arteries
and cardiac MRI excluded myocarditis and other metabolic cardiomyopathies. She was diagnosed
as late anthracycline cardiotoxicity and sacubitril/ valsartsan (2x100 mg) was stsarted just two
dayse after ramipril withheld. 1 month later she came again for control examination and her func-
tional class was NYHA II, BNP level was 146 pg/m L and her echocardiographic parameters were
improved (LV EDD: 50 mm, EF: 40%).

Discussion: Sacubitril is a neprylisin inhibitor and it is shown by PARADIGM HF and PIONEER
HF trials that it is an effective treatment option in both outpatient and hospitalised patients with
decompansated heart failure. Our case indicates that scubitril/valsartan should also have benefical
effects in patients with anthracycline cardiotoxicity.

OPS-060

Sol ventrikiilde trombiis: Oldirici ma? Kurtarict mi?
Stumeyye Fatma Ozer,' Hasan Sar1,> Hakan Akilli*

'Konya Eregli Devlet Hastanesi, Kardiyoloji Boliimii, Konya

2Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya
Koroner arter hastahgma bagh iskeminin koti sonuglarindan bir tanesi kalp yetmezligidir. Kalp
yetmezligine bagh olarak ventrikiil i¢i kan akimi yavaslamakta ve buna bagh olarak trombisler
meydana gelebilmektedir. bizim vakamizda da koroner arter hastaligina bagh gelisen kalp yetmezli-
gi ve perikarda da invaze olan trombisii olan bir hastanin takibini belirttik. Vakamiz 61 yas, erkek.
Bilinen DM ve sigara oykiust olan hasta acil servise nefes darhigi nedeniyle getirildi. TA: 200/100
mmHyg idi. Fizik muayenede tagikardi ve bilateral orta zonlara kadar RAL tespit edildi. Hastaya fu-
rosemid ve morfin puse yapildi ve perlingamt inf. agildi. Suuru uykuya meyilli olan ve kan gazinda
PH: 6.9, PO,: 46.8, SO,: 57 ve PCO,: 84.9 olan hastaya bibap uygulandi. Bibap sonrast hipoksisi
ve asidozu duzeldi, hiperkarbisi geriledi, suuru agildi. Hemogram, BFT, enfeksiyon parametreleri
ve troponin normaldi. EKG’de sins tasikardisi, v1-6 gs paterni, v1-6 anevrizmatik ST elevasyonu,
DI-AVL'de QS paterni mevcuttu. Yapilan ekokardiyografide EF %20, 1. derece MY ve sol ventrikiil
apikali anevrizmatik, apikale oturmus, organize, 3.5x8.6 cm ebatlarinda, sival, perikardi gecen,
kendini simirlayan trombiis izlendi. Hasta yeni tani kalp yetmezligi nedeniyle sevk edildi. Yapilan
koroner anjiyografide RCA ve CX plakli, LAD D1 sonrast %98 tromboze lezyon izlendi. LAD’ye
PCI yapilan hasta dig merkezden taburcu edildi. Yatis1 sirasinda hastada sekel birakmayan SVO tes-
pit edildi. Sonrasinda takip amagl poliklinigimize bagvuran hastaya warfarin, ASA ve klopidogrel
baglandi. Kalp yetmezligi tedavisi duzenlendi. Alti ay sonrasindaki takibinde klopidogreli bittigi icin
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25 gin almadig1 ogrenildi. INR efektif olan hastaya yapilan kontrol ekokardiyografide sivali trom-
biise tutunan mobil ve mitral kapak ventrikul ytizeyine tutunan semi-mobil trombisler izlendi. Hasta
ayn1 guntin aksaminda tekrar acil servise nefes darlig1 ve suur bozuklugu ile getirildi. Akciger odemi
tanisi konulan ve kan gazinda respiratuar asidozu hasta, bibap tedavisine yanit vermemesi tizerine
entiibe edilerek sevk edildi. takip edildigi merkezde 2 gun entiibe takip edildikten sonra hastaya
ekstitbasyon yapildi. Hastaya KVC-kardiyoloji konseyinde anevrimektomi karari alindi; ancak hasta
kau-bul etmedi. INR degeri ayarlanan, nefes darhigi diizelen hasta taburcu edildi. Hastanin halen
poliklinik takipleri devam etmektedir. Vakamizda oldugu gibi kalp yetmezligine bagh trombiis mey-
dana gelen hastalarda antikoagulanm yeri onemlidir. Ancak perikard: gecen ve kendini smirlayan
trombiislerde verilen antikoagiilan sonrasi tamponad olugma riski mevcuttur. Bu hastalarda cerrahi
onemli bir secenektir. Ancak mortalitesinin yuksekligi nedeniyle gerek hastalar gerekse doktorlar
operasyona tereddutle yaklagmaktadir. Bu yiizden bazi vakalarda medikal tedavi tercih edilmektedir.
Ancak antikoagilan ve antiagregan tedavinin ne kadar kullanilacag: yoniinde kesin bir bilgi yoktur.
Bu yuizden sik kontrollerle hastay: antikoagiilan tedavi ile takip etmekteyiz.

Sekil 1. Hastanin PAAC grafisi.

Sekil 4. Sivali trombiise tutunmus semi-mobil Sekil 5. Toraks BT de trombiisiin perikarda invaz-
trombiisler. yonu.
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Sol atriyuma basi yapan dev diseke desendan aort anevrizmasi
Yiicel Karaca,' Stho Hidayet,' Yakug Yigit,' Fatih Giiven,' Zeynep Ulutas?

!inénii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya
2Elazig Fethi Sekin Sehir Hastanesi, Kardiyoloji Klinigi, Elazig

Giris: Aort diseksiyonu, aortun intimal katmanindaki yirtilma veya aort duvari i¢indeki kanama-
nin neden oldugu aort duvari intima-media katmanlarinin ayrilmasiyla sonuglanan hayati tehdit
edici acil bir durumdur. Stanford Tip A ve tip B diseksiyonu diye tutulum yerine gore simiflandirma
yapmak mumkundir. Tip-B aort diseksiyonu, tum aort diseksiyonlarinin %25 ila %40’ 1 olugtu-
rur. Bu yazi da, 2 boyutlu transtorasik ekokardiyografi ile diseke aort anevrizmasinin konjestif kalp
yetmezligi belirtilerine yol agacak derecede sol atriyuma basi yaptigi vakayi sunacagiz.

Olgu: Yetmis ii¢ yasinda bilinen kontrolsiiz hipertansiyon ve diabetes mellitus oykiisu olan hasta,
klinigimize son 3 aydir olan nefes darlig: ile bagvurdu. Elektrokardiyografisi sintis ritminde olup
kalp hiz1 95 atim/dk di. Hastaya yapilan transtorasik ekokardiyografide sol atriyumun, dairesel ¢ift
lumen goruntusune sahip anevrizmatik desenden aorta tarafindan kollabe edildigi goruldu (Sekil
1). Hastada aort diseksiyonu diisunuliip kontrastli tomografi ¢ekildi. Tomografisinde arkus aorta
distalinden baglayip sag iliak bifurkasyon proksimaline kadar uzanim gosteren en genis yerde 7 cm
capa ulasan ve igerisinde en genis yerde 6 cm’ye ulasan diseksiyon flebi bulunduran, yalanci lu-
meni igerisinde yer yer mural trombiis materyalleri iceren ve sol atriyuma basi yapan anevrizmatik
dilatasyon saptand: (Sekil 2). Mevcut klinik ve gortintuleme yontemleri ile hastaya sol atriuma bast
yapan dev kronik Tip-B aort diseksiyonu tanis1 konuldu. Hasta kardiyoloji ve kalp damar cerrahisi
konseyinde degerlendirildi. Hibrid tedaviye uygun gortilen hasta bagka bir merkeze sevkedildi.
Tartigma: Sol atriyuma basi yapan kronik Tip-B aort diseksiyonu vakasi literaturde kisith olup
birkag vaka takdimi seklindedir. Torasik aort anevrizmalarinin ¢ogu asemptomatik olarak gelisir
fakat bazi durumlarda komsu yapilara distan basiya sekonder gelisen semptomlar gorulebilir. Bi-
zim vakamizda kronik Tip-B aort diseksiyonu tanisinda da ekokardiyografinin onemli ve giivenilir
bir tani aract oldugunu belirtmek istedik.
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Sekil 1. Diseke desendan aort- ekokardiyografi
goruntisi. tusi.

Sekil 2. Discke desendan aort- tomografi goriin-

OPS-062

Sol ventrikiil apeksine yerlesmis dev trombiis olgusu

Ismet Zengin, Selma Tiryakioglu, Mehmet Melek

Bursa Yiiksek Ihtisas Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Bursa

Giris: Sol ventrikul igerisinde trombiis gorillmesi miyokart enfarktusiiniin sik gorlen bir kompli-
kasyonudur. Bazi serilerde, ozellikle on duvar miyokart enfarktustinde % 15’in uzerinde gorilme
sikligr bildirilmistir. Klinik komplikasyonlarinda sistemik embolizm siklikla goriilir. Immobil ve
kiigiik trombuslerin tedavisi en az 3 ay siireyle oral antikoagiilan ilag kullanimidir. Ozellikle sol
ventrikill ¢ikig yoluna (LVOT) uzanim gosteren ve mobil olan trombiislerin sistemik emboli ris-
ki daha fazladir. Bu nedenle mobil trombuslerin tedavisi daha karmagiktir ve genellikle cerrahi
gerektirir.Bu vakada sol ventrikiil apeksine yerlesmis ve ¢ikis yoluna protrude olan dev trombiis
olgusu sunulmugtur.

Olgu: Otuz sekiz yaginda erkek, diyabetik, hipertansif hasta sag alt extremite arteriyel emboli
sebebiyle hastanemize refere edildi. Trombektomi sonrasi yapilan rutin ekokardiyografik incele-
mesinde sol ventrikiil icerisinde yaklagik 8 cm uzunlugunda yiizeyi dizensiz kitle imaji izlendi.
Opykisunde gegirilmis on duvar miyokart enfarktiisii bulunan hastada bu kitlenin oncelikle trombiis
oldugu dusuinuldi (Sekil 1). Bunun uizerine cerrahi eksizyon karar1 alindi. Operasyon oncesi ya-
pilan koroner anjiografide tikayici lezyon saptanmadi. Ameliyat esnasinda ¢ikartilan cerrahi ma-
teryalin trombiis oldugu goruldii ($ekil 2). Hasta uzun donem oral antikoagulan tedavi karartyla
taburcu edildi.

Sonug: Sol ventrikiil trombiusleri siklikla miyokart enfaktiistiniin bir komplikasyonu olarak ortaya
¢ikmasina ragmen dev trombis nadir gorlir. Komplikasyon riski ve mortalitesinin yiiksek olmasi
sebebiyle oncelikle cerrahi olarak tedavi edilmelidir. Uzun donem oral antikoagiilan tedavi bu
hastalarda dugunulebilir.

Sekil 1. Trombusiin ekokardiyografik goriniimii. Sekil 2. Trombusiin cerrahi gorinumii.

OPS-063

Left atrial huge myxoma in a patient with complaint of dizziness

Enes Celik,' Murat Kerkitlioglu,' Bayram Oztirk,' Mehmet Kirisci®

Department of Cardiology, Kahramanmaras Siitgii Imam University Faculty of Medicine,
Kahramanmarag

Department of Cardiovascular Surgery, Kahramanmaras Siitgii Imam University Faculty of
Medicine, Kahramanmarag

A 33-year-old female patient, who applied to the neurology outpatient clinic with complaints of
dizziness lasting for 2 months, was guided to our clinic as a result of the examinations which
indicated no neurological reasons. There were no significant features in the physical examination,
biochemical values were normal, and transthoracic echocardiography revealed a regular limited
bulk with cystic lesions in the left atrium at a size of 65x68 mm. In transesophageal echocardiog-
raphy, it was observed that the mobile bulk originated from the fossa ovalis region of the interatrial
septum and entered into and out of the left ventricle. The bulk which was removed under a surgeon
was detected as myxoma under the histopathological diagnosis.

Figure 1. 2D TTE.

Figure 2. TTE.
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Figure 3. 3D TTE.

Figure 4. TTE.

Figure 5. TTE.

Figure 7. Myxoma.

Figure 8. Myxoma.

OPS-064

ICD leadi uizerine yerlesmis nadir gorelen patojen: Candida Lusitaniae

Yiicel Karaca, Emre Sonmez, Yakup Yigit, Fatih Guven, Necip Ermis

Inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya
Giris: Implante edilebilir kardiyak defibrilatorler (ICD) ve pacemakerlar (IPM) kardiyak aritmi-
lerin dnlenmesinde hayat kurtaric bir role sahiptir. Son yillarda klinik endikasyonlar dahilinde bu
cihazlarm kullaniminin artmasiyla cihaz ile iligkili enfeksiyon sikhigida artmistir. Candida lusita-
niae, non-albican candida tirlerinden nadir olarak goriilen firsat¢i bir patojendir. Ozellikle immiin
yetmezlikli kisilerde ortaya ¢ikmaktadir. Candida lusitaniae endokarditi sinirh sayida vakada bildi-
rilmis olup, bizim vakamizda oldugu gibi ICD leadi uizerinde yerlesmis enfeksiyon biyobelirtecle-
rinin normal oldugu C.lusitaniae enfeksiyonu daha dnce bildirilmemigtir.

Olgu: Altmis bes yasinda bilinen diabetes mellitus, kronik obstruktif akciger hastaligi, kronik
bobrek hastaligi, kalp yetmezligi oykusii olan 4 y1l once primer koruma amaciyla ICD takilan hasta
acil servise 5 gundir artan nefes darligi, bacaklarda sislik sikayeti ile bagvurdu. Genel durumu
orta-kotii olan hastamin kardiyak muayenesinde arteryal kan basinci 112/70 mmHg idi ve radyal
nabiz 86/dk oraninda duzenli idi. Belirgin juguler ven dolgunlugu ve pretibiyal ddemi olan has-
tanin elektrokardiyografisi normal sinus ritmi idi. Hastanin CRP, prokalsitonin ve sedimentasyon
degerleri normal araliktaydi. Yapilan ekokardiyografisinde diyastolde ventrikiile, sistolde atriyuma
prolabe olan kapak koaptasyonunu bozan ileri trikiispit yetmezligine sebep olan lead uzerinde
30x8 mm boyutunda mobil kitle izlendi. Infektif endokardit diistiniilen hastadan alinan seri kan
kiltirlerinde flukonazole duyarli candida lusitaniae iiremesi saptandi. Medikal tedavisine flukana-
zol eklenen hastanin g hafta sonra yapilan kontrol ekokardiyografisinde ICD lead i izerinde daha
once izlenen Kitlenin sebaat etmedigi, trikuispit yetmezliginin geriledigi ve kan kulturinde reme
olmadig saptanmadi. Hastanin kliniginin duzelmesi, yuksek komorbiteye sahip olmasi, kiiltur ve
ekokardiyografinin negatif saptanmasi nedeniyle erken donemde ICD leadinin perkiitan veya cer-
rahi olarak ¢ikarilmasi dusuniilmedi. Hastanin takibinde patojenin tekrar gosterilmesi halinde ICD
leadinin ¢ikarilmasi planlandi. Hastanin 6. Aydaki kontroliinde patojen gosterilemedi.

Tartigma: Kronik hastaliklar, ileri yas, malign tamorler, imminsiipresif tedavi, diabetes mellitus
ve steroid kullanimi ICD ve pacemaker lead enfeksiyonlari i¢in onemli risk faktorlerindendir. Her
ne kadar lead ile iligkili endokardit cihaz takilan hastalarin %1’inden azinda ortaya ¢iksa da, cihaz
ile iligkili endokardit major komplikasyon olarak mortaliteyi %13 ile 30 arasinda arttirmaktadur.
Bu endokarditlerde en yaygin patojen stafilokoklardir. Biz bu vaka da nadir bir tir olan Candida
lusitaniae lead endokarditini bildirmek ve cerrahi riski yitksek olan erken donemde ICD leadinin
perkitan veya cerrahi olarak ¢ikartlmasi yapilamayan vakamizda ki gibi hastalarda medikal tedavi
ile komplikasyonsuz takip saglanabilinecegini gostermek istedik.

Sekil 1. Ekokardiyografi - mobil kitle.
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Image of a giant thrombus in the right atrium:
Calcified crista terminalis

Hakan Akilli, Sefa Tatar, Nergiz Aydin, Alpay Aribas, Abdullah I¢li,
Serif Ahmet Kandemir, Hasan Sari, Zeynel Inan

Department of Cardiology, Necmettin Erbakan University Meram Faculty of Medicine, Konya

In transthoracic echocardiography (TTE), primary and secondary tumors of the heart, cystic struc-
tures (hydatid cyst, tuberculosis), thrombus and vegetations give a mass appearance. Some con-
genital structures, such as the Chiari network, eustachian valve, atrial septal aneurysm, false ten-
don, annular calcification or variants of normal, may be confused with intracardiac masses. Crista
terminalis is a fibromuscular anatomical structure located at the level of sinus venosus junction
with primitive right atrium. It is observed as a vertical peak in the right atrium cavity. The echocar-
diographically determined crista terminalis is most commonly confused with cardiac mass. In this
case, we aimed to present our patient who had calcified crista terminalis mimicking intracardiac
mass. A 53-year-old male patient who had no history of additional systemic and coronary disease
other than known peripheral arterial disease and who had active smoking, applied to our polyclinic
for routine control. Electrocardiogram was in the sinus rhythm and there were no ischemic changes
in the ST segment. The ejection fraction in TTE was adequate, significant wall motion defect and
clinically significant valve pathology was no observed but a mass image of 1.5x1 cm was observed
in the right atrium (Figure 1, 2). Transesophageal echocardiography (TEE) was planned because
of thrombus suscipion. TEE showed that the right atrium was thickened, calcified, and continuous
with atrial tissue and echogenicity was similar to the atrium echogenicity (Figure 3). This structure
was considered as crista terminalis. The crista terminalis is an example of a pseudomass that can
be mistaken for a right atrial lesion. TTE and TEE are very useful in order to evaluate the anatomic
and physiological structures in the right atrium and to eliminate the need for unnecessary addi-
tional examinations. These lesions may be confused with the thrombus image, and patients may
inadvertently start anticoagulant therapy. As in our case, in patients with suspected mass lesion
on transthoracic echocardiography, determining the origin, wall integrity and echogenicity of the
mass is important in terms of prognosis of the disease. For patients with clinical suspicion, TEE
should be kept in mind.

Figure 2.

Figure 3.

OPS-066

Ailevi Akdeniz Atesi’nin nadir gorulen ciddi komplikasyonu:
AA tip kardiyak amiloidoz

Ayse Irem Demirtola,' Cansin Tulunay Kaya,' Rezzan Eren Sadioglu,
Kenan Keven,? Eralp Tutar'

!Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
*Ankara Universitesi Tip Fakiiltesi, Nefroloji Anabilim Dali, Ankara

Ailevi akdeniz atesi (AAA) aralikli ates, peritonit, plevrit ve artrit ataklari ile seyreden, uilkemiz
cografyasinda sik goriilen otoinflamatuar bir hastaliktir. Sebep oldugu AA tip amiloidoz prognos-
tik agidan belirleyicidir. Amiloidoza bagh kardiyak tutulum nadirdir ve genelde diyastolik dis-
fonksiyonla kendini gostermektedir. Biz de bu vakamizda renal amiloidoza bagl renal transplante
AAA hastasinda tan1 koydugumuz AA tip kardiyak amiloidozu ve tipik ekokardiyografik bulgulari
paylasacagiz. Kirk bes yasinda erkek, bilinen 30 yildir AAA ve sekonder amiloidoza bagh kronik
bobrek hastaligi ile takipli hastanin 25 yil dnce renal transplantasyon oykusii mevcut. Kolsisin
tedavisi altinda stabil izlenen hastanin takiplerinde GFR kaybi ve nefes darlig1 gelismesi tizerine
hasta niiks amiloidoz on tanisi ile nefroloji klinigince hospitalize edilmis ve yapilan renal biopsi
sonunu AA tip amiloid ile uyumlu saptanmug. Hasta kardiyak tutulum agisindan tarafimiza danisil-
di. Hastaya yapilan ekokardiyografide biatriyal bityime, interatriyal septumda ve sol ventrikiilde
duvar kalinlagma ile tipik graniiler goriinum izlendi (Sekill). Sol ventrikil sistolik fonksiyonlari
normaldi. Mitral kapak diyastolik dolug parametreleri restriktif patern gostermekteydi, doku Dopp-
ler velositeleri azalmis goruldu (Sekil 2). Sistol sirasinda belirginlesen minimal perikardiyal sivi
izlendi. Longitudinal strain 0l¢imleri bazalden apekse dogru degisim gostermekteydi, amiloid i¢in
tipik apikal korunmanin oldugu GLS’de azalma (%16.8) izlendi (Sekil 3). Mevcut bulgular kar-
diyak amilodozis disundurur nitelikteydi. Kardiyak MR gadolinyum nefrotoksik etkisi nedeniyle
yapilamadi. Hastaya kardiyak tutulumun da eslik ettigi direngli nuks amiloidoz tanisi ile ikinci
basamak ajan olan kanakinumab tedavisi baglandi. AAA OR gegis gosteren, periyodik ates ve
serozit tablosunun hakim oldugu otoinflamatuvar bir hastaliktir. Prognostik onemli komplikas-
yonu sekonder sistemik AA amiloid ve buna bagh kardiyak amilodizistir. Kalp kapaklarinda ve
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miyokardda ekstraselliler amiloid birikimi sistolik ve diyastolik disfonksiyona, kiigiik damar ve
perikard hastaliklarina, ileti bozukluklarina,senkop ve ani 0lume sebep olabilmektedir. Ekokar-
diyografide graniiler goriiniim, interatriyal septum ve AV kapaklarda kalinlagsma, restriktif dolus,
strain incelemesinde tipik apikal korunma paterni tanida onemlidir.Ekokardiyografik artmus sol
ventrikiiler kitle ile uyumsuz diisik EKG voltaji AL tip amiloidde sik gorulse de diger kardiyak
amiloid tipleri igin %25 siklikta bildirilmistir. Tedavide KY gelismis hastalarda ACEI ve betab-
loker kullanimiyla ilgili yeterli veri olmasa da loop diuiretikleri 6n planda onerilermektedir. Ani
kardiyak olumun elektromekanik disosiyasyon ile olmasi nedeniyle implante edilebilir kardiyak
cihazlarm bu grup hastalarda yeri net degildir. Biz de bu vakamizda kolsisine direncli AAA bagl
AA tip amiloidin transplante bobrekte renal biopsi ile dogrulandig, nefes darhigr ile klinik bulgu
veren bir AA tip kardiyak amiloidoz vakasini sizlerle paylastik.

Sekil 1. Sekil 2.

Sekil 3.

OPS-067

An incidentally diagnosed interventricular membranous septum
aneurysm

Sinan Varol, Orhan Ince, Gokmen Kum, Ertugrul Okuyan

Department of Cardiology, Bagcilar Training and Research Hospital, Istanbul

Introduction: Interventricular membranous septal aneurysm (IVMSA) is a very rare disease. It is
associated with 0.3% of congenital heart disease and 19% of ventricular septal defects. 24-year-old
man was consulted to our clinic for general evaluation and cardiovascular risk. He had a history of
premature coronary artery disease in first and second-degree relatives. He was asymptomatic with
good functional capacity. Cardiac osculation was revealed normal cardiac sounds. Other physical
examination findings were normal. Electrocardiography were also normal. Transthoracic echocar-
diogram showed IVMSA with systolic motion towards to right ventricle. Transesophageal echo-
cardiogram clearly identified 1.4x1.8 cm of IVMSA. There was no evidence of right ventricular
outflow tract obstruction. Meticulous examination of the aneurysm with color doppler of IVMSA
raised the absence of any ventricular septal defect (VSD). No additional cardiac defect was present.
Discussion: The most relevant symptoms are fatigue and exertional dyspnea due to right ventricu-
lar dysfunction, cyanosis if concomitant VSD was present. A cardiac murmur can be present due to
aneurysmal sac bulging into the right ventricular outflow tract. It can cause tricuspid regurgitation,
aortic regurgitation, subpulmonic stenosis, ventricular tachycardia, bundle branch block, AV block,
thromboembolism, and bacterial endocarditis. It should be also distinguished from sinus valsalva
aneurysm. Surgery intervention should be reserved for thromboembolism despite anticoagulant
therapy even in the absence of echocardiographic evidence of thrombus and surgical ablation of
life-threatening ventricular arrhythmias. If the precise localization of the cardiac is not properly
identified at the operation, complete heart block can develop.

Conclusion: IVMSA is a rare condition. Despite it is hemodynamically non-significant in most of
the cases, thromboembolism risk and arrhythmias should be kept in mind. Meticulous follow up
of cases should be performed.

35. Uluslararasi Katilimli Turk Kardiyoloji Kongresi

Figure 1. Apical four chamber view shows inter-
ventricular membranous septum aneurysm.

Figure 2. Short axis view just below the aorta.
Arrow indicates aneurysm sac.

Figure 3. Transesophageal view shows the extent
of interventricular membranous septal aneurysm.

OPS-068

Interventrikuler septumda kara delik

Muhammed Erzurum, Cagatay Tunca, Nail Burak Ozbeyaz,
Mehmet Taha Ozkan, Alperen Tag, Hamza Sunman, Sadik Agikel

Ankara S.B. Digkapt Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Giris: Kist hidatik insanlarin ara konakgisi oldugu echinococcus granulosus paraziti tarafindan
olusturulan bir hastaliktir. Bu parazitin insan viicudunda en sik yerlestigi organlar karaciger (%65)
ve akcigerlerdir (%25). Miyokard kontraksiyonlari nedeniyle kist hidatik larvalarinin kardiyak tu-
tulumu nadirdir ve sikligi vakalarin %0.5-2’si arasindadir. Semptomlar kistin lokalizasyonuna ve
boyutuna bagli olarak degismektedir. Kardiyak kist hidatikte en sik rastlanan lokalizasyon vakala-
rin yarisindan fazlasinin tutuldugu sol ventrikiil serbest duvaridir. Ancak literaturde kalbin farkl
bolgelerinin tutuldugu vakalar bulunmaktadir.

Olgu: Yirmi yedi yasinda kadin hasta karimn agris1 nedeniyle arastirilirken batin ultrasonografisinde
karaciger ve bobrekte kistler gorulmesi uzerine kist hidatik dusuniilerek kardiyak degerlendirme
icin klinigimize yonlendirildi. Kan basinci ve nabzi normal sinirlarda olan hastanin kalp muaye-
nesinde ozellik tespit edilmedi. EKG’si hafif sag aks kaymasi diginda normaldi. Transtorasik eko-
kardiyografisinde (TTE) interventrikuler septumda 3 cm ¢apinda ince duvarli kistik lezyon izlendi.
Kardiyak manyetik rezonans gortintulemesinde interventrikuller septumda 3.2x3.3 cm boyutlarin-
da kistik yapr izlendi.Hastanin kist hidatik hemagliitinasyon testi pozitif olarak geldi (1/640 IU).
Operasyon karari verilen hasta ameliyati kabul etmedigi i¢in albendazol tedavisi ile takibe alind.
Sonug: Kist hidatigin yonetiminde cerrahi, perkiitan ve ilag tedavilerinin yam sira inaktif veya
ruptiir riski tagimayan bazi kugik kistlerde tedavisiz takip yapilabilmektedir. Kardiyak tutulum
varliginda ise kalp bosluklarina veya perikarda ruptir riski oldugu icin cerrahi tedavi onerilmek-
tedir. Cerrahi tedavi ile perikistik tabakanin eksizyonu hedeflenmektedir. Bu sekilde kuratif tedavi
saglanur. Oral albendazol tedavisi ancak cerrahiyi kabul etmeyen yada kalp cerrahisi i¢in kontren-
dikasyon olan hastalarda diisuntilmelidir.

Sekil 1. (A, B) Interventrikiiler septumda kist / EKO goriintiisu (C) Interventrikiiler septum ve karaci-
gerde kist, bobrekte dev kist/MR goruntusi (D) Interventriuler septumda kist/MR goruntusii.
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A rare type of hypertrophic cardiomyopathy: Danon disease
Yusuf Oflu,' Gorkem Ayhan,' Ozan Tezen,' Sercin Ozkok,> Ahmet Ilker Tekkesin,' Nursen Keles'

'Department of Cardiology, Dr. Siyami Ersek Thoracic and Cardiovascular Surgery Training and
Research Hospital, Istanbul

2Department of Radiology, Istanbul Medeniyet University Goztepe Training and Research
Hospital, Istanbul

Danon disease is skeletal and cardiac muscle disturbance with multisystem clinical manifestations
inherited by an X-linked dominant pattern. It was first defined in males presenting with cardio-
myopathy, skeletal myopathy, and varying degrees of intellectual defects. Major clinical features
include skeletal and cardiac myopathy, cardiac conduction abnormalities, mild intellectual difficul-
ties, and retinal disease. Females are typically affected later and less severely than males.

Case Report: We present a case of a 22-year-old female who complainted about palpitation and
fatigue.Her intellectual activites were normal. ECG showed short PR interval with delta wave
(Figure 1). She was performed an echocardiogram which showed severe biventricular hypertrophy
(Figure 2a, c¢) and she had 60 mmHg gradient at left ventricular outflow tract (Figure 3a) and it
was seen systolic anterior motion during echocardiographic examination (Figure 3b). She was
also administered to Cardiac magnetic resonance imaging which showed bivetricular hypertrophy
(Figure 2b, d) and late gadolinum enhancement on lateral wall of left ventricle with subendocardial
and midwall distribution (Figure 4). Her 24 hours Rhythm Holter records demonstrated suprave-
tricular arrhythmias. We planned to perform electrophysiological study for defining preexitation
and ablating accessory pathways. After electrophysiological study we will begin beta blocker for
decreasing LVOT dynamic obstruction.
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Figure 2. Transthorasic and cardiac MR images of the patient.

Figure 3. LVOT gradient and SAM on transthorasic examination.

Figure 4. Late gadolinum
enhancement on lateral wall
of the left ventricle on cardi-
ac MRL
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Myocarditis induced ventricular tachycardia: a case report
Mehmet Arslan, Ahmet Barutgu, Emine Gazi
Department of Cardiology, Canakkale Onsekiz Mart University Faculty of Medicine, Canakkale

The diagnosis of acute myocarditis is challenging. The non-specific and the overlapping clinic pic-
ture with acute myocardial infarction is a diagnostic dilemma. It’s misdiagnose as acute coronary
syndrome causes unnecessary coronary angiography, especially in busy emergency service. This
can be avoided by non-invasive multi-modulate imaging. Currently, cardiac MRI can be evalu-
ated by Lake Louise criteria in terms of hyperemia, edema and necrosis, and 2 or more positives
from 3 criteria are considered significant for acute myocarditis. Lake Louise consensus criteria: 1)
T2 myocardium to skeletal muscle ratio >1.9. 2) Delayed enhancement in sub-epicardial and or
mid-myocardium in nonischemic distribution. 3) Increased global myocardial early gadolinium
enhancement ratio between myocardium and skeletal muscle in gadolinium-enhanced TIWI. Our
case is twenty years old man who has admitted to emergency room with ventricular tachycardia
and 360 joule cardioversion was performed. After that patient was transferred to the coronary
intensive care unit. Ischemic etiology was ruled out by computer tomography angiography. In
terms of myocarditis cardiac magnetic resonance imaging (CMRI) was performed. LVEF was cal-
culated as 43% (LVEDV:217 ml, LVESV:123 ml) and LV volumes were increased (LV EDV/BSA
120 ml/m?). In CMRI, T2 myocardium to skeletal muscle ratio was calculated as 2.5. On the late
gadolinium enhancement (LGE) imaging mid-wall delayed enhancement was detected. According
to the Lake Louise criteria patient was diagnosed as acute myocarditis. The patient discharged with
medical therapy, bed rest suggestion and control cmri planned.

Conclusion: Myocarditis might be seen in a broad range of clinic.It could lead to arrythmia and
sudden cardiac death. Specially in young patients with arrhythmias myocarditis should be consid-
ered as a reason.

=i
Figure 2. Control electrocardiography after successful electrical car-
dioversion.

Four chamber
post-contrast short axis (A) and long axis (B) view showing mid-wall
late gadolinium enhancement of the septum.

Figure 3. Late enhancement patterns in myocardit

Lake Louise Consensus Criteria (1)

1) T2 myocardium to skeletal muscle ratio >1.9

2) Delayed enhancement in subepicardial and or mid-myocardium in nonischemic distribution
3) Increased global myocardial early gadolinium enhancement ratio between myocardium and
skeletal muscle in gadolinium-enhanced T1WI

Figure 4. Signal intensity
analysis contours for tissue
characterization: T2-weight-
ed image in a short axis
orientation with example
contours for skeletal mus-
cle(yellow), subepicardial
border (green) and subendo-
cardial border (red).
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OPS-071

Subakut anterior miyokard infarktusine bagh gelisen sol ventrikiil
trombiisiin embolizasyon ile akut iskemik sebrovaskiiler olay gelismesi

Muhammad Hamayun Kakar, Ozhan Goldeli, Irem Oztirk, Rashadat Ismailzada, Nihal Vural
Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Girig: Sol ventrikiil (LV) trombisii;akut miyokardiyal enfarktusun(MI) bir komplikasyonudur ve
sistemik tromboembolizm ile giglii iligkisi mevcuttur. Akut MI sonrasi sagkalim; Primer perkiitan
girisimlerin (PCI) yayginlagmasi,gelistirilmis islem oncesi bakim ve tedavi yontemleri ile belirgin
derecede artmugtir. Buna ragmen MI sonras1 komplikasyonlar onemli mortalite ve morbidite’ye ne-
den olabilir. MI sonrasi1 LV trombusii yaygin PCI ¢aginda bile %15 goruliiyor (bu oran anterior MI'de
daha ytuiksek). Biz bu yazida subakut anterior MI sonras1 LV de gelisen trombiisiin embolizasyonun;
akut iskemik serebrovaskiiler olaya (SVO) sebep oldugunu sunmaya cahistik (Video 1, 2 ve Sekil 1).

Olgu: Yetmis iki yasinda kadin hasta; bilinen bir komorbiditesi olmayan 4 giin once gogiis agrist
olup gegmis, daha sonra halsizlik, dispne ve 38 derece ates sikayetleri olmasi izerine acil servisimize
bagvurdu. Cekilen EKG’de 81 vuru/dk siniis ritmi (SR) V1-V5 q’lu zeminde ST-elevasyonu saptan-
di. Yatakbag: transtorasik ekokardiyografide (TTE); sol ventrikul (LV) ejeksiyon fraksiyonu (EF)
%35-40 ve apeks-anterior saha ileri hipokinetik-akinetik izlendi. Hasta subakut anterior MI tanis1 ile
koroner yogun bakima (KYB) yatirildi ve optimal medikal tedavi baglandi. Izlemde hasta atriyal fib-
rilasyona girdi amiodarone infuzyonu ile SR saglandi. Atesi ve C reaktif protein (CRP: 290) yuiksek-
1igi oldugu igin enfeksiyon hastaliklari tarafindan ponomoni tanisi konulup antibiyoterapi baglandi.
Subakut MI ve ciddi enfeksiyonu oldugu i¢in acil girisim planlanmadi. KYB 3.gtin izlemi sirasinda
hastanin ani baglayan afazi ve sag taraf belirgin gu¢ kaybr meydana gelmesi izerine akut SVO di-
sunulup Norolojiye danigildr; bu sirada yapilan kontrol TTE’da LV apeks-apekoseptumda 14x6 mm
hareketkli trombus goruntitlendi (Video 1, 2 ve Sekil 1). Norolojik muayene ve beyin goriintileme-
de sol orta serebral arterde (MCA) okliizyon ve MCA sulama alaninda genis akut infarkt saptanip
Intravendz doku plazminojen aktivatorii uygulandi (Sekil 3). Takipte norolojik bulgulari gerilemeye
bagladi. Kontrol TTE’de LV apeks-apekoseptumdaki trombiis tamamen kayboldu (Video 3, 4 ve
Sekil 2). Hastaya Asetilsalisilik asit 100 mg 1x1 yaninda Varfarin sodyum baglanip INR 2.5-3.0 ara-
sindan ayarlandi. Daha sonra hastanin durumu iyilesince koroner girisim ile LAD’ya PCI uygulandi.

Tartiyma: PCI ve tibbi tedavilerdeki geligmelere ragmen LV trombiis olusumu hala akut MI’in zorlu
bir komplikasyonudur. Bildigimiz gibi akut MI sirasinda LV trombiisii olusumu; Hiperkoagiilabilite,
endotel hiicre hasari ve hipokinetik-akinitik alanda kan stazi’na baghdir. Erken tan ve tedavi ile
buyiik dlcuide sistemik tromboembolik olaylarini onleyebiliriz. Ozellikle LVEF <%40 ve LV duvarda
ileri hipokinezi/diskinezi/akinezi varliginda LV trombiisunden suphelenmelidir; mutlaka TTE ile LV
boslugunu detayli incelenmeli ve miimkiinse eger LV trombiuisunti daha net gosteren ve spesivitesi

TTE’den daha ytiksek olan kontrasth kardiyak Manyetik Rezonans goriintileme yapilmahdir.

Sekil 1. TTE’de Subakut onyiiz MI son-
rast LV apeks-apekoseptumda gelisen
14x6 mm capinda hareketli trombiis.

Sekil 2. TTE'de Subakut anterior MI sonrasi LV’de
gelisen trombiistin akut iskemik SVO’ya neden oldugu
i¢in trombolitik tedavisi sonrasi trombiisin tamamen

Sekil 3. Subakut anterior
MI sonrasi LV’de gelisen
trombiisiin - embolizasyonu
ile sol MCA tikanmasina
bagl; beyin tomografide
sol MCA sulama alaninda
belirgin genis akut infarkt
ile uyumlu hipodens alan.

OPS-072

Trikuspit kapakta masif yetersizlige sebep olan buyik vejetatif
kitlenin eksizyonu ve trikiispit kapagin onarmmm

Ahmet Karaduman, Ismail Balaban, Mustafa Ferhat Keten, Cetin Gegmen, Gokhan Kahveci
Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul
Yetmis yedi yassinda kadin hasta 2 ay once omurga cerrahisi nedeniyle opere olmus ve operas-
yon oncesi yapilan transtoraik ekokardiyografide ozellik saptanmamis. Hasta yeni gelisen dispne
ve bacaklarda ddem sikayeti ile kardiyoloji poliklinigine bagvurdu. Yapilan Transtroasik eko-
kardiyografide ileri derece trkuispit yetersizligi ve kapak uzerine kitle saptandi. Hastaya yapilan
transozefageal ekokardiyografide kitle demostratif sekilde gosterildi. Hastaya cekilen pulmoner
bt anjiografide pulmoner emboli saptanmadi. Hastadan alinan kan kiltiriinde staphylococcus ho-
minis Uredi. Hastada penisilin alerjisi mevcut olas1 nedeniyle vankomisin ve seftriakson tedavisi
baslandi. Hasta cerrahiye alinarak kitle eksize edildi. Trikiispit kapak da tamir edildi. Hastanin
postop ekokardiyografisinde kitle gozlenmedi ve trikuspit yetersizligi hafif derece saptandi. Eksize
edilen kitle patolojiye gonderildi ve kitle icinde Gram + staphilokok goruldi. Hastada endokardit
tedavisi 6 haftaya tamamlanarak taburcu edildi.
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Sekil 1. Transtroasik ve transozefageal 2d-3d goriintulemel

- Sekil 2. Trikuspit ka-
A pakta vejetatif kitlenin
cerrrahi goriintiisi.

OPS-073

Takotsubo cardiomyopathy in a patient with newly diagnosed
hypertrophic cardiomyopathy

Damla Yalcinkaya, Mikail Yarlioglues, Mustafa Duran, Ibrahim Etem Celik,
Fatih Oksuz, Sani Namik Murat

Department of Cardiology, Ankara Training and Research Hospital, Ankara

Takotsubo cardiomyopathy (TCM) is a condition characterized by transient left ventricular dys-
function and apical ballooning, best seen on an echocardiogram or magnetic resonance imaging
(MRI). It mimics acute myocardial infarction but without evidence of coronary artery disease on
a coronary angiogram (1). Hypertrophic cardiomyopathy (HCM) is the most common genetically
inherited heart disease (2). It is characterized by left ventricular hypertrophy in the absence of other
etiologies. Patients may present with a broad spectrum of clinical symptoms from asymptomatic
to sudden cardiac death (3). Here,we report 50 years old female patient admitted to the emergency
department with chest pain and severe dispnea. Her ECG revealed anterior wall ishcemia (Figure
1). On echocardiographic examination, she had a normal ejection fraction with severe hypokinesis
of the apical wall. She had markedly thickened septum and obstruction at rest in the outflow tract,
with a peak velocity of 323 cm/s and an estimated peak gradient of 42 mmHg indicating HCM
(Figure 2). There was also systolic anterior motion (SAM) of mitral anterior leaflet leading to
severe mitral regurtation (Figure 3). At angiography, slow coronary flow was observed at left ante-
rior decending artery. At anamnesis, we learned that she had lost one of her close relative in a car
accident two weeks ago and she had an anxious mood. We decided to perform MRI with suspicion
of TCM. On performed MRI, it was shown that there was left ventricular apical hypokinesis with
apical localized edema without necrosis which was typical for TCM (Figure 4). The patient was
started on metoprolol succinate daily, and her condition markedly improved. After one week, it was
revealed that obstruction at rest in the outflow tract was decreased to 15 mmHg with mild SAM
leading to mild mitral regurtation at control echocardiography.

! - ~ Figure 1. Electrocardiogra-
phy revealing anterior wall
=4 ischemia.
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Figure 2. Echocardiography
revealing gradient of out-
flow tract.
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Figure 3. Echocardiography revealing systolic anterior mo- Figure 4. Magnetic resonans imaging

tion. revealing apical edema.

OPS-074

Post-myocardial infarction (MI) ventricular septal defect (VSD):
A rare case in time of primary percutaneous coronary intervention

Veysel Oktay, Ebru Serin, Cem Bostan, Mustafa Yildiz
Istanbul University Haseki Cardiology Institute, Istanbul

Post-infarction ventricular septal defect is an uncommon but serious mechanical complication of a
myocardial infarction (MI) and typically occurs between days 2 and 7 after a large MI. A 60-year-
old man, admitted to the emergency department because of with progressive dispnoea and chest
pain for two days. On physical examination;pulse rate 40/min; blood pressure 80/40 mm of Hg;
and a systolic mesocardial murmur in the left parasternum were revealed. His electrocardiogram
(ECG) showed persistant ST segment elevation and pathologic Q waves in inferior derivations
and sinus bradicardia,consistent with a subacute inferior MI. The patient with a hemodinamically
unstable condition urgently taken to the cathater laboratuary.Primer PCI was performed and 3.0x15
mm DES stent was implanted in occluded mid right coronary artery (RCA) with restoration of
thrombolysis in myocardial infarction (TIMI) III flow.There was no additional coronary lesion.
Bedside transthrocic echocardiography (TTE) was performed because the hemodynamics of the
patient did not improve. Echocardiogram revealed inferolateral and inferior mid-basal akinesia
and left ventricular ejection fraction was 44%. Pulmonary artery systolic pressure was 45 mmHg at
rest. In addition, there was left-to-right shunting across on interventricular septum and a mid-mus-
cular ventricular septal defect (VSD) was detecteted. Medical treatment was started under inotropic
support, vasopressor drugs. Immediately cardiac MRI was performed for detailed evaluation of
VSD and confirmed a 20 mm VSD in the apical third of the inferior septum. The patient transferred
to the coronary intensive care unit (CICU).Cardiovascular surgery was consulted and the patient
was underwent emergency surgery. VSD was successfully repaired under the antiagregants
Discussion: Post-MI VSD is a potentially catastrophic,mechanical complication of MI and still
remains associated with a high mortality and morbidity.Although the advent of septal occluder
devices has offered an alternative to surgical repair, the main treatment of management has been
surgical repair. However, the mortality rate remains high. We present this case to emphasize the im-
portance of bedside echocardiography in every patient presenting with ST segment elevation MI.

Figure 1. Detailed evaluation of VSD surgery with CMR.
CMR was revealed VSD in the inferior septum.

OPS-075

A case with suprapulmonary membrane diagnosed by real time
three dimensional echocardiography

Sinan Varol, Orhan Ince, Ertugrul Okuyan

Department of Cardiology, Bagcilar Training and Research Hospital, Istanbul

Introduction: Suprapulmonary membrane is a rare congenital defect. Beside it is difficult to di-
agnose, it is also misdiagnosed as pulmonary valve stenosis. In here, we present a case diagnosed
with three-dimensional echocardiography.

Case: 36 years old female was referred to our clinic for exertional dyspnea. She has no history of
cardiac or pulmonary disease. Physical examination revealed 3/6 systolic murmur at the pulmonary
artery site. Electrocardiogram was indicated right ventricular hypertrophy findings. Transthorac-
ic echocardiogram revealed a massive pressure gradient of 181/110 mmHg on right ventricular
outflow tract at rest. Right ventricular hypertrophy was also evident on echocardiogram. In two
dimensional images, the pulmonary valve was not stenotic. Real time-three dimensional images
showed suprapulmonary membrane. CT angiography was confirmed this finding. The patient was
referred to surgery. The pulmonary membrane was successfully extracted. Postoperative follow
up was uneventful. The patient was discharged. Functional capacity was improved even at the
postoperative 30" day.
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Conclusions: Real-time three-dimensional echocardiography is a very useful diagnostic tool for
congenital defects. It could lead the diagnosis and structure of these malformations at the bedside.
Meticulous examination of patients was essential.

Figure 1. Two-dimensional echocardiography images of the case. ** indicates right ventricular hyperthropy
and * indicates enlarged right ventricle. CW doppler also shows massive pressure gradient at the right
ventricle outflow tract.
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Figure 2. Real-time 3D echocardiography revealed non-stenotic pulmo-
nary valve (1) and suprapulmonary membrane (2).

Figure 3. CTA confirms
pulmonary valve (*) and su-
prapulmonary stenosis (**).

OPS-076

Tamamen duizelen ileri pulmoner hipertansiyon nedeni:
Sol atriyal miksoma

Duygu Inan, Duygu Geng, Emrah Bozbeyoglu, Betul Korkmaz,
Ufuk Aydogdu, Ozlem Yildirmturk

Dr. Siyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Arastirma Hastanesi,

Kardiyoloji Klinigi, Istanbul

Atriyal miksomalar kalbin en sik primer iyi huylu timorleridir. Bu tumorler iyi huylu olmalarina
ragmen ciddi kardiyak ve sistemik sorunlara yol acabilmektedirler.Y1illik insidansi yaklagik ola-
rak 0,5/1.000.000 dir.Kalp bosluklarmin herhangi bir bolgesinde yerlesebilmekle beraber, vaka-
larm %75 inde esas olarak sol atriyum etkilenmektedir.Miksomanin yerlesimine, hareketliligine
ve boyutuna bagh degisik semptomlar gorulebilmektedir. Boyutlar1 genellikle 2-6 ¢cm arasinda
degismektedir. Miksomalar boyutlarina bagli olarak, mitral kapak obstriiksiyonunu taklit ederek,
pulmoner hipertansiyona neden olabilmektedirler. Elli dokuz yasinda erkek hasta bilinen 40 paket
yil sigara oOyksiisit mevcut. Hasta dig merkez acil servise solum yetmezligi tablosunda 112 acil ekibi
tarafindan getirildi. Bagvuru sirasida hipertansif akciger odemi tablosunda olan hasta intarvenoz
diuretik, nitrat ve noninvaziv ventilasyon ile klinik rahatlama saglandiktan sonra, CRP ve lokosit-
lerin yuksek saptanmasi ve PA akciger filminde efiizyon + infiltrasyon saptanmasi uizerine interne
edildi. Hastanin yapilan pulmoner bilgisayarli anjiyografide sol atriyal kitle saptanmas1 nedeniyle
tarafimiza yonlendirildi. Hastaya yapilan transozfajiyal ekokardiyografide sol atriyumda 5.6x3.1
boyunlarinda, interatriyal septumdan kaynaklanan, diyastolde midventrikiile kadar ulagan, mitral
kapag obstriikte eden (ortalama 27, maksimum 37 gradiyent), ciddi pulmoner hipertansiyona ne-
den olan (ortalama pulmoner arter basinci:130) ve orta dereceli trikuispit yetersizliginin eslik ettigi
kitle tespit edildi. Hastaya cerrahi rezeksiyon uygulandi. Histoplaojik olarak kitlenin miksoma
ile uyumlu oldugu tespit edildi. Operasyon sonras: 4. giin yapilan ekokardiyografi de, ejeksiyon
fraksiyonu %60, hafif- orta mitral yetersizligi, eser trikuispit yetersizligi, ortalama pulmoner arter
basinci 21 olarak tespit edildi.Hastanin 15 giin sonraki kontroliinde fonksiyonel kapasitesi NYHA
smif I olarak tespit edildi. Sol atriyal miksomalar genellikle insidental olarak tespit edilmektedir.
Hastalarin bir kisiminda nefes darlig1, senkop, inme gibi sistemik emboli bulgular1 gorulebilmekte-
dir. Literaturde sol atriyal miksomaya bagli ciddi pulmoner hipertansiyon gelisen vakalar mevcut-
tur. Bu vaka da sol atrial miksomaya bagli ciddi pulmoner 6dem tablosu gelismistir (mitral kapak
obstritksiyonuna neden olarak, ileri pulmoner hipertansiyona ve fonksiyonel trikiispit yetersizligi-
ne neden olmustur). Literaturde pulmoner ddem tablosunda bag vuran, ortalama pulmoner basinci
ve mitral gradiyenti bu derece yiiksek olan vaka daha once bildirilmemistir. Cerrahi rezeksiyon
sonrasinda hastanin pulmoner basinglari, sag kalp fonksiyonlari ve fonksiyonel durumu tamamen
normale gelmistir. Pulmoner hipertansiyonun ve dispnenin etiyolojisinde nadir bir sebep olan sol
atrial miksomanin, tamamen duzeltilebilen bir neden olmasi nedeniyle ayrici tanmida mutlaka du-
suniilmesi onem arz etmektedir.
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Sekil 1. Hastanin bagvursunda stabilizasyon sonra-
s1 PA akciger filmi: Bilateral efuzyon + intertisyel
odem + alt zonlarda infitrasyon.

Sekil 2. 5.7x3.1 boyutlarinda diyastolde midvent-
rikille kadar uzanan,mitral obsturitksiyona neden
olan sol atrial miksoma.

Sekil 3. Sol atriyal miksoma transozofajiyal eko-
kardiyografi 3D live goruntiisii.

Sekil 4. Pulmoner BTA; sol atrial miksoma + bi-
lateral efuzyon.

Sekil 5. Sol atriyal miksoma rezeksiyonu sonrast
transtorasik ekokardiyografide trikiispit yetersizligi
jetiyle hesaplanan ortalama pulmoner arter basinci
21 mm/Hg + eser trikuispit yetersizligi.

Congenital heart disease
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Acute inferior myocardial infarction in a patient with corrected
tetralogy of fallot with normal coronary arteries

Fatih Kahraman, Okkes Uku

Department of Cardiology, Dumlupinar University Kiitahya Evliya Celebi Training
and Research Hospital, Kiitahya

Introduction: Tetralogy of Fallot (TOF) is a rarely seen cyanotic congenital heart disease. By
the agency of advanced surgical procedures, lifetime increased in this group of patients and they
become at risk for coronary artery disease as they get older. There are only a few TOF patients with
acute myocardial infarction (MI) in literature, so in here we wanted to share a patient with acute
inferior MI with normal coronary arteries who had surgically corrected TOF.

Case: A 59 year-old male who had surgically corrected TOF at the age of 22 and secondary poly-
cythemia with no cardiovascular risk factors was admitted to hospital with squeezing chest pain
lasting for 2 hours. His electrocardiogram (ECG) showed persistent ST segment elevation in in-
ferior leads and reciprocal ST depression in D1 and aVL and also in anterior leads (Figure 1). His
echocardiograhy did not show any abnormality other than typical postsurgical TOF appearance and
akinesia of inferior and posterior walls. He was quickly transferred to catheterization laboratory
with the diagnosis of acute inferoposterior MI and coronary angiography was done. His right and
left coronary arteries were completely patent and there was not any thrombus formation either
(Figures 2a and 2b). His control troponin level was extremely high (>27 000) and there was not
any other factor such as pulmonary thromboembolism and acute ischemic cerebrovascular event
which may cause acute ischemic changes in ECG and troponin level elevation. He was discharged
from hospital and followed uneventfully for 1 month with dual antiplatelet therapy (DAPT) and
optimal medical treatment.

Discussion: Tetralogy of Fallot is clinically important cyanotic congenital heart disease. Fortunate-
ly, since the first open-heart surgery performed by Lilllehei and coworkers in 1954, many patients
can reach older age. Prevalance of atherosclerosis increases with age in normal population as well
as in patients with TOF. Giannakoulas et al. reported that coronary artery disease, not surprisingly,
was present in adult congenital heart disease population with cardiovascular risk factors. Bradley
et al. found that cardiovascular disease prevalance in TOF patients was not different from general
population. Akcevin et al. reported successful combined coronary artery bypass surgery with total
correction of TOF in a 56 year-old male patient with pink Fallot and multivessel CAD. Although
atherosclerosis is still the leading cause of coronary obstruction in normal population; thromboem-
bolism, erythrocytosis, anomalous coronary anatomy and hyperviscosity syndrome may play role
in acute MI in TOF patients. On the contrary of all above causes, our patient’s coronary vessels
were patent and we did not find any other etiology which may cause acute MI in our patient. To
the best of our knowledge, this is the first case in our country which acute inferior MI occurred in
a TOF patient with normal coronary arteries.

35. Uluslararasi Katilimli Turk Kardiyoloji Kongresi
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Figure 1. Electrocardiography shows obvious ST segment elevation in inferior leads and reciprocal ST
depression in D1 and aVL.
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Figure 2. (A) Normal left anterior descending and circumflex arteries. (B) Normal right coronary artery.

OPS-78

A patient with double outlet right ventricle and without a right
coronary artery

Huseyin Akcali, Asuman Biger Yesilay, Necip Fazil Dedeoglu, Zulkif Tanriverdi,
Mustafa Begeng Tagcanov

Department of Cardiology, Harran University Faculty of Medicine, Sanlurfa

Double outlet right ventricle (DORV); is a rare cyanotic complex congenital heart anomaly char-
acterized by both large arteries coming out of the morphological right ventricle. Ventricular septal
defect is often associated with this anomaly. In order to ensure survival in patients, many surgical
procedures called multi-stage palliation to balance the pulmonary and systemic blood flow should
be done. Rarely, they can reach adulthood without surgical intervention. Coronary artery anoma-
lies; has been evaluated as rare anomalies with no clinical significance, for many years. The right
coronary artery can pass in front of the right ventricular outflow tract in the DORV in which the
aorta is in levoposition. Knowing the anomalies of coronary artery in congenital and acquired
heart diseases is of vital importance in patients who will undergo surgical treatment. With this
case presentation; because of its rarity, we aimed to contribute to the literatire by examining and
taking into consideration the patient who has reached to adulthood with DORV and additionally
coronary artery anomaly.

Figure 1. CAG image.

e

Figure 3. CAG image.

Figure 4. CAG image.
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Figure 5. ECHO image. Figure 6. ECHO image.

Figure 7. ECHO image.

Figure 8. ECHO image.
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Extremely rare coronary anomaly in an elderly woman with AV block

Ziya Ismayiloglu, Ahmet Bacaksiz, Hatice Aylin Yamag¢ Halag, Erdem Karagop,
Asim Enhos, Mahmut Uluganyan, Nijad Bakhsaliyev, Ilke Celikkale

Department of Cardiology, Bezm-i Alem Vakif Gureba Training and Research Hospital, Istanbul

Normally, the left anterior descending artery (LAD) is the most dominant coronary vessel and
supplies about 2/3rd of the heart. It is very rare that the LAD remains rudimentary. The concept
of coronary dominance is identified by the coronary artery that supplies the posterior descending
artery (PDA). A vessel is considered supradominant when it is extremely large and supplies the
region that is normally supplied by another vessel. In this case report, we present a case of a rare
anomaly of a rudimentary LAD occurring with a supradominant right coronary artery (RCA). A
77-year-old woman presented in the emergency department of a tertiary care hospital with com-
plaints of palpitations and generalized weakness for the past 3-4 days. She had no known disease
before with no history of previous hospitalizations. She did not take any medication. The vitals
were well-defined in the accepted range, with blood pressure measuring 130/70 and a pulse of
34 beats per minute. The patient’s ECG showed complete heart block with atrioventricular dis-
sociation (Figure 1). There was no abnormality in the routine biochemical tests. Transthoracic
echocardiography revealed all heart cavities were within normal width (LVEF 60%), age-related
valvular degeneration with mild mitral and tricuspid insufficiency. Patient was planned for tem-
porary pacemaker insertion with coronary angiography through right femoral approach. Coronary
angiography revealed the presence of a rudimentary LAD, which abruptly tapered at the mid-level
before reaching the left ventricular apex (Figure 2). The RCA was dominant and supplied the PDA.
It was also coursed toward the apex, thus behaving like the distal portion of LAD (Figure 3-4).
There was no hemodynamically significant stenosis and atherosclerosis in the coronary arteries.
Later a permanent DDD pacemaker was implanted through left subclavian approach. The patient
was discharged in a medically stable condition with a routine follow-up planned after one month.
Acquired complete AV block results from various pathologic states causing infiltration, fibrosis, or
loss of connection in portions of the healthy conduction system. Its incidence increases with ad-
vancing age, highest in people older than 70 years. Although subsequent studies have demonstrated
the relationship between atrioventricular conduction abnormalities and coronary artery disease,
especially with the presence of first perforator and RCA lesions, there was not any report about
coexistence of congenital coronary anomaly and acquired AV block in an adult patient.

Figure 1. Electrocardiogram showing patient in complete atrio-
ventricular block.

Figure 2. Coronary angiogram
showing shorter termination of
left anterior descending coronary
artery in the AP-cranial view.

Figure 3. LAD distal originating
from RCA in LAO 30° view.

Figure 4. The right coronary
artery forming distal portion of
left anterior descending artery in
AP-cranial view.
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OPS-080

Pulmoner artere embolize olan atriyal septal defekt kapatma
cihazinin ¢ikartilmasi

Naci Babat
Yiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Girig: Dogumsal kalp hastaliklarinin % 7’sini olusturan atriyal septal defekt (ASD), eriskinlerde en
sik kargilagilan konjenital kalp anomalileri arasinda yer almaktadir. ASD’nin cerrahi olarak kapatil-
mast guvenli ve etkili olmasina ragmen, acik kalp ameliyati ve hastaneye yatis gerektirir. Sekundum
tipi ASD tedavisinde transkateter kapanmasi cerrahiye bagarili bir alternatif olarak kabul edilmistir.
Olgu: Daha dnce ASD nedeniyle opere olan 38 yaginda erkek hasta nefes darlig: sikayeti ile bas-
vurdugu poliklinikte yapilan transtorasik ekokardiyografi (TTE) incelemesinde ASD tespit edildi.
Transozofageal ekokardiyografide defektin inferior, superior ve aortik rimlerinin yeterli oldugu
gorulda. Hasta, perkiitan yaklagimla defektin kapatilmasi amaciyla kateterizasyon laboratuarina
alindi. 20 mm ASD kapatma cihazi kullanilarak defekt kapatildi (Sekil 1). Bir gun sonra yapilan
TTE’de cihazin yerinde oldugu goruldu. 1 ay sonra asemptomatik olan hastaya kontrolde yapilan
transtorasik ekokardiyografide ASD kapama cihazinin yerinde olmadig: tespit edildi. Pulmoner
bilgisayarl tomografik (BT) anjiyografi yapildi ve cihazin sag pulmoner arterde oldugu teyit edildi
(Sekil 2). Cihazin cerrahi yontemle ¢ikartilmasina karar verildi. Klinik olarak stabil olan hasta
elektif sartalarda ameliyathaneye alindi. Ana pulmoner artere embolize olmus cihaz palpe edildi ve
damar digindan parmakla sikistirilarak hareket etmesi engellendi ve cihaz klemp ile yakalanarak
¢ikartildi (Sekil 3). Ayn1 seansta ASD primer olarak kapatildi.

Tartisma: ASD kapama cihaz1 yerlestirildikten sonra, operator deneyimli olsa bile cihaz emboli-
zasyonu, vakalarin %0.5’inde gergeklestigi bilinmektedir. Cihaz embolizasyonu genellikle perkii-
tan ASD kapatilmasindan sonraki ilk ginler icinde ortaya ¢ikmakla beraber girisimden yillar sonra
da olugabilmektedir. Kiigiik ASD kapama cihazlarin kullanimi embolizasyonun en yaygin nedeni
olarak bildirilmistir, bunu yetersiz ve zayif rimler izlemektedir. Cerrahi yaklasim ASD’nin perku-
tan kapatma girisimi igin uygun olmadig: olgularda hem cihazin ¢ikartilmasina hem de defektin
kapatilmasma imkan vermektedir. Olgumuzdaki cihaz embolizasyonuna neden olarak, daha once
ASD nedeniyle primer kapama yapilan septumun muhtemelen rimlerinin zayif olmas: yatmaktadir.
Olgumuzda embolize cihazin sag pulmoner arter distalinde olmasi nedeniyle perkiitan yaklagimla
¢ikartilmasinin zor ve komplike olacagi, ileri klinik deneyim ve tibbi malzeme gerektirecegi ve
halihazirda devam eden septal defektinin olmasi, ayrica literatirde benzer olgularin gogunlugunda
cerrahi yontemin kullanilmig olmasi gozontine alinarak perkitan ¢ikartma girisiminde bulunulmadi.
Sonug: Perkiitan ASD kapama giivenli ve etkili bir yontem olsa da, bizim olgumuzda oldugu gibi
cerrahi gerektiren komplikasyonlar vardir. Cerrahi yontem, hem cihazin ¢ikarilmasi hem de defek-
tin es zamanl olarak kapatilmast i¢in giivenli bir yontemdir.

Sekil 1. ASD kapama islemi.

Sekil 2. BT-anjiografi de ASD cihaz1 ok ile goste-
rilmistir.

Sekil 3. ASD cihazinin cerrahi yontemle ¢ika-
rilmasi.

OPS-081

Aort rekoarktasyonlu gebede antihipertansif tedavi yaklasiminin
anne ve bebek saghgi uizerine etkisi-2 vaka

Aysun Erdem Yaman, Aycan Esen Zencirci, Kivileim Ozden

Dr. Siyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Arastirma Hastanesi,

Kardiyoloji Klinigi, Istanbul

Girig: Aort rekoarktasyonu olan gebelerin takibi ve dogumu kilavuzda modifiye WHO 4 ve WHO
3 risk skalasinda siniflandiriimistir. Bu gebelerdeki hipertansif tedavinin hedefleri ve kullanilacak
antihipertansif ila¢ segimi- uteroplasental perfiizyon iizerine olabilecek negatif etkiler nedeniyle-

net degildir. Burada hastanemizde takip edilen 2 rekoarktasyonlu gebenin aldig1 antihipertansif
tedavinin anne ve bebek saglig1 tizerine olan etkileri degerlendirilip sunulmustur.
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Olgu 1: Otuz g yasinda aort koarktasyonu olan kadin hasta, 16 haftalik gebe olarak gebe kalp
hastaliklar1 polklinigine bagvurdu. 14 yil dnce opere olan, 4 yil dnce rekoarktasyon nedeniyle 3.4
cm CP stent takilan, 5 yil dnce abortus oykusu hastanin yapilan fizik muayenesinde, TA: 150/90
mmHg, kol- bacak TA farki kol lehine 10 mmHg fazla olarak tesbit edildi. Yapilan transtorasik eko-
kardiyografide stent bolgesinde desenden aortada 37/18 mmHg gradyant tesbit edildi. Aort kapak
bikspid yapida, TAPSE 30 ol¢uldu. Kan biyokimyasi normal, 24 saatlik idrar takiplerinde minimal
proteiniiri izlendi. Hastaya alfametildopa 250 mg 2x1+ metoprolol 25 mg 1x1 baglandi. Gebelik
stresince tansiyon arteriyel takipleri 120-130/70-80 mmHg arasinda seyretti. Takipleri boyunca
uteroplasental kan akimi normal seyreden gebenin 39. haftada 10/10 APGAR skoru olan 2950 gr
agirhginda saghklh kiz bebegi sectio ile dogurtuldu. Dogum sonrasi anne ve bebekte herhangi bir
komlikasyon izlenmedi.

Olgu 2: Otuz yaginda opere PDA ve opere aort koarktasyonu olan 12 haftalik gebe hasta gebe kalp
hastaliklar1 poliklinigimize bagvurdu. 16 yil dnce aort koarktasyonu nedeniyle tiip graft takilmig ve
2 yil dnce 17 haftalik gebeliginde inutero 6lum gelismis. Fizik muayenesinde TA: 145/95 mmHg,
periferik nabizlar zayif, diger sistem muayenesi normal olarak izlendi. Yapilan transtorasik eko-
kardiyografide tip greft icerisinde 40/20 mmHg gradyant tesbit edildi. Aort kapak normal yapida,
TAPSE 26 ol¢uldi. Kan biyokimyasi normal, 24 saatlik idrarda hafif proteiniiri izlendi. Hastaya
alfametildopa 250 mg 2x1 verildi. TA takipleri 120-130/70-80 mmHg arasinda seyretti. Takipleri
boyunca uteroplasental kan akimi ve fetal ekokardiyografi normaldi. 37. haftada 3300 gr olarak
saglikl bir kiz bebek sectio ile dogurtuldu. Bebegin APGAR’1 normal dogum sonrasi anne ve
bebekte herhangi bir komplikasyon izlenmedi.

Sonug: Rekoarktasyon gelisen hipertansif gebelerde tansiyon hedeflerinin 120-130/70-80 mmHg
arasinda seyretmesi anne ve bebek sagligi yontinden olumlu seyretmistir.

Sekil 1. Koarktasyon velosite.

Sekil 2. Koarktasyon velosite 2.

OPS-082

Congenital left ventricular diverticulum
Fatih Guven, Yicel Karaca, Emre Sonmez, Yakup Yigit, Necip Ermis

Department of Cardiology, Inonii University Faculty of Medicine, Turgut Ozal Medical Center,
Malatya

Congenital left ventricular diverticulum is a rare malformation, refers to the ventricular wall out
of a weak region, which cannot resist increased internal pressure. Usually associated with midline
thoracoabdominal defects and approximately one of quarter is isolated. Isolated left ventricular
diverticle is usually asymptomatic and diagnosed incidentally. In this case, we present a case of
isolated congenital left ventricular diverticulum at a young age.

Introduction: Congenital ventricular diverticulum is defined as the outward protrusion of the ven-
tricular wall. Congenital ventricular diverticula are classified into two types as fibrous and mus-
cular. The fibrous type is not contractile. The muscular type is contractile, usually associated with
other cardiac and midline thoracoabdominal abnormalities. Rarely isolated cases have been report-
ed in adulthood. Congenital left ventricular diverticulum may cause serious complications such as
systemic thromboembolism, endocarditis, cardiac rupture, congestive heart failure, arrhythmia and
sudden cardiac death in some cases. The necessity of surgical treatment in patients with isolated
left ventricular diverticulum is controversial. Surgical treatment is recommended in symptomatic
patients with left ventricular diverticulum and in cases where ventricular diverticulum is associ-
ated with additional cardiac anomalies. We present a case with isolated congenital left ventricular
diverticulum, preferring conservative follow-up and no complication during clinical follow-up.
Case Report: A 25-year-old female patient admited to our clinic with atypical chest pain for 2
years. Her personal and family history was normal. Physical examination of the cardiovascular
system and other systems and laboratory findings were normal. Ecg showed normal sinus rhythm,
heart rate was 70 beats per minute and there were changes suggesting ischemia in precordial leads
(Fig. 1) Echocardiography report of the patients in a different clinic was usual. Ischemic symptoms
and ecg changes led us to investigate coronary artery disease. Coronary angiography and anatomy
of the coronary arteries were normal (Fig. 2) Afterwards echocardiography performed in our clinic
showed a diverticulum that showed contractility with the left ventricle during systole and opened
into the left ventricle (Fig. 3) Cardiac MRI showed a congenital ventricular diverticulum with
papillary muscles extending into the ventricle in the left ventricular apex (Fig. 4) The patient was
discharged without any complication for conservative follow-up. It was determined that no cardiac
events occurred in the patient during the follow-up period. Repeated echocardiography showed
no change in left ventricular functions and diverticulum diameters. It was decided to continue
conservative follow-up.

Discussion: We think that conservative follow-up is adequate and surgery is an alternative in adults
with isolated congenital left ventricular diverticulum without complications.

Figure 1. Electrocardiography.
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Figure 2. Coronary angiography.

Figure 4. Cardiac-magnetic resonance imaging.

OPS-083

Asymptomatic partial atrioventricular septal defect:
Report of an adult case

Bilge Duran Karaduman, Hiiseyin Ayhan, Telat Keles, Tahir Durmaz, Murat Akcay,
Nihal Akar Bayram, Muhammed Yunus Calapkulu, Yunus Emre Ozbebek, Engin Bozkurt

Department of Cardiology, Ankara Yildirim Beyazit University Faculty of Medicine,
Ankara City Hospital, Ankara

Background: The term “atrioventricular septal defect” (AVSD) covers a spectrum of congenital
heart malformations characterised by a common atrioventricular junction coexisting with deficient
atrioventricular septation. This spectrum ranges from a primum atrial septal defect and cleft mitral
valve, known as a partial atrioventricular septal defect (partial AVSD), to defects of both the prim-
um atrial septum and inlet ventricular septum and the presence of a common atrioventricular valve,
referred to as complete atrioventricular septal defect (complete AVSD, CAVSD). Partial AVSD is
infrequently encountered in adults. Here, we report an asymptomatic adult case of partial AVSD.
Case: A 29-year-old female with shortness of breath on exertion was referred to our hospital. Clini-
cal examination revealed HR approximately 80/min., BP 130/70 mmHg, pansystolic murmur at the
apex and at the left sternal border. ECG showed features of right bundle branch block with normal
sinus rhythm. Chest x-ray revealed cardiomegaly due to right heart and left atrial dilation, and
evidence of increased pulmonary vascularity. Transthoracic echocardiography revealed a defect
in the most inferior portion of the atrial septum (ostium primum defect) with a significant left to
right shunt (Qp/Qs = 3.3:1). Atrioventricular (AV) valves were localized at the same level. Trans-
esophageal 2D echocardiography (2D TEE) excluded LVOT obstruction and showed atrial sep-
tal defect with a perimembranous large ventricular septal aneurysm (Figure 1, 2). Color Doppler
demonstrated severe eccentric mitral and moderate tricuspid regurgitation with mild pulmonary
hypertension (Figure 3). After TEE, the patient was referred for surgical repair of the cleft mitral
valve, closure of the interatrial communication and repair of the interventricular septal aneurysm
but she refused surgery.

Discussion: The ostium primum defect is within the spectrum of AV septal defects. Patients with
an isolated primum ASD have a course similar to that of those with large secundum ASDs, al-
though symptoms may appear sooner when significant left AV valve regurgitation is present. Par-
tial AVSD includes an ostium primum atrial septal defect but with two separate atrioventricular
valve rings and a cleft in the anterior mitral valve leaflet. Patients may be asymptomatic until the
third or fourth decade, but progressive symptoms related to congestive heart failure, atrial arrhyth-
mias, complete heart block and variable degrees of pulmonary hypertension develop in virtually
all of them by the fifth decade. Awareness and understanding of the condition is critical and might
determine the early management and prevent complications, furthermore, the most import thing is
post operative care after the repair.
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Figure 1. Atrial septal defect with a perimembra-
nous large ventricular septal aneurysm.

Figure 2. Atrial septal defect with a perimembra-
nous large ventricular septal aneurysm.

Figure 3. Color doppler demonstrated severe eccentric mitral regurgitation.

OPS-084

Hipertrofik kardiyomiyopatinin nadir bir formu: Apikal hipertrofi

Yakup Yigit, Yucel Karaca, Emre Sonmez, Fatih Guven, Necip Ermig

Inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya
Girig: Apikal hipertrofik kardiyomiyopati, Dogu Asya diginda dusiik prevalansi olan nadir goriilen
obstriiktif olmayan bir hipertrofik kardiyomiyopati cesididir. Tezahiirler degiskendir ve asemp-
tomatik bir seyirden, ani kardiyak olume kadar uzanmaktadir. Diger hipertrofikkardiyomiyopati
formlariyla kargilagtirldiginda iyi prognozlu gibi gorinmektedir. Ancak, daha yakin tarihli ¢alig-
malarda miyokard enfarktiisui ve aritmi gibi kardiyovaskiler komplikasyonlarin nadir olmadigin:
ve en yaygin kardiyovaskuler morbiditenin atriyal fibrilasyon oldugunu gostermektedir

Olgu: Altmus sekiz yaginda erkek hasta, acil servise kararsiz angina dusiinduriici gogus agris1 ve
nefes darhigr sikayeti ile bagvurdu. Fiziki muayenesinde, dakikada 70 kalp atiginda duzensiz bir
kalp hiz1 ve 130/70 mmHg’lik kan basinci oldugu tespit edildi. Acil serviste ¢ekilen EKG’si, (Sekil
1) prekordiyal derivasyonlarda bifazik T dalgalari ve Atrial fibrilasyonu oldugunu, sol ventrikul
hipertrofisinin olmadigini (RaVL <11 mm, SV1 + RV5 <35 mm, RaVL + SV3 <20 mm) gosterdi.
Daha sonra yapilan Transtorasik Ekokardiyografide ($ekil 2) sol ventrikil sistolik fonksiyonlarinin
normal oldugu, sol ventrikiil apikalinde hipertrofik goriiniim oldugu izlendi. Ancak hasta klinigi ve
EKG’ si dolayistyla Akut koroner sendrom siiphesi giderilemediginden hastaya koroner anjiyografi
yaptik. Koroner anjiyografide obstriiktif olmayan koroner arter hastaligi bulgulari saptandi. Taki-
binde hastaya kardiyak MRG yapildi.Kardiyak MRG apikal hipertrofik kardiyomiyopati tanisint
dogrulad: (Sekil 3).

Sonug: Elektrokardiyografide apikal hipertrofik kardiyomiyopati’nin karakteristik ozellikleri,
prekordiyal leadlerde T dalgasi negatiflesmesi,bifaziklesmesi ve/veya sol ventrikul hipertrofisini
igerir. T dalgas1 degisiklikleri tipik olarak en ¢ok anterolateral derivasyonlarda belirgindir. Bu bul-
gu morfolojik olarak koroner iskemi yerine anatomik fenotipine ikincildir. Bu iki farkli hastalik
durumunu ayirt etmek zor olabilir, ¢inkit karakter ozelliklerinin her ikisi de benzerdir. Koroner
arter hastaligi ile benzer elektrokardiyografik degisiklikleri ve semptomlari olan hastalarda Apikal
Hipertrofik Kardiyomiyopati de ayiric: tanida goz onuinde bulundurulmalidir.
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Sekil 1.

Sekil 2.

Sekil 3.
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OPS-085

Sag ventikillden pulmoner artere implante edilmis konduitin erken
postoperatif donemde LAD kompresyonu

Sahane Elesgerli, Firdovsi Ibrahimov, Oktay Musayev, Giillane Agayeva

Merkezi Klinika Kardiyoloji Boliimii, Bakii, Azerbeycan

Yirmi yaginda erkek hasta 2 ay stiren nefes darlig1 sikayeti ile bagvurdu. Anamnezinde 5 yil once
gecirdigi Rastelli operasyonu (DORV + pulmoner stenoz) vardir. Ekokardiyografik incelemede
konduit darligini tespit ettik. Kanalin stenotik kismi iizerinde 120 mmHg basing gradyani olguldiu.
Rastelli islemini tekrar yapmaya karar verdik. 20 mm Hancock konduiti kullanildi. Operasyondan
24 saat sonra EKG nin anterior lead’lerinde ST segment elevasyonu goruldu. Ekokardiyografi uy-
guladik. Ekokardiyografide anteroseptal ve apikal duvarlarin hipokinezisini tespit ettik. Hastada
hemodinamiki instabilite izlendi ve hemen anjiografi laboratuvarma alindi. Koroner anjiyografi
transfemoral yaklagim kullanilarak yapildi. RCA sol koroner siniisten koken alirdi ve LAD konduit
ile kompressyona ugramistir. LAD’nin distalinde herhangi bir akim izlenmedi. 3.5x38 mm DES
implante edildi ve LAD’den distal TIMI-3 akim elde edildi.

Sekil 1. LAD kompressyonu ve DES ile onun giredilmesi. Anjiyografide RCA normal (A), LAD lezyonu-
nun (B) kompresyon sebepli oldugunu dusiinerek LAD-ye anjioplasti yaptik (C).

Coronary artery disease | Acute coronary syndrome

OPS-086

Whey proteini kullanan geng hastada agir egzersiz sirasinda gelisen
anterior miyokard enfarktusi

Yasin Ozen, Mustafa Bilal Ozbay, Kevser Gilcihan Balci, Mustafa Micahit Balci,
Alican Ozkan, Ugur Caligkan, Yiucel Kanal, Mustafa Karakurt, Emre Arugaslan

Ankara Tiirkiye Yiiksek Ihtisas Hastanesi, Kardiyoloji Klinigi, Ankara

Koroner arter hastaligi, tum kiresel olumlerin yaklagik uigte birini olusturur ve akut miyokard
enfarktiisii (AMI), koroner arter hastaliginin en agir seklidir. AMI, koroner kan akimindaki ani
azalmaya bagl olarak miyokard doku nekrozu olarak tanimlanir ve en yaygin neden aterom ara-
cili tromboembolizmdir. Genglerde STEMI yash populasyona gore nadir goriilmekle birlikte daha
mortal seyretmektedir ve farkli etiolojilere (madde kullamim oykiisii, vazospazm, ailesel hiperli-
pidemi vs.) sahiptir. Vuicut gelistirme ile AMI arasinda bir iligki literaturde bildirilmistir. Ancak,
kesin bir mekanizma tanimlanmamistir. Bazilari tek bagina yorucu izotonik egzersizin (yani vicut
gelistirme) plak ripturt uretip AMI’ye yol agabilecegini, digerleri ise recetesiz satilan ilaglara kar-
s1 yuksek riskli tutumlarin bir arada bulunmasini suglayabilir. Viicut gelistiriciler genellikle stero-
idleri, diyet takviyelerini (peynir alt: suyu proteini tozu, amino asit kapsilleri) ve diger performans
arttiricilan kotuye kullanir. Protein sentezini artirmak ve kas buytimesini uyarmak igin, yorucu
izotonik egzersiz, performans arttiricilarin ve protein takviyelerinin kullanilmasi veya her ikisinin
bir kombinasyonu, miyokard enfarktiisine (MI) neden olabilir. Bu vakada, peynir alt: suyu proteini
tozu ve amino asit kapsulleri de kullanan, akut ST segment yiikselmesi MI olan hastalarimizdan
birini sunuyoruz. Otuz bir yasinda bilinen koroner arter hastalik oykuistt olmayan yogun protein
tozu kulanim oykusii olan ve risk faktorti olmayan erkek hasta aksam saatlerinde spor salonunda
agir egzersiz sirasinda gogiis agrisi oldugunu ifade etmis ve ardindan kardiak arest gelisen hasta
112 esliginde 20 dk kardiyopulmoner resisiitasyon ile hastanemiz aciline bagvurdu.hasta tarafimiza
konsilte edilmesi uzerine cpr sirasinda degerlendirildi. EKG de v1-4 elevasyonu, inferior deri-
vasyonlarda st depresyonu mevcuttu. eko da anterior ivs, apex ve anterior duvar ileri hipokinetik
ve ef gorsel olarak 25 idi. hasta acil koroner anjiografi laboratuvarmna alindi.koroner anjiografide
lad %100 tromboze ve tikaltydi. Hemen lezyon floppy tel ile gegildi. 2.0x20 mm balonla ardisik
predilatasyon yapildi.akim gelmemesi lizerine agrastat bolus yapilan hastaya ardindan 3.0x22 des
implante edildi.Tekrar akim gelmedigi goruldii. CPR’a devam edildi.Tium medikal girigsimlere rag-
men hemodinamik yanit alinamadi ve hasta exitus oldu. Sonug olarak literatur taramas1 MI’nin
vicut gelistiriciler arasinda gorulebilecegini ortaya koymaktadir. Vucut gelistirici arasinda MI sik-
Iig1 hakkinda tamamlayict veri yoktur, ancak bildirilen vakalarin genel olusumlardan uzak oldugu
agiktir. Bunun bir nedeni, klinisyenlerin rapor vermemesi, bir digeri de sosyal olarak damgalanma-
mas1 konusunda hasta tercihi olabilir. Klinigimiz olarak bu tir hastalarin vaka bildirimi yapilmasi
ve bu popiilasyonda ani kardiak dlum sebeplerinin aydinlatiimasina katki saglayacagini disiindiik.
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Sekil 1. EKG’de ST elevasyonlari.
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Sekil 2. KAG goruntileri. Sekil 3. KAG goruntilleri. Sekil 4. KAG goruntiileri.

Sekil 5. KAG goruntiileri.

Sekil 6. LAD islem siras1.

OPS-087

Spontan koroner arter diseksiyonuna sekonder gelismis
akut koroner sendrom

Giindiizalp Saydam,' Miige Tezer.> Ugur Ozan Demirhan,? Orhan Cigekgibasi®

!Cihanbeyli Devlet Hastanesi, Kardiyoloji Klinigi, Konya
’Akdeniz Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Antalya

Giris: Miyokard enfarktiisii ve semptomatik koroner arter hastaliginin geng erigkinlerdeki insidan-
st oldukga dusuktur. Spontan koroner arter diseksiyonu; nispeten geng yasta ve koroner arter has-
talig1 igin risk faktora bulunmayan bireylerde daha fazla gorulmektedir. Ilk klinik bagvuru unstabil
angina pectoristen ani kardiyak olume kadar degisebilmektedir. Vakamizda, NSTEMI ile bagvuran
spontan koroner arter diseksiyonu saptanan hastamizin takip ve tedavi siirecinden bahsettik.
Olgu: Yirmi bes yaginda kadin hasta, yarim saattir siiren ani gelismis tipik vasifli gogus agrisi ile
acil servise bagvurdu. Gogiis agrisina eslik eden ek semptomu bulunmamaktayd. Kardiyovaskiler
ve solunum sistem muayeneleri dogald. Arteriyel tansiyonu 120/75 mmHg; kalp hiz1 74/dk idi.
Ozgecmisinde bilinen kardiyak hastalik oykiisu yoktu.1 yil oncesinde abortus ile sonuglanmig 7
haftalik gebelik oykusit mevcuttu. 1.5 paket/yil sigara kullanim oykusii mevcuttu.Annesinde 48
yasinda ME gelismis ve stent implante edilmisti. EKG’si sinus ritminde; lateral derivasyonlar-
da T negatifligi mevcuttu. Ekokardiyografisinde; apeks ve apikal segmentlerde hafif hipokinezisi
mevcuttu.Sag bosluklar normal, ciddi bir kapak patolojisi bulunmamaktaydi. Labaratuvar sonug-
larinda; troponin 30 ng/ml, diger parametreler normaldi. Hasta klinik ve labaratuvar bulgular ile
NSTEMI on tanistyla koroner yogun bakim unitesine yatirildi. Takiben yapilan koroner anjiyog-
rafide ise LAD ve DG arterlerin distal kesimlerinde diseksiyon ile uyumlu gorinum izlendi (Sekil
1 ve 2). CX ve RCA ise normal izlendi. Damar ¢aplarinin ince olmas1 hemodinamik instabilitenin
bulunmamasi nedeniyle medikal tedavi karar1 alindi. Hasta troponin dizeyi normalizasyonunu
takiben ikili antiagregan tedavi ile taburcu edildi. Bir ay sonra yapilan kontrolde hastanin gogiis
agrisimin hi¢ tekrarlamadigy, kardiyak sikayetinin bulunmadigi goraldi. Yapilan kontrol ekokardi-
yografisi normaldi. Hastada medikal tedaviye devam edildi.

Tartigma: Spontan koroner arter diseksiyonu; koroner arterin intimal ve medial tabakalari arasinda
ayrilma sonucu intramural hematom gelisimi ile sonuglanan damar duvar butinluginun bozulma-
sidir. Intramural hematomun intimal tabakay1 lumene dogru itmesi koroner arterde kismi darliga
neden olarak koroner iskemi yaratir. Klinik presentasyon; limende olugan darligin derecesine
bagl olarak unstabil angina pectoris, NSTEMI/STEMI, iskemi iligkili aritmiler ve ani kardiyak
olim seklinde olabilir. Spontan koroner arter diseksiyonu kadinlarda ve koroner arter hastalig
risk faktori nispeten daha az geng yas bireylerde daha ¢ok gorulmektedir. Daha ¢ok koroner ar-
terlerin distal kesimleri ya da yan dallar etkilenmektedir. En sik tutulan koroner arter ise LAD’dir.
Tedavide tek damar hastalig1 olan persistan iskemisi ve hemodinamik instabilitesi olmayan vakalar
tibbi tedavi ile revaskiilarizasyon yapilmadan izlenebilir. Aksi takdirde CABG/PCl ile revaskiila-
rizasyon endikedir.

Sekil 1. Sag caudal pozda LAD ve DG arterdeki
diseksiyonun anjiyografi gorintiisi.

Sekil 2. Sol kranial pozda LAD ve DG arterdeki
diseksiyonun anjiyografi gorintusi.
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OPS-088

Vazospasma bagh gelisen anterior miyokard enfarktiisii zemininde
ventrikuler septal defekt

Kemal Emrecan Parsova, Elif Gokgen Vatanoglu, Zeynep Kolak, Duygu Inan, Tolga Onuk

Dr. Siyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Aragtirma Hastanesi,

Kardiyoloji Klinigi, Istanbul

Post miyokard enfarktusit VSD nadir goziiken fakat hasta igin oldukga katostrofik etkileri olan bir
mekanik komplikasyondur. Modern ¢agda erken revaskiilarizasyon tedavileri ile %1-2 olan siklig1
%0.3 seviyelerine gerilemistir. Medikal tedavi ve cerrahi tekniklerdeki ilerlemeye ragmen olduk-
¢a yuiksek morbidite ve mortaliteye sahiptir. Post MI VSD’de teshis sonras: ilk iki hafta i¢inde
mortalite %80’in izerindedir. Septal ruptir ile birlikte soldan saga santin gelismesi pulmoner kan
akiminin artigina ve sol venrikiil volum overloadunun artigina yol acarak akut kalp yetemezligine
yol agmaktadir. Giincel tedavi klavuzlari hemodinamik stabiliteden bagimsiz olarak cerrahi ola-
rak onarimi tavsiye etmektedir. Sunacagimiz olguda post miyokard enfarktusit VSD atersokleroz
zemininde geligsen akut koroner arter trombusune bagl gelismemis olup, literatirde daha once
bildirilmeyen vasospasm nedeni ile LAD akimu ciddi olarak yavaslayan ve lezyonu tamamen nit-
ratla gerileyen bir hastaya aittir. Yetmis bes yasinda kadin hasta, bilinen koroner arter hastaligi
oykiisu yok, hipertansiyon ve diyabetes mellitusu mevcut. Iki giindiir olan anginal gogus agrisi ile
dis merkeze giden hasta akut anterior MI ile tarafimiza sevk edildi. EKG’si Sinus ritmi,V1-V2 st
elevasyonu, D1-Avl T negatifligi. Primer islem oncesi hipotansiyon nedeni ile yapilan EKO’sunda
septumda genis VSD goruldu. Hasta primer isleme alindi. LAD-D1 sonrasi ciddi yavas akim ve
vazospasm goriildii. Spasm nitrat ile geriledi. Hastaya IABP takildi.Hasta islem sonrasi koroner
yogun bakima alindi. Kalp ve damar cerrahisi ile konsiilte edilen hasta kalp ve damar cerrahisi
tarafindan operasyona alindi. Operasyonda septumdaki genis vsd dacron yama ile kapatildi. Ope-
rasyon sonrasi takibinde extiibe olan hasta servise alindi. Servis takiplerinde soluunum sikintisi ve
sepsis geligsen hasta KVC yogun bakimda uzun bir suire entiibe olarak septik sok tablosunda takip
edildi. Hasta daha sonra tedavisinin devamu i¢in genel yogun bakima sevk edildi.

o

Sekil 1. Koroner anjiyografide normal sag ko-
roner arter.

Sekil 2. Koroner anjiografide LAD nin oritmcek
pozda total goruntusii.
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Sekil 3. Koroner anjiografide LADnin sifir krani-
yal pozda total gorintiisi.

Sekil 4. Koroner anjiografide LAD nin sifir
kraniyal pozda nitrat sonrasi gorntisi.

Sekil 5. Ekokardiyografide ventrikiiler septal
defektin goruntusii.

Sekil 6. Ekokardiyografide ventrikuler septal defektin
goruntusi.

Sekil 7. Hastanin bagvuru EKG’si.
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OPS-089

Koroner anjiografi sonrasi nadir gorilen bir komplikasyon
sialadenite bir olgu esiliginde yaklasim

Mehmet Taha Ozkan, Cagatay Tunca, Ibrahim Hakan Gullu, Muhammed Erzurum,
Alperen Tas, Sadik Acikel, Tolga Cimen, Tolga Han Efe, Nail Burak Ozbeyaz

Ankara S.B. Diskapt Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Sialadenit, koroner anjiografi sonrasi iyotlu kontrast madde uygulamasina bagl olarak ortaya ¢i-
kan nadir bir komplikasyondur. Kontrast madde kullanimina bagli sialadenit bildirilen olgularda
siklikla intravenoz pyelografi sonrasi gorulmustir. Koroner anjiografi sonrasi sialadenit bildirilen
literatiirde kisith olgu bulunmaktadir. Sialadenit gelismesinde kesin sorumlu mekanizma bilin-
memektedir, ancak iyota kars1 idiyosenkrazik bir reaksiyon veya toksik seviyede iyot birikiminin
sorumlu oldugu dusiinulmektedir. Iyot iceren kontrast madde alimi sonrasi tikiritk bezlerinde iyot
biriktigi ve serum iyot seviyesinde belirgin yitkselme oldugu bilinmektedir. Iyotlu kontrast madde
alimina bagh gorillen sialadenit tedavi yaklasimi olarak supuratif sialadenitten farklilik goster-
mektedir. Stpuratif sialadenitin tedavisinde antibiyotik kullanimi zorunluyken aseptik sialadenitte
konservatif yaklagim tercih edilmektedir. Bilinen kronik hastalik dykiisii olmayan acil servise tipik
vasifta gogiis agrisi ile bagvuran 62 yasinda erkek hasta akut koroner sendrom olarak degerlendiri-
lip koroner yogun bakim initesine yatirildi. Koroner anjiyografi yapilan hastanin sol on inen arter
ve sag koroner arter lezyonlarina perkiitan koroner girisim yapildi. Islem sirasinda 300 mg/mL
iyodur igeren 200 cc kontrast madde kullanildi. Islem sonrasi koroner yogun bakim takiplerinin 24.
saatinde hastanin bilateral mandibular bolgesinde agrisiz sislik gelisti. Fizik muayenede orofarinks
ve tonsiller normal olarak izlendi. Hastanin semptomlarimin yemek ile artmasi sonrasi sialadenit
olabilecegi dusunuldi. Yapilan yiizeyel ultrasonografide her iki submandibuler bez boyutlari ve
ekojenitesi artmig, doppler ultrasonografik incelemede perfuzyon artmig olarak bulundu. Bu bulgu-
lar esliginde sialadenit diisuniildu. Aseptik sialadenit olarak degerlendirilen hastaya bol hidrasyon
ve non steroid antiinflamatuar tedavi baslandi. Hastanin 5 giin sonrasi kontrolunde bulgular1 ge-
riledi. Sislikleri kayboldu. Hasta diizenli takibe alindi. Bu vakada sialadenitin koroner anjiyografi
yapilan akut koroner sendromlu vakadan sonra gelistigi ve diger bildirilen cogu vakanin aksine
bobrek yetmezligi olmayan bir hastada tespit edildigi gosterilmistir. Tedavi yaklasimindaki fark-
lilik konservatif tedavi ile sialadenitin gerilemesi aseptik sialadenitin taninmasinda ve supiiratif
sialadenitten ayriminda one ¢ikmistir. Sonug olarak iyotlu kontrast madde alimi sonrasi gorilen
aseptik sialadenit nadir gorulen bir komplikasyondur. Bu vakada, gelisen bu komplikasyonun yo-
netimi olgu sunumu olarak incelenmistir.

e

Sekil 1. Tedavi oncesi sialadenit.

Sekil 2. Tedavi oncesi sialadenit.

Sekil 4. Tedavi sonrasi kontrol.

Sekil 3. Tedavi sonrasi kontrol.

OPS-090

Distal embolization of a possible left main coronary artery thrombus
Selcuk Ozturk, Mustafa Duran, Sani Namik Murat
Department of Cardiology, Ankara Training and Research Hospital, Ankara

A 38-year-old man presented to the emergency room with the complaint of chest pain which started
1 hour ago. Electrocardiography (ECG) showed ST segment elevation in leads aVR-V2-3 and
ST segment depression in leads D1-D2-D3-aVL and aVF (Figure 1a). The patient was diagnosed
as acute myocardial infarction (AMI) and transferred to the cardiac catheterization laboratory,
immediately. Acetylsalicylic acid 300 mg, 600 mg clopidogrel orally and 5000 U unfractionated
heparin intravenously was administrated to the patient. The ECG of the patient suggested us the
left main coronary artery (LMCA) disease as infarct releated artery. Diffuse ectasia was observed
in three main epicardial coronary arteries with no significant stenosis or thrombus image in LMCA
(Figure 2a, b). However, the diagonal and septal branches of left anterior descending (LAD) artery
were obstructed (Figure 2c). Percutaneous coronary intervention was planned to the D2 artery
but the guidewire could not be directed to the distal of the artery. The patient was transferred to
coronary intensive care unit and the ECG showed ST segment elevation in D1- aVL and depression
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in reciprocal leads (Figure 1b). Due to the suspicion of a possible LMCA thrombus embolization
into the branches of LAD, intravenous abciximab therapy was administrated to the patient and the
patient’s chest pain and ST segment changes improved after the therapy (Figure 3). Echocardiog-
raphy revealed normal findings. The patient’s condition continued as asymptomatic and stable, and
he was discharged home in 4 days’ time. Distal embolization due to acute LMCA thrombosis is a
serious manifestation of AMI and glycoprotein IIb/IIIa receptor antogonists can be used in specific
situations in these patients.

Figure 1. (A) ECG of the patient on admission showing ST segment elevation in leads aVR-V2-3 and ST
segment depression in reciprocal leads suggesting a LMCA thrombosis. (B) ECG of the patient showing ST
segment elevation in D1-aVL and depression in reciprocal leads in the coronary intensive care unit after the
coronary angiography procedure.

Figure 2. (A) Right coronary artery angiogram of the patient demonstrating ectasia. (B) Left coronary angi-
ogram showing ectasia in the circumflex artery and clear LMCA. (C) LAD visualization showing occluded
septal and diagonal branches with total obstruction of D2 artery.

Figure 3. ECG of the patient after the abciximab therapy demonstrating
improvement in ST segment changes.

OPS-091

Anstabil anjina ile bagsvurmus hastada LAD ve Cx-de tekrarlayan
intraprosedural stent trombozu

Sahane Elesgerli, Firdovsi Ibrahimov, Oktay Musayev
Merkezi Klinika Kardiyoloji Boliimii, Bakii, Azerbeycan

Altmis bes yasinda kadin hasta hastanemizin acil bolumiine akut koroner sendrom tanisi ile bag-
vurdu. Bilinen hipertansiyon ve diabetes mellitus olan hastanin aile hikayesinde 2 yil once kiz
kardesinde stent implantasyonuna takiben 3. giintinde ani kardiyak dlim gorilmustur. Hastanin
gelis muayenesinde fizik muayene normal, tansiyon 120/80 mmHg, nabiz 85 atim/dakika idi. Eko-
kardioqrafide patolojik bir duruma rastlanmadi. Hasta anjiografi i¢in kateterizasyon laboratuvarina
alind1. Koroner anjiografi yapildi. LAD ve Cx-de kritik lezyon bulunmas: tizerine hastaya DES ile
anjioplasti planlandi. Hastaya 300 mg klopidogrel verildi v heparin ile antkoagule edildi. Ilk ola-
rak LAD damara floppy ile gecilerek DES implante edildi, stent i¢i NC ile balonlandikan sonra Cx-
deki lezyona gegildi. Cx-deki lezyona stent implante edilip son goriintiilemeler yapilirken LAD-de
stent i¢i tromb oldugu goriilda. NC balon yardimi ile LAD igi tromb pargalandi. Gorintileme
devam ederken bu seferde Cx-de stent i¢i tromb oldugu goriildii. Bu iglem ve trombun yeniden ya-
ranmas bir ka¢ defa tekrarlandi. Bunun tizerine ACT-ye bakildi ve ACT-nin 310 oldugu saptandi.
Hastanin kiz kardesinde de ayn1 problem yagandigindan hastada genetik koaqulopati dusunildi.
Hastaya sonrasinda 180 mg tikagrelor verildi. LAD ve Cx-deki lezyonlara bir ka¢ defa balonlama
yapildigi halde yeniden thrombus oldugu gorulmitiir. Prosedur 4 saat devam etdi. Hasta yogun
bakima alindi. Bir gun sonra kontrol anjiografi ¢ekildi. Koroner arterlerde herhangi bir trombus
izlenmedi. Hasta DAPT (aspirin+tikagrelor) tedavisi ile taburcu edildi.

OPS-092

Gincel bilgiler 1s181nda spontan korner diseksiyona yaklasim
Cagatay Tunca, Mehmet Taha Ozkan, Haluk Furkan Sahan
Ankara S.B. Digkapt Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Spontan koroner arter diseksiyonu (SKAD), Akut koroner sendrom’un nadir gorulen non-
aterosklerotik bir sebebidir. SKAD olgularinin Koroner Arter Hastaligi igin belirgin bir risk
faktori olmamasi en onemli ozelligidir Olgularin %75-80’i kadinlardir ve bunlarin ugte biri-
ni peripartum donemdekiler olusturmaktadir. Gunimuzde Akut Koroner Sendromlarin %1.7-
4’untin 60 yas altindaki kadinlarda %22-35"inin spontan koroner arter diseksiyonuna bagl oldu-
gu dusiilmektedir..Ilk Spontan Koroner Arter diseksiyonu olgusu 1931 yilinda Pretty tarafindan
bildirilmistir. Spontan Koroner Arter Diseksiyonu en sik ani dlim ile karsimiza ¢ikmakta ve
bunlarin %75’i de post mortem incelemelerde saptanmaktadir. En sik sol on inen arter ve sol
ana koronerde gorulmektedir. Kadin cinsiyet, gebelik, fibromuskiiler displazi, konnektif doku
hastaliklar1, hormonal terapi predispozan faktorler olarak one ¢ikmaktadir. Emosyonel stres, agir
fiziksek aktivite, sempatomimetik ajanlar(kokain, amfetamin), dogum eylemi, valsalva tetikleyici
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olabilmektedir. Tedavisinde medikal tedavi, perkiitan koroner girisim veya cerrahi se¢eneklerdir.
Bilinen kronik hastalik 0ykiisi ve koroner arter hastaligi risk faktorleri olmayan 43 yasinda kadin
hasta acil servise 1 gundir olan sikigtiric: tarzda gogiis agrisi sikayetiyle bagvurdu. Cekilen EKG
sinde inferior derivasyonlarda ST elevasyonu saptandi. Hasta akut koroner sendrom tanisiyla
Anjiografi Labarotuvarina alindi. Yapilan sol sistem goriintulenmesinde sol on inen arter ve sir-
kiimfleks arter normal olarak goruntillendi. Sag goruntilemede ise sag koroner arter proksima-
linde tip 1 disseksiyon(multipl radyoliisent limen) ile uyumlu gorinim izlendi. Goruintuleme
sirasinda opak madde verilmesiyle disseke segmentte distale dogru ilerleme saptandi. PL dalinda
ise akim kayboldu. Disseksiyon hattinin ilerlemesi vehastanin agrisinin sirmesi nedeniyle tedavi
stratejisi olarak perkiitan koroner girigim karar1 verildi. Proksimal diseke lezyona ilag kapli stent
implante edildi. Islem sonrasi yapilan Ekokardiyografide inferior duvarda hipokinezi saptandi.
Ejeksiyon Fraksiyonu %50 olarak ol¢uldii. Medikal tedavisinde asa,ticagrelor, ramipril, metap-
rolol verildi. Taburculuk sonras: etyoloji arastilmas1 amaciyla Fibromuskuler Displazi agisindan
arterial goruntileme yapildi. Konnektif Doku Hastaliklari agisindan serolojik tetkikler istendi.
Bu tetkiklerinde patoloji saptanmayan hasta i¢in anamnez detaylandirildi. Yakin zamanli gebelik,
dusiik oykiisit yoktu. Predispozan faktorler saptanmayan hastanin SKAD tablosu, ifade ettigi se-
kilde son zamanlarda yagadig1 yogun emosyonel stres ile iligkilendirildi.Hastanin yaklagik 1 hafta
once Major Depresyon on tanistyla Psikiyatri takibine alindigi 0grenildi. Spontan koroner arter
diseksiyonu hasta 0zellikleri ve yonetimi acisindan klasik akut koroner sendrom’dan farkli oldu-
gu igin onemlidir ve taninmasi gerekir. Bu olgu esliginde spontan koroner arter diseksiyonu’nu
etkin yonetim yaklagimi ele alinmigtir.
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Sekil 1. Sag koroner artere girigim. Sekil 2. Sag koroner artere girisim sonrasi go-

rinti.

Sekil 3. Sag koroner goriintilleme. Yalanc lii-
mende opak birikimi.

Sekil 4. Sag koroner gorintilleme. Diseksiyon
hattinin goruniimii.

Sekil 5. Sag koroner gi
lisent limen gorinumii.

tilleme. Multipl radyo- Sekil 6. Sag koroner gorimtiileme.

Sekil 7. Sol koroner goriintilleme. Sekil 8. Sol koroner goriintiileme.
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OPS-093

Acute coronary syndrome and ascending aorta intensive thrombus
due to carbon monoxide poisoning

Cemil Zencir, Burak Ogulcan Yildirim
Department of Cardiology, Adnan Menderes University Faculty of Medicine, Aydin

Objective: Our aim with this case is to share with the literature that carbon monoxide poisoning
may cause myocardial infarction.

Method: 77 years old man was admitted to our emergency department of Adnan Menderes Uni-
versity Hospital with altered consciousness and dyspnoea as a consequence of CO poisoning. The
blood analysis revealed Hb:7.2 g/dL, hematocrit: 22.8%, creatinine: 1.3 mg/dL and troponin I 1967
pg/ml. The patient’s carboxy hemoglobin level was 27%. Electrocardiography showed widespread
horizontal ST depression and ST elevation in aVR.

Result: Coronary angiography revealed 95% stenosis in the osteal left main coronary artery
(LMCA), 99% stenosis in the intermediate artery (IM), 100% stenosis in the right coronary ar-
tery (RCA). The LMCA angiographic finding resembled a thrombus (Figure 1). Aortography also
showed thrombus in ascending aorta (Figure 2). After the percutaneous coronary intervention,
control electrocardiography showed resolution of the ST-wave depression (Figure 3). The patient
was stable and described no symptoms afterward.

Conclusion: When a myocardial infarction (MI) occurs in patients with CO poisoning it is mostly
due to type 2 MI and coronary angiography reveals no significant stenosis. However, our case
demonstrates myocardial infarction may also be caused by plaque rupture and thrombus formation.
Therefore all patients with CO poisoning should be evaluated for coronary angiography and should
be performed if necessary.

Figure 1. Ascending aorta is a common throm-
bus view.

Figure 2. Coronary artery anatomy after percuta-
neous coronary intervention.

Figure 3. Critical lesion in the main coronary and
circumflex by coronary angiography.

OPS-094

Pseudoefedrin alimi sonrasinda gelismis akut inferolateral
miyokard enfarktusi

Miuge Tezer,' Giindiizalp Saydam,> Unal Guntekin,' Giinay Asgarl'

!Akdeniz Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Antalya
2Cihanbeyli Devlet Hastanesi, Kardiyoloji Klinigi, Konya

Giris: Pseudoefedrin alfa ve beta reseptorlerin non-selektif aktivatorudur.Hem direk hem de in-
direkt etkiyle norepinefrin salinimini arttirarak kardiyotoksik etki olusturabilmektedir.Bu olguda
pseudoefedrin alimi sonrasinda akut inferolateral miyokard enfarktiisi gelismis hastamizi sunduk.
Olgu: Yirmi yasinda erkek hasta; yarim saat once baglamig gogus agris1 nedeniyle acil servise
bagvurdu. Son 3 giindir olan ates, produktif oksiiriik, rinore ve bulant: sikayetleri mevcuttu. Fizik
muayenesinde farenksi hiperemik, kardiyovaskiiler, solunum ve periferik sistem muayeneleri do-
gal idi. Ozge¢misinde bilinen kardiyak hastalik oykusu yoktu, duzenli ilag¢ kullanimini gerektiren
kronik bir hastaligi mevcut degildi. Iki guindir tist solunum yolu enfeksiyonuna yonelik recete edil-
mis amoksisilin klavulonik asit, pseudoefedrin ve ibuprofen kombinasyonunu igeren non-steroid
antiinflamatuvar ila¢ kullanmakta idi. Cekilen EKG’sinde inferolateral derivasyonlarda ST seg-
ment elevasyonu mevcuttu ($ekil 1). Ekokardiyografisinde; EF’si normal, segmenter hareket ku-
suru yoktu. Sag bosluklar normal, ciddi bir kapak patolojisi yoktu. Gogus agris1 devam eden hasta
Akut Inferolateral ME on tanisiyla acil KAG labaratuvarina alindi. Yapilan koroner anjiyografide;
koroner arterleri normal saptand: ($ekil 2). Bir giin sonra hastanin troponin diizeyi 32 ng/dl’ye
kadar yitkselmisti ve cekilen EKG’de inferolateral derivasyonlarda T negatifligi mevcuttu. Takip
eden siregte hasta hemodinamik agidan stabil seyretti, troponin yavas bir seyirle normale geriledi.
Geng yagtaki hastamizdaki aktif EKG degisikligi, troponin yiiksekliginin normal sinirlardaki eko-
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kardiyografi ile birlikteligi, mevcut klinik durumdan sorumlu olan faktoruin pseudoefedrine bagh
adrenerjik aktivite artig1 ve vazospazm sonucu tetiklenmis koroner iskemi olabilecegini diigiindur-
dii. Hasta kardiyak acidan stabilizasyonunun saglanmasini takiben, pseudoefedrin ve efedrin turevi
ilaglar1 kullanmamasi gerektigi ifade edilerek taburcu edildi.

Tartigma: Efedrin ve pseudoefedrin tirevi ajanlar ozellikle tist solunum yolu enfeksiyonu tedavi-
sinde birgok NSAII ile kombine preparat halinde sik¢a tercih edilmektedir. Efedrin ve pseudoefed-
rinler; NE tuzerinden direkt ve indirekt etki ile zayif alfa adrenerjik aktivite; beraberinde nonselek-
tif beta adrenerjik aktivasyon ile hem alfa hem beta reseptorler uizerinden kuvvetli sempatomimetik
etki gosterirler. Etki mekanizmalari sayesinde terapotik dozlarinda dahi hem gastrointestinal hem
de NE’nin kan beyin bariyerini rahat¢a gecebilmesi sonucu norolojik yan etkiler gorulebilmek-
tedir. Ancak esas yan etkilerini kardiyovaskiler sistem wizerinde gostermektelerdir. Kalp hizini,
periferik vaskiler direnci ve dolayisiyla kardiyak outputu arttirirlar. Supraventrikuler aritmi, ko-
roner arterlerde vazospazm ve miyokard enfarktiisiine yol agabilmektelerdir. Bu nedenle ozellikle
kardiyak hastalik oykusu bulunan bireylerde kullanimlar: kisitlanmalidir.
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Sekil 1. Hastanin bagvuru aninda ¢ekilen EKG'si.

Sekil 2. Normal koroner anjiyografi gorintiileri.
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OPS-095

Pulmonary hypertension after lumbar disc hernia surgery:
a case report

Mehmet Arslan, Ali Duygu, Bahadir Kirilmaz
Department of Cardiology, Canakkale Onsekiz Mart University Faculty of Medicine, Canakkale

A 58-year-old female patient presented with palpitation weakness and shortness of breath. Physical
examination revealed jugular venous distension, and bilateral rales in the lung. Transthoracic echo-
cardiography showed dilated inferior vena cava and SPAB was 65mmHg. The invasive catheter of
the patient was evaluated as consistent with precapillary pulmonary hypertension and severe shunt.
Computed tomography angiography (CTA) showed artriovenos fistule (AVF) between the left iliac
artery and left iliac vein. It is linked with patient’s history of L4-L5 discectomy operation which
was performed 10 years ago. The AVF was successfully closed with a 20x20 mm graft stent and
antiagregan treatment was initiated. At the 1st and 3rd month follow-up, symptoms were improved,
on echocardiocraphy; right ventricular diameter and sPAB (30 mmHg) regressed. The patient ne-
glected his medical treatment and outpatient controls after clinical improvement, and admitted to
our clinic with left leg pain 1 year later. Control CTA showed the stent was thrombosed, iliac artery
and main fermoral artery were totally occluded distal to the stent. Femero-femoral bypass was
performed by cardiovascular surgery team and at 2-year follow-up, the patient remained stable.
Conclusion: Pulmonary hypertension due to iatrogenic high flow rate right heart failure may occur
after lumbar disc herniation. When high-flow right heart failure was detected, iatrogenic AVF should
be kept in mind in the differential diagnosis and should be questioned in the patient’s history.
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Figure 1. Chest X-ray demonstrating the improvement of cardiomegaly and pulmonary congestion before
(A) and after (B) intervention.

OPS-096

Farklh etiyolojik faktorler tek sonuc: Pulmoner hipertansiyon

Ozge Cakmak Karaaslan.' Gulten Aydogdu Tagoy?

!Ankara Bilkent Sehir Hastanesi, Ankara
2Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Pulmoner hipertansiyon (PH), kardiyovaskiiler hastaliklar ve solunum hastahklar olmak
tizere birden fazla sistemle iliskisi bulunan fizyopatolojik bozukluktur.

Olgu: Kirk sekiz yasinda kadin hasta nefes darhigi sikayeti ile poliklinigine bagvurdu.Astim ta-
nist nedeniyle 2 yildir inhale kortikosteroid kullanim dykisu var.Fizik muayenesinde sol akciger
bazallerde solunum sesleri azalmis, oksijen saturasyonu (saO2): %96, kalp sesler normal.Labo-
ratuvar degerlerinde D-dimer: 0.30 mcg/dl, hb:13.9 g/dl. Solunum fonksiyon testinde FEV1=
%80-85. EKG de siniis ritmi, inkomplet sag dal blogu. Ekokardiyografisinde sPAB:55 mmHg,
interatriyal septumda defektif goruniim, TEE de: Interatriyal septumda 24 mm lik sekundum tip
atriyal septal defekt (ASD) ile uyumlu defekt saptandi. Alti dakika yurime testinde, baglangic
5a02: %90, bitis sa02: %61 ve yurume mesafesi 387 metre olarak saptandi.Sag kalp kateteri-
zasyonu; sPAB: 55 mmHg, dPAB: 25 mmHg, oPAB: 35 mmHg; pulmoner kapiller kama basinct
(PKKB): 8 mmHg, pulmoner vaskiller diren¢ (PVD) 4,6 wood tinitesitWU), Qp/Qs =1.36, PA
5a02: %72, aort basinc1 170/80 mmHg, aort saO2: %85, ASD aracilig ile pulmoner venden
alinan kanda sa02=%94 saptandi.Ventilasyon perfiizyon sintigrafisinde perfuzyon defektleri
izlendi. Bilgisayarli tomografi anjiyografisinde (BTA) mozaik patern ve bant yapilart mevcut.
Hastaya varfarin tedavisi baglandi.Kontrol sag kalp kateterizasyonu yapildi ve bir onceki katater
ile fark yoktu.

Tartisma: ASD tanisi ile takipli oPAB >25mmHg, PVD >3 WU olan 23 hastalik bir ¢alismada ise
PAH’a ozgt ilaglarin hemodinamiyi onemli dl¢ude degistirebildigini, transkatater sant kapanma-
siin terapatik bir segenek olarak diistiniilebilecegi vurgulanmaktadir.Yine son zamanlarda, ASD
hastalarinda PAH spesifik tedavi sonrasi transkatater ASD kapatmanin etkilerini ve guivenliginin
tartigildig1 galigmalar mevcuttur. Bizim vakamizda Qp/Qs=1.36 olmasina ragmen PVD=4.6 WU
olmasi PH sebebinin ASD diginda bir nedene bagl olabilecegini disiindiirdii. Astim tanisi olan
hastada akciger hastaliklarma ve/veya hipoksiye bagli PH diglamak amaci ile yapilan solunum
fonksiyon testinde FEV1=%80-85 saptandi. Ventilasyon perfiizyon sintigrafisinde perfuzyon de-
fekti KTEPH disiindirdi. KTEPH de tercih edilen tedavi pulmoner endarterektomidir (PEA).
ASD tamili vakada PA de masif trombiis saptanip, pulmoner tromboendarterektomi sonrasi PAB
ve PVD de diugme oldugunu bildiren bir olgu mevcuttur. Mitdahale olmadan, sadece antikoagulan
tedavi ile izlenen 53 hastay iceren bir calismada hastalarin prognozu kotudur. Bununla birlik-
te operasyona uygun olmayan KTEPH ya da PAE sonrasi yineleyen PH olan 261 hasta iceren
CHEST-1 ¢aligmasinda riosuguat m 6 dakika yuriime mesafesini arttirdigi, PVD i azalttig1 gosteril-
mistir. Bizim vakamizda operasyona uygunluk agisindan tecriibeli merkeze yonlendirildi.

Sonug: PH, etiyolojisi aragtirilirken birbiri ile iligkili birden fazla sistemin sebep olabilecegi daima
goz onunde bulunmali ve uzmanlagmis merkezlerde tedavi edilmelidirler.

Sekil 2. Ventilasyon perfuzyon sintigrafisi: sag akciger st
lob segmentlerinde ve alt lobun bazal segmentlerinde, sol
akciger st lob apikoposterior ve anteriorda alt lob antero-
bazalde perfuzyon defektleri.

Sekil 1. Nefes darligi ve hemoptizi ile bas-
vuran hastanin akciger grafisi.

Sekil 3. Transozefagial ekokardiyografi gorintiisii.

Sekil 4. Transozefagial ekokardiyografi goruntusi.
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OPS-097

Rivaroksaban tedavisiyle meydana gelen spontan spinal epidural
hematom ve ciddi bradikardi

Erdem Tirkyilmaz,' Hakan Goger,? Ibrahim Altan Acar,’ Elif Tuncay*

!Istinye Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

*Medical Park Usak Hastanesi, Kardiyoloji Klinigi, Usak

SMedical Park Usak Hastanesi, Beyin ve Sinir Cerrahisi Klinigi, Usak

“Medical Park Usak Hastanesi, Noroloji Klinigi, Usak

Yetmis ii¢ yasinda kadin hasta Acil Servis’e ani baglayan bas donmesi,goz kararmasi,baygilik
hissi yakinmasi ile basvurdu.Hastanin 6zge¢misinde yaklagik 10 yildir Atriyal Fibrilasyon (AF)
ve 2 yildir da Rivaroksaban 20 mg kullanim mevcuttu. Ek hastalik, travma ve Kalp Hizim1 (KH)
etkileyecek negatif kronotropik ila¢ kullanimi dykiuisi yoktu. Fizik muayenede Kalp Sesleri arit-
mik ve bradikardikti. Kan Basinc1 (KB) bilateral kollarda 90/50 mmHg idi ve hastanin norolojik
taraf bulgusu yoktu. Kan biyokimyasal tetkiklerinde ve Tiroid Hormon duizeylerinde patoloji
yoktu. EKG de ortalama 40/dk hizda AF mevcuttu. Ritim monitor takibinde KH 30/dk ya kadar
dustugu izlendigi icin Intravenoz (IV) 2 mg Atropin uygulandi. Yanit alinamamasi nedeni ile
hastaya sag Femoral Ven yaklasim ile gegici transvenoz Pacemaker (PM) implantasyonu ya-
pilds, kap hiz1 80/dk’ya ayarlandi. Koroner Yogun Bakim Unitesi'ne aliarak IV Izotonik NaCl
infuzyonu tedavisi baglandi. Takibinin 12. saatinde hastanin ani olarak her iki bacagini hareket
ettirememe yakinmasi bagladi. Fizik muayenede alt ekstremitelerde bilateral tam gii¢ kaybi ve
hipoestezi saptanmasi nedeni ile Noroloji Uzmani Ile konsulte edildi, PM lead’i gegici olarak
¢ikarilarak, Torakal ve Lomber seviyede Magnetik Rezonans Goriintileme ( MRG) yapildi. MRG
T4-T8 segmentler arasinda, Medulla Spinalise ciddi basi olusturan, 15 mm ¢apa ulagan Epidural
Hematom saptand: (Sekil 1, 2). Bu bulgular 15181nda Beyin ve Sinir Cerrahisi ekibi tarafindan
hasta opere edielerek hematom bosaltild1. Postoperatif erken donemde hastanin kalp hizi 100-
120/dk ve KB sistolik 130 mmHg duzeyinde seyretti ve 12. saatten itibaren alt ekstremite kas
giiciinde duzelme bagladi. 48 saat takip ardindan gegici pacemaker ¢ikarildi AF ritminde takip
edildi, antikoagiilan tedavi verilmedi. SEH tromboembolik olay proflaksisi amaciyla antikoa-
gulan tedavi almakta olan hastalara uygulanan noroaksiyal anestezi uygulamalarinin bilinen bir
komplikasyonu olmasina ragmen spontan SEH oldukc¢a nadir goriilmektedir ve spinal epidural
yerlesimli lezyonlarm %1’inden daha azim olusturmaktadir. Bu grup hastalarda klinik bagvuru
siklikla motor ve duysal norolojik sikayetlerle olmakla birlikte Medulla Spinalis tutulum sevi-
yesi ile iligkili olarak mesane, bagirsak disfonksiyonu gibi otononomik bozukluklar da gori-
lebilmektedir. Kardiyak otonomik uyartlar T1-T6 spinal segmentlerden ¢iktig1 igin bu seviyeyi
ilgilendiren hematomlarda bradikardi ve hipotansiyon goruilebilmektedir. Rivaroksaban tedavisi
altinda SEH gelisimi siklig1 bilinmemektedir. Spontan SEH olusumuna zemin hazirlayan risk fak-
torleri anlagilmamug olmakla birlikte antikoagiilan ila¢ kullanimi, koagulopatiler ve arteriovenoz
malformasyonlar risk faktorii olarak one suriilmustir. Olgumuzda oldugu gibi torakal seviyede
olusan SEH’un baglangi¢ta motor defisit meydana gelmeden otonomik bugulara neden olmasi da
vakamizin klinik ayirdedici en onemli ozelligi olarak kabul edildi.

Sekil 1. M. spinalise basi1 yapan SEH, sagital.

Sekil 2. M. spinalise bas1 yapan SEH, aksiyal.
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OPS-098

Miyeloproliferatif hastalig1 (esansiyel trombositoz) ve atriyal
fibrilasyonu olan hastada c¢oklu trombis varligi ve
sol atriyum icinde dev trombis olgusu

Serkan Karahan, Fahrettin Katkat, Irfan Sahin, Ertugrul Okuyan
Bagcilar Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Esansiyel trombositozu (ET) olan hastalarda tromboze egilim ¢ok fazladir. Atriyal fibrilasyon (AF)
ve ET birlikteligi ¢ok nadirdir. Bu iki hastaligin birlikte oldugu hasta gruplarinda trombius riski
belirgin olarak atmaktadir. Bu sunuda alt ekstremite venlerinde,pulmoner arterlerde, vena kava
stiperiyorda ¢oklu trombiis ve sol atriyum igindeki dev trombisii olan ET ve AF olgusu sunuldu.
Olgu: Elli ii¢ yasinda HT, AF, SVO ve diyabet tanilari olan kadin hasta dispne, ¢arpint1 ve bacalar-
da sisme sikayeti ile klinigimize miiracaat etti. Yapilan muayenesinde kan basinci 130/85 mmHg,
nabiz sayisi 155 vuru/dakika, apikal odakta 3/6 siddetinde sistolik ufurum, 2+pretibial odem ve
akciger bazellerinde krepitan raller saptandi. Elektrokardiyografisinde hizli ventrikul cevapli AF
mevcuttu (Sekil 1). Transtorasik ekokardiyografisinde, sol kalp dilate, EF %30, orta derece MY,
orta derece TY, sol atriyal genisleme (LA capi: 5.0 cm) pulmoner arter basinct 55 mmHg ve sol
atriyum iginde trombiis ile uyumlu lezyon saptandi. Transozefagial ekokardiyografisnde ise sol at-
riyumdaki buyiik trombisiin sol atriyal apendiks i¢inde de oldugu (28x21 mm) tespit edildi (Sekil
2-4). Hastaya yapilan tomgrafisinde sol atriyum ve apendiks i¢inde 30x22 mm trombiis, sag ana
pulmoner arter suiperiyor duvarinda ve vena kava superiyor i¢inde kiigiik trombiis saptand (Sekil
5-8). Yapilan alt eksremite venoz ve arter doppler incelemesinde bilateral CFV, SFV ve DFV
venlerinde gegirilmis DVT ile uyumlu degisiklikler ve bilateral SFA total oklude saptandi. Hastaya
hemen KY ve DM tedavisne ek olarak warfarini tolere edemedigi i¢in apiksaban 5 mg 2x1 baglan-
di. Hastada goklu trombiis tanis1 oldugu icin hematolojik hastalik agisindan hematoloji boliimiine
konsulte edildi. Hematoloji sonucuna gore ET tanis1 konuldu.

Tartisma: ET trombosit sayisinin arttig1, kemik iliginde megakaryositlerde proliferasyonla kendini
gosteren, klinik olarak kanama veya tromboz ile seyredebilen, myeloproliferatif hastaliklar grubun-
da, klonal bir kok hiicre hastaligidir. Esansiyel trombositoz ilk olarak 1934’de Epstein ve Goedel
tarafindan tanimlannugtir. Nadir olarak goriilen ve kadinlarda daha sik rastlanan bu hastalik, erigkin
yasta ortaya ¢tkmakla birlikte daha genglerde de goriilebilmektedir. En sik eritromelalji ve merkezi
sinir sistemi bulgulart ile ortaya ¢ikmaktadir. Arteryel trombiisler kardiak, serebral ve periferik arter-
lerde, venoz trombisler ise derin bacak venoz sisteminde yerlesim gosterirler. Literaturde AF ve ET
arasinda birliktelik gosteren ve kardiyak bityuik trombus ile ilgili vaka sunumlari oldukga nadirdir.
Bizim vakamizda ET bagl arter ve venlerde ¢oklu trombiisler gelismistir. Ayrica hastamizda KY ve
AF olmast ile birlikte sol atriyum iginde bitytik bir trombiis lezyonu saptanmustir.

Sonug: Atriyal fibrilasyonu olupta kardiyak trombiisii olan hastalarda diger doku ve organlarda
¢oklu trombiis varhiginda ozellikle hematolojik hastaliklar akla getirilmeldir. AF olan hastalarda ET
eslik ediyor ise kardiyak trombus riski belirgin olarak artmaktadir.

- EE T P st

= Wl W L

T e Ty

1155) G5 SR BRRNE S QAN 0

N T

7 |

J;ii'i'L].ile'“*

—

Sekil 3. Ekokardiyografi Sekil 4. Ekokardiyografi

Sekil 5. Radyolojik goriintilleme (BT). Sekil 6. Radyolojik goriintilleme (BT).
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Sekil 7. Radyolojik goriintilleme (BT).

Sekil 8. Radyolojik goriintilleme (BT).

OPS-099

Recurrent myocardial infarction in patient with immune
thrombocytopenic purpura

Edip Can Ozgiinoglu, Nermin Bayar, Sakir Arslan
Department of Cardiology, Antalya Trainig and Research Hospital, Antalya

Immune thrombocytopenia (ITP) is an acquired disorder caused by immune mediated attack,
enhanced clearance and insufficient compensatory production of platelets. In this case, we present
a 57 year-old patient who had diagnosis of Idiopathic Thrombocytopenic Purpura (ITP) for 30
years with splenectomy. She’s still having low thrombocyte counts despite the classical ITP ther-
apy. Since the treatment wasn’t enough to increase platelet count, she was started on eltrombopag
(thrombopoietin receptor agonists (TPO-Ras)), hence she had anterior myocardial infarction in
a while and drug eluting stent (DES) was implated to Left Anterior Descending artery (LAD)
(Figure 1). The patient was consulted to hematology. Eltrombopag was thought to be the cause of
thrombosis; so the medication was ceased. Eltrombopag was restarted by hematology 5 months
after the first myocardial infarction due to platelet counts weren’t able to increase. Patient was
brought to emergency after 10 months from restarting eltrombopag with acute anterior myocar-
dial infarction again. Coronary angiography showed subtotal occlusion at proximal portion of
LAD. There was intensive thrombosis on LAD instent; hence, abciximab infusion was adminis-
tered. 4 days later control coronary angiography revealed no thrombus in the LAD and TIMI 3
flow (Figure 2).We noticed there might be a connection between acute coronary syndrome and
the TPO-Ras. The significant point of dealing these problem is to balance risk of hemorrhagic
and avoiding thrombotic events. Despite being more efficient in the treatment of patients with
ITP, the side effects of eltrombopag, including the events that we mentioned before, should be
paid more attention.

Figure 1. Coronary angiography images; (A) At presentation of acute anterior ST-elevation myocardial in-

farction (STEMI). (B) After p

Hus coronary t 1 angioplasty (PTCA) was performed to the

lesion at proximal Left Anterior Descending artery (LAD).

J
\

Figure 2. (A) Coronary angiography showed subtotal occlusion and intensive thrombosis at proximal portion
of the LAD instent. (B) Four days later, after abciximab infusion was administrated, control angiography
revealed no thrombosis and TIMI 3 flow in the LAD.
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OPS-100

Perikardiyosentezin nadir bir komplikasyonu ve yonetimi
Gokay Taylan, Caglar Kaya, Melik Demir
Trakya Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Edirne

Perikardiyal tamponad’in tedavisinde acil perikardiyosentez onerilmektedir. Ozellikle toraks ve
diyafragma operasyonu gegirenlerde kalbin normal pozisyonuna gore yer degistirebilecegi akilda
tutulmas: gereklidir ve perikardiyal terapotik iglemlerde komplikasyonu engelleyebilir. Biz va-
kamizda dispne nedeniyle acil servisimize basvuran ve ekokardiyografi’de (EKO) perikardiyal
tamponad’a bagli sag ventrikiiler ve atriyal kollaps saptanan hastada acil perikardiyosentez islemi
sirasinda gelisen vena hepatica’ya kateterizasyon komplikasyonunu ve yonetimini sunduk.

Sekil 1. Toraks BT de ileri perikar-
diyal efuzyon gorintiisu, sar1 ok:
perikardiyal efizyon.

Sekil 2. Torakoabdominal BT’de
perikardiyosentez kateterinin seyri.

Sekil 3. Torakoabdominal BT’de
vena hepatica icindeki kateter gortin-
tisii, Kirmiz1 ok: perikardiyosentez
kateteri imaj1.

Sekil 4. Venografide perikardiyosen-
tez kateteri ve vena hepatica goriin-
tillenmesi, yesil ok: perikardiypsen-
tez kateteri, mavi ok: vena hepatica.
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OPS-101

Hemodiyaliz hastasinda sag atriyumda dev vejetasyon ve tiinel tipi

PFO kaynakh sistemik paradoksal emboli olgusu

Serkan Karahan, Fahrettin Katkat, Ertugrul Okuyan

Bagcilar Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Girig: Enfektif endokardit (EE) kalbin endokardiyal yiizeyinin enfeksiyonu olup dlimciil seyre-
den bir hastaliktir. Trikuispid kapak endokarditi baslica IV ilag bagimlilarinda ayrica intrakardiyak
pacemaker ve hemodiyaliz yapilan hastalardada goriilebilir. EE son donem bobrek hastalarinda
yiiksek mortalite ve morbiditesi olan ciddi bir enfeksiyon hastaligidir. En sik etken S. aureustur.
Bizim olgumuzda hemodiyaliz alan hastada geligen sag kalp endokaritine bagh ¢oklu sistemik
paradoksal emboli vakasini sunucagiz.

Olgu: Yetmis yaginda HT, DM veKBY bagl hemodiyaliz dykisii olan hasta acil servise yiik-
sek ates,biling bulanikligi, sol kol ve bacakta kuvvet kaybi sikayetleri ile getirildi. Yapilan rad-
yolojik tetkilerinde iskemik inme tanis1 konularak yatirildi. Emboli etiyolojisi agisindan ¢ekilen
EKG’sinde siniis ritminde (Sekil 1), yapilan transtorasik EKO’de ise EF %60, hafif MY ve TY,
trikispit kapagin atriyal yuzeyinde 3.4x1.8 cm vejetasyon ile uyumlu dev bir lezyon saptand: (Se-
kil 2-4). Transozefageal EKO’de vejetasyon ile uyumlu lezyon disinda tinel tipi PFO saptand:
(Sekil 5). PA grafisinde ozellik yoktu (Sekil 6). Kan kilturleri alinarak EE agisindan amprik tedavi
olarak seftriakson ve gentamisin baglandi. Kan tetkiklerinde, tire 258 mg/dL, BUN 120 mg/dL,
kreatinin 8.71 mg/dL, hb 5.6 g/dL, BK 15000/mm?, PLT sayis1 29000/m*, CRP 219 mg/L, PT
28sn, INR 1.9 karaciger fonsiyon testleri bozulmustu. Yapilan radyolojik tetkiklerinde dalakta ve
karacigerde septik emboliye uygun lezyonlar saptandi. Kan kulturtinde metsiline direngli S. aureus
uredi. Hastanin tedavisine daptomisin eklendi. Yapilan konseyde cerrahi olarak lezyonun alinma-
sma karar verildi. Ancak septik sok tablosuna bagh klinigi hizli bir sekilde bozulmas: sebebiyle
hasta kaybedildi.

Tartisma: Uzun sureli kalici kateter kullaniminin en onemli komplikasyonlari trombiis olusumu
ve enfeksiyondur. KBY olup hemodiyaliz alan hastalarda EE insidans1 308/100000"dir. Hastalarin
yaklasik %50’si mortaldir. Mortalite riskini artiran baglica faktorler ise ileri yas ve bulytik vejetas-
yondur. Bizim olgumuzda da bunlar vardi. Ekstrakardiyak komplikasyonlar i¢inde ilk sirada yer
alan embolik olaylar %22-43 gibi yuksek oranda gorilmektedir. Emboli oldugunda serebral belirti-
ler diger belirtilere gore daha ¢ok klinik bulgu vermektedir. Bizim olgumuzda da ilk klinik bulgular
serebral tutuluma bagli olmustur. Klinik prezentasyon tutulan kapaga gore degismektedir. Sag taraf
kapak tutulumunda pulmoner emboli ve parodoksal embolizm olabilmektedir. Bizim vakamizda da
tunel tipi PFO’ya baglh paradoksal emboli vard (beyin, dalak, karaciger).

Sonug: EE giuniimiizde giderek daha sik gorilmeye baglayan mortalitesi yiiksek bir hastaliktir. Bu
hastalar, EE’e 0zg klinik bulgular1 gostermeden once sistemik emboli komplikasyonlar ile kar-
simiza gikabilmektedir. Sag kalp tutulumlu EE’te sant olmadig: strece sistemik septik emboliler
beklenmez. Litaruturlerde sag kalp endokarditi ile birlikte tunel tipi PFO ve buna bagl sistemik
septik emboli olgusu yoktur.
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Sekil 1. Elektrokardiyografi.

Sekil 2. Transtorasik ekokardiyografi.

Sekil 5. Transozefageal ekokardiyografi.

Sekil 4. Transtorasik ekokardiyografi.
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Sekil 6. PA grafisi.

OPS-102

Hayatimda Ilk Kez Gordiim: Sydenham Koresi ile basvuran akut
romatizmal ates (ARA) vakasi

Onur Yildirim," Ayhan Coggun,' Ajar Kogak,' Matin Hamzayev,” Irem Dinger?

!Sincan F Tipi Ceza Infaz Kurumu Devlet Hastanesi, Kardiyoloji Klinigi, Ankara
’Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Akut romatizmal ates (ARA) gegirilmis A grubu beta hemolitik streptokok (AGBHS) infek-
siyonuna bagl olarak gelisen; artrit, kore, deri belirtileri ve kardite yol acabilen, gelismekte olan
iilkelerde gocuklarda ve genglerde akkiz kalp hastaliginin en sik nedeni olan sistemik oto-immin
bir hastaliktir.

Olgu: Yirmi yas kadin hasta, 1-2 haftadir olan bogaz agris1 ve eklem yerlerinde agri nedeni ile
hastanemiz Dahiliye poliklinigine bagvurmus. Hastanin bakilan laboratuvar degerlerinde ASO
>1000, CRP ve ESR yiiksek, alman bogaz kulturinde AGBHS iuiremesi izlenmis ve hastaya Ben-
zatin penisilin verilmis. Antibiyotik tedavisine uyumu olmayan hastada son 2-3 gundur ellerde
ve kollarda atipik atmalar, uyurken ve ozellikle kalabalik ortamlarda ekstremitelerinde kasilmalar
oluyormus.Bu sikayetle Noroloji polikligine bagvuran hasta tarafima Sydenham koresi on tanisi
ile konsulte edildi. Hasta ve hasta yakinlarindan alinan anamnezde son ginlerde bu anormal hare-
ketlerin arttigini, bogaz enfeksiyonundan sonra bu durumun gelistigi soylendi. Fizik muayenede
apekste 2/6 pansistolik ufuriim duyuldu.Cekilen EKG’de 1. AV blok izlendi (Sekil 1). Transtora-
sik ekokardiyografi (TTE) sirasinda bile hasta muayene masasina rahat yatirilamadi, surekli el ve
kollarinda koreatetoik hareketleri izlendi. Yapilan ekoda egzantrik 2. derece MY izlendi. Jones
kriterlerine gore 2 major kritere sahip olan hasta ARA tanisi ile tetkik ve tedavi yonetimi icin
Ankara Universitesine yonlendirildi. Hastanin yaptirmis oldugu tetkikler incelendi ve bu merkezde
de yapilan ekosunda 2. derece egzantrik MY izlendigi goruldii. Hastanin hemodinamisinin stabil
olmasi tizerine “hafif kardit” olarak degerlendirilen hastaya yatak istirahati, aylik Benzatin penisi-
lin ve giinde 4 kez alacak sekilde toplamda 6 gram asetilsalisilik asit (ASA) baslandi. Intravenoz
steroid tedavisi diisuniilmedi. Hastanin ESR si takip edilerek ASA tedavisi kademeli azaltildi ve
ASA tedavisi 6 haftaya tamamlandi. Hasta su an aylik Benzatin penisilin profilaksisi ile izlenmekte
olup, yapilan kontrol TTE’da halen egzantrik 1-2. derece MY ’sinin devam ettigi goruldi. Hasta
Noroloji bolumi tarafindan da takip edilmekte olup, hastanin haloperidol tedavisi ile semptomla-
rimin kayboldugu izlendi.

Sonug: Akut romatizmal ates (ARA) erigkin kardiyologlarin ¢ok asina oldugu bir antite olma-
y1p, meslek hayatimizda belki de hi¢ gormedigimiz veya goriip de atladigimiz bir hastalik olarak
karsimizda durmaktadir. Bu vaka umarim ARA hakkindaki farkindaligimiza bir katki sunabilir.

Sekil 1. EKG-1. AV blok.

y

|
Sekil 3. Parasternal 2. derece my.

Sekil 2. Apikal 2. derece my.
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Subcutan, emphysema, pneumothorax
Ahmet Ferhat Kaya,' Mehmet Hasan Ozdil,' Bayram Aslan,’ Tuncay Guzel,? Serdar Soner?

'Department of Cardiology, Mus State Hospital, Kardiyoloji Servisi, Mus

’Department of Cardiology, Dicle University Faculty of Medicine, Diyarbakir

JDepartment of Archive Section, S.B Diyarbakir Gazi Yasargil Training and Research Hospital,
Diyarbakir

Backgraund: Pneumothorax is not a case of frequency cardiac in the clinical practice. In this case,
we have been mention about iatrogenic pneumothorax and subcutaneous emphysema case study.
The risk factors for pneumothorax is smoking, family story, marfan syndrome, homocystinide,
thoracic endometriosis, copd, cystic fibrosis, primary and metastasic lung cancer, necrotizan pneu-
monia can be cansidered. Patients with have sedation may not be complain about a pneumothorax
condition but have not taken sedation the dyspne and pulmonary pain with a reduction of lung
sound, the hypertension, and hypoxemia, may be a follow-up subcutan emphysema can be detect
in the physical examination. The violence of the symptoms is affiliated with the air quantity of the
plevral space. Hhemodynamic disorder (such as hypotension, tachycardia) tension pnomotoracic
must be considered and immediate treatment is indicated. White visual line is diagnostic clue in
the chest radiography. Characterized to the the lateral wall of lung and the convect shaped. Viseral
pleural vessels can be seen edge of the pleural line. If the inspiration graphy can be sufficient in
some cases, pneumothorax may be recognized with the inspiratory-expiratory graphy. Pneumotho-
rax is a radiological diagnosis. Portrait chest radiography and some tomography can be required
when tension pnomotorax is not suspicion. Ultrasonography can be used for immenient diagnosis
and treatment in the tube thoracostomy. Oxygen supply in hypoxemia, pleural drainage with nee-
dle, tube thoracostomy can be used for treatment.

Case: We have been discussed in the case of iatrogenic pnomotorax and subcutan emphyseme in
daily practice. 60 years old woman patient applied to the emergency service with complain about
dyspne and had admitted to the our service as a decompensated heart failure. In echocardigraphic
examination ef 35% mild mr mild tr mild ar pap 40 mmHg detached. ecg af hr 80 (Figure 1). Medi-
cal treatment was begin according to the 2016 heart failure guidelines recommendations. Advanced
pleural effusion in the left side has been detached on the chest radiogram and thorax CT (Figure
2) therapeutic thoracentessis was determined for advanced pleural effusion with left sided on the
chest radiography. Pneumothorax and extensive subcutan emphyseme developed in immediate
patients after therapeutic thoracentessis (Figure 3, 4).

Discussion: This case report describes unilateral pneuomotorax and extensive subcutan emphiseme
secondary to therapeutic thoracentessis in decompasated heart failure patient. often deemed as a
bening procedure insertion tube carry risk of malposition, risk of hemothorax/pneumothorax and
risk of death. while tube insertion avoids risk of line infection and pulmonary complications. in
this case we wishing to share the images of the clinical situation that we can meet in daily practice.

. . —
[ o '"'-n'-ih-q-

Figure 1.
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Figure 2.

Figure 3.

Figure 4.
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Ozilhan, Murat
Ozilhan, Murat Oguz
Ozkahya, Mesut
Ozkan, Alican

Ozkan, Birol

Ozkan, Mehmet
Ozkan, Mehmet Taha

Ozkan, Muhammed Taha
Ozkan, Sedef Tavukcu
Ozkok, Sergin

Ozmen, Harun

Ozturk, Bayram

Ozturk, Fatih

Ozturk, Irem

Ozturk, Selcuk
Ozyuncu, Nil

P

Pala, Selcuk

Pamukgu, Hilal Erken
Parsova, Kemal Emrecan
Peker, Elif

Pirat, Bahar

Polat, Fuat

S

Sade, Leyla Elif
Sadioglu, Rezzan Eren
Salihoglu, Ayse

Sari, Hasan

Saribag, Halenur
Sarionder Gencer, Elif
Sayar, Nurten
Saydam, Gunduzalp
Sayn, Tamer

Selguk, Mehmet Sait
Sel¢uk, Mehmet Timur
Serin, Ebru

Sevgican, Cihan Ilyas
Shanableh, Nur

OPS-003

OPS-023

OPS-081

OPS-047

08-097, OPS-103
0S-076

OPS-086

0S-089

OPS-060

OPS-048

0S-009

OPS-099

0S-058

08-064

OPS-018, OPS-022
OPS-086

08-052

OPS-054

08-022, 0S-077, OPS-029, OPS-068,
OPS-089, OPS-092
OPS-030

0S-101

OPS-069

08-067

OPS-063

08-061, 0OS-096, OPS-028, OPS-049
OPS-071

08-036, OPS-090
08-042, OPS-037

08-026

08-022

OPS-088

0S-011, 0S-042, OS-043
08-028

0S8-015, OPS-051

0S-004, 0OS-090
0S8-011, OPS-066
0OS-104

OPS-060, OPS-065
OPS-027

0S§-050

OPS-053

OPS-087, OPS-094
08-043

OPS-038

OPS-027

08-045, OPS-074
OPS-033

08-086, OPS-010, OPS-057
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Soydan, Elton

Soylu, Ahmet
Soysal, Ali Ugur
Soner, Serdar
Sonmez, Emre
Sunman, Hamza
Sunbul, Murat
Sturgit, Ozgur

S

Sahan, Haluk Furkan
Sahin, Irfan

Sahin, Muslum
Sahinalp, Sahin
Sahiner, Mehmet Levent
Seker, Mehmet

Seker, Onur

Sener, Yusuf Ziya
Simsgek, Ersin Cagr1
Simsek, Evrim
Simgek, Hakki

Simgek, Mustafa Aytek

T

Talantbek, Kalikulov
Tamnik, Fatih

Tan, Turkan Seda
Tanriverdi, Zulkif
Tanyeri, Seda

Tas, Alperen

Tagcanov, Mustafa Begeng

Tatar, Sefa

Tatlisu, Mustafa Adem
Taylan, Gokay

Tefik, Nihal

Tekkesin, Ahmet Ilker
Tezcan, Mehmet
Tezcan, Ugur Kemal
Tezen, Ozan

Tezer, Muge

Tigen, Kursat

Tikiz, Hakan
Tiryakioglu, Selma
Tokdil, Hasan

Topuz, Mustafa
Tulmag, Murat
Tunca, Cagatay

Tuncay, Elif

08-037, 0S-038, 0OS-048, OS-049,
0S-053, OPS-016

OPS-020, OPS-052

08-069, 0S-070

OPS-103

0S-093, OPS-064, OPS-082, OPS-084
OPS-068

OPS-053

0S-079

08-077, OPS-030, OPS-092
0S-103, OPS-014, OPS-098
08-023, 0S-025, 0S-026, OS-101
OPS-049

OPS-059

0S-016

08-074

OPS-059

OPS-036

OPS-048

0S-068

OPS-058

OPS-004

OPS-048

08-043, 0S-092

0S8-010, OS-047, OPS-078
0S-106

08-022, OPS-029, OPS-030,
OPS-068, OPS-089

08-010, OS-047, OPS-078

0S-031, OS-046, OS-089, OPS-020,
OPS-050, OPS-052, OPS-065

OPS-046

OPS-100

0S-060

OPS-069

0S-083

OPS-039

OPS-069
OPS-087, OPS-094
OPS-053

OPS-039

OPS-062

08-015, 0OS-071, OS-082, OS-104
08-027

OPS-043

08-022, 0S-077, OPS-017, OPS-029,
OPS-043, OPS-068, OPS-089,
OPS-092

OPS-097
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Tuncer, Mustafa

Turan, Nazli

Turhan, Sibel

Tutar, Eralp

Tumer, Hagim

Turer Cabbar, Ayca
Turk, Bengti Gerceker
Turk, Ugur Onsel
Turkday Derebey, Sevim

Turkyilmaz, Erdem

U

Uguz, Emrah

Uku, Okkes
Uluganyan, Mahmut
Ulus, Taner

Ulutas, Zeynep
Usalp, Songil
Uysal, Samet

Uzar, Guldeniz
Uzun, Mehmet

U

Unal, Sefa

\Y

Vaiz, Gulgiin
Vargeloglu, Hatice
Varis, Eser

Varol, Sinan
Vatanoglu, Elif Gokcen
Volina, Emir

Vural, Nihal

Y

Yagdi, Tahir
Yakut, Idris
Yal¢inkaya, Damla
Yalvag, Halit Emre

Yaman, Belma
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08-096, OPS-028, OPS-049

08-043
08-011, 0OS-042

0S-011, OPS-037, OPS-066
08-096, OPS-028, OPS-049

OPS-058
0S-014

0S8-013, 0S-014
OPS-031
OPS-097

0S§-091

OPS-077

OPS-079

OPS-002

OPS-061

08-098, 0S-099, OPS-001
OPS-023

08-090, OPS-021

0S-016

08S-058, 0OS-064

OPS-010
0S-005
OPS-010

OPS-014, OPS-067, OPS-075

OPS-088
0S-003
OPS-022, OPS-071

0S8-053

OPS-032

0S-041, OPS-073
OPS-002

08-098, 0S-099, OPS-001

Yanik, Ahmet
Yarhioglues, Mikail
Yavuz, Yunus Emre
Yayla, Cagri
Yaylali, Yalin Tolga
Yenercag, Mustafa
Yesilay, Asuman Bicer
Yesildag, Osman
Yeter, Ekrem

Yigit, Yakug

Yigit, Yakup

Yilancioglu, Resit Yigit
Yildirim, Abdullah
Yildirim, Aydin
Yildirim, Burak Ogulcan
Yildirim, Erkan
Yildirim, Onur
Yildirim, Ufuk
Yildirimturk, Ozlem
Yildiz, Ipek

Yildiz, Mustafa
Yildizeli, Bedrettin
Yilmaz Ak, Hulya
Yilmaz, Cemalettin
Yilmaz, Fatih
Yilmaz, Kerem Can
Yilmaz, Mahmut
Yilmaz, Yusuf
Yolcu, Mustafa
Yontar, Osman Can
Yurtdas, Mustafa
Yiksek, Umit
Yiksel, Serkan

Z

Zencir, Cemil
Zencirkiran Agus, Hicaz
Zengin, Ismet

Zorman, Yilmaz
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0S-083, 0S-084

08-036, OS-041, OPS-073
0S-089

0S8-058

08-072, 0S-073

0S-074, 0OS-084

OPS-078

08-055, OPS-042
OPS-044, OPS-045
OPS-061

08S-044, 0S-093, OPS-064, OPS-082,

OPS-084
OPS-007

08-027

0S-006

OPS-093
OPS-025
OPS-102
OPS-035
OPS-076

0S8-055

08-017, OS-079, OPS-074
0S8-073

0S8-017

OPS-011
OPS-012

0S-090

08-067

OPS-046

0S-085

08-074, 0S-083, OS-084
OPS-003

08-099, OPS-001
OPS-035

OPS-093
08-079
OPS-062
08-059



