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Dedgerli Meslektaglarimiz,

Oncelikle saglik, sosyal, egitim, ekonomi alanlarinda tiim diinya iilkelerini ve iilkemizi son derece
olumsuz etkilemis olan Covid-19 pandemisi ile ilgili yaralarin sarilmasi, sosyal ve ekonomik etkilerinin
en az zarar ile atlatiimasini diliyoruz.

Ulkemizin bu zor kosullari en iyi sekilde yénetecedi diisiincesindeyiz. Bu kosullar altinda “36. Uluslararasi
Katilimh Tiirk Kardiyoloji Kongresi” ni 57. Kurulus yilina yakigir bir seviyede “3-6 Aralik 2020” tarihleri
arasinda “Dijital Ortamda” gerceklestirmeyi planladik. Ayrica kongre ile esgiidiimlii olarak cesitli egitim
programlari ve etkinlikler diizenlemeye de devam ediyoruz. Sizleri zengin icerikli “TKD2020DIJITAL" 36.
Uluslararasi Katihml Tiirk Kardiyoloji Kongresi'ne davet ediyoruz.

Hem katilimci sayisi hem yiiksek kalitedeki bilimsel icerigi ile ulusal ve uluslararasi diizeyde dnde gelen
bilimsel kongrelerden biri olan ulusal kongremizin zengin igerigini tiim katihmcilarimiza hitap edecek
genis bir yelpazede doyurucu bir bilimsel program ile sunmayi planlamaktadir.

Kongremizi kardiyoloji alaninda bdlgenin lider toplantilari yapma hedefimiz devam etmektedir.

Saygilarimizla,

Tiirk Kardiyoloji Dernegi
Yonetim Kurulu
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OB-01

Perkiitan lead ekstraksiyonun mortal bir komplikasyonu:
Siiperiyor vena kava perforasyonu

Emre Ozdemir, Nihan Kahya Eren, Cem Nazli, Mehmet Tokag

Izmir Katip Celebi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Kalp pili (KPM) islemlerinin artan sayis1 nedenli, bu cihazlarin farkli gereksinimlerle ¢ikartiima
prosediirleri de artig gostermektedir, bu say1 her yil diinya ¢apinda 10.000-15.000 islem sayisina
ulagmaktadir. Bu iglemlerin asil zorlugu leadlerin etrafinda olusan fibroz doku sonucu olmaktadir.
Perkiitan ektraksiyonlar deneyimli merkezlerde ve uygun cihazlarla basarili bir yontem olmak-
la birlikte, cerrahi gerektiren hatta liimle sonuglanabilen kanama,vaskiiler yaralanma, kardiyak
yaralanma, pulmoner embolizm ve perikardiyal efiizyon gibi komplikasyonlar olabilir. A¢iklanan
bir calismada 16 yillik siirece %0.8’lik bir acil miidahele gereken komplikasyon yasanmis olup,
oliimlerin %64 ise kardiyak yada venoz yaralanma ile gelismistir. Klinigimize ait lead ekstraksiyon
isleminde moral olarak sonuglanan bir siiperior vena cava (SVC) perforasyonunu sunacagiz. 37
yasinda erkek opere aort kapak replasmani (AVR) ve bir defa re-do AVR igin ¢oklu torakotomi
oykiisii meveut. Hastada VDD-KPM mevcut olup, pil enfeksiyonu nedenli yatirildi. Antibiyoterapi
alan hastanin servis takibinde pacing kusuru tespit edildi. Kalp damar cerrahisi ve kardiyoloji ortak
konseyde hastanin ¢coklu torakotomi Oykiisii nedenli ncelikli olarak cerrahi destek altinda perkii-
tan lead cikartma islemi karari alindi. Batarya sokiilerek lead serbestlestirildi ve kilitleme stilesi
leade yerlesitirlerek ekstraksiyon islemine baslandi. Cihaz ile uygun bicimde lead vaskiiler alandan
ayrilmaya basland. Tiim lead kademeli olarak sag ventriilden ayrilarak ektraksiyon cihazinin igin-
den alindi (Sekil 1). Bu esnada hipotansiyon gelisen hastaya tamponad agisindan ekokardiyografi
yapildi. Hastanin sag hemitoraksda koagulum igeren plevral mayinin oldugu goriildii. Plevraya
drenaj yapilarak hastaya transfiizyon baslandi. Cekilen venografide SVC’de kanama alani izlen-
di. Femoral venden girilerek 8.0x60 mm ve 10.0x60 mm balon ile bu bolgede kanama kontrolil
saglanmaya ¢aligildi. Bu esnada arrest geligen hasta resiistasyon baglandi. Resiistasyona ragmen
cevap almamamasi nedenli eksitus olarak kabul edildi. SVC’nin iyatrojenik perforasyonu nadir-
dir ancak transvendz lead ekstraksiyonunun oliimciil bir komplikasyonudur. Perforasyon yerine
gore perikardiyal,mediastinal veya plevral kanama olabilir. Béyle bir durumda yapilacak iglem
torakotomi ile yaralanan bolgenin onarilmasi olmakla birlikte literatiirel olarak kapli stentlerin per-
forasyon bolgesine implantasyonu ile basarili olarak tedavi edilen vakalar mevcuttur. Hastamizda
perforasyon bolgesinde balon sisirilmesine ragmen,genis bir alanda yaralanma olmasi nedenli, tam
okliizyon basarili olarak saglanamadi. Bu esnada hizli bir sekilde tansiyon diisiisii ile arrest gelisen
hasta, resiistasyona cevap vermedi ve kaybedildi. Hastalarin gerek cerrahiye gerek endovaskiiler
tedaviye koprii olarak balon ile tikanmasi amagli uygun capta hatta perfiizyon saglayacak delikli
balonlarin,gerek olabilecek diisiincesi ile kapli uygun stentlerin hazirda tutulmas: ve kullanilmast
bu gibi siirecler i¢in gerekmektedir.

Sekil 2. Hipotansiyon sonrasi eko-
kardiyografide mediyastenel mayii
saptanan hastaya venografi yapil-
diginda SVC den genis bir alandan
ektravazisyon goriildii (A). Buraya
8.0x60 ve 10.0x40 mm balonlar ile
okliizyon yapildi (B). Ancak arrest
olan hastaya yapilan venografide
balona ragmen ektravazisyonun
devam ettigi gozlendi (C).

Sekil 1. Batarya ¢ikartildiktan sonra (A), leadler serbestlestilerek
giris alim kontrol edildi (B). Takibinde kilitleme stilesi iizerinden
ekstraksiyon cihazi ile lead kademeli olarak vaskiiler alandan ayrildi
(C). Lead cihaz igine alinarak tamamen cikartildi (D).

OB-02

Ablasyon sonrasi olusan aorta, pulmoner arter ve koroner siniis
basisi yapan intrakardiyak hematom

Oguzhan Yildirim, Halil Ibrahim Erdogan, Kurtulus Ozdemir
Medicana Konya Hastanesi Selcuklu, Konya

Bilinen protez mekanik mitral kapak operasyon 6ykiisii olan 30 yasinda bayan hasta nefes darligi,
halsizlik, ates sikayeti ile poliklinigimize basvurdu. Hastaya 4 ay 6nce dig merkezde atrial fibri-
lasyon ablasyonu yapilmig rekiirrens olmast iizerine ilag tedavisi ile takip karari verilmis. Hasta
ozellikle efor sirasinda nefes darligi oldugunu ve sikayetinin giderek arttigin1 son zamanlarda
istirahatte bile nefes darligi oldugunu soyliiyor. Hasta medikal tedavi olarak warfarin,bisoprolol
ve amiadarone tedavisine devam ediyor. Hastanin yapilan tahlillerinde nr degeri >10, kreatin
degeri 1.88 mg/dl, ALT 22U/L, AST 27 U/L, HGB 11.3 g/DI, WBC 12.3, CRP 245 mg/L olarak
tespit edildi. Yapilan ekokardiyografide ejeksiyon fraksiyonu %35, fonksiyonel mekanik protez
kapak tespit edildi. Hastanin parasternal uzun ve kisa aks goriintiilerde 6.5x5 cm ¢aplarinda igeri-
sinde fibrin yapilarmin oldugu intrakardiyak hematom tespit edildi. Hastanin takibinde kardiyak
tomografisi gekildi. Agirlikli olarak sol atriumda olmak iizere, sol atrium, interatrial diizey ve sag
atrium diizeyine dogru uzanan ve atrial diizeylerin daha ¢ok siiperior boliimiinde lokalize olan
yaklasik 13x11 cm boyutlu icerisinde hafif hiperdens dansitelerinde oldugu hematom tespit edil-
di. Hematomun sol atrium ve sag atrium siiperiordan asendan aort boliimiine bas: yaptig1 izlendi.
Hematomun o6zellikle proksimal boliimiiniin nonkoroner siniis ve kismende sol koroner siniis
diizeyine dogru basi yaptig1 tespit edildi. Ayrica ana pulmoner arterin distal boliimiinii sag sol pul-
moner arteri inferiordan siiperiora dogru baski yaptigi, sag ana pulmoner arter inferiordan daha
belirgin olarak baskilandig: goriildii. Siiperior vena kavanin baskilanmis oldugu ve basiya bagl
inceldigi tespit edildi. Hastaya mevcut bulgularla cerrahi karari verildi. Hasta operasyonu ka-
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bul etmedi. Hastanin klinik takiplerinde hematom diizeyinde kiigiilme olmadi. Hastada ablasyon
tedavisi sonrasi intrakardiyak hematom oldugu tespit edildi. Olusan komplikasyonun hastanin
coumadin tedavisi kullanmasi ve inr degerinin 10 iizerine olmasi nedeniyle ilerledigi diistiniildii.
intrakardiyak hematom ablasyon tedavisi sonrasi olusabilecek komplikasyonlardan olup hema-
tomun aort,pulmoner arter ve koroner siniise basi yapacak diizeyde biiyiik olmas: vakann klinik
olarak kayda deger 6nemli 6zelligidir.

Sekil 3. Eko parasternal kisa aks. Sekil 4. Eko parasternal uzun aks

Sekil 6. Intrakardiyak trombiis boyutlar.

Sekil 7. Pulmoner arter basi tomografisi.

OB-03

Ictal asystole in a patient with right temporal lobe epilepsy

Caglar Kaya,' Hiilya Ozkan,> Mustafa Yilmaztepe,' Yiiksel Aksoy,'
Leyla Baysal Kira¢,” Candan Giirses®

'Department of Cardiology, Trakya University Faculty of Medicine, Edirne
2Department of Neurology, Trakya University Faculty of Medicine, Edirne
‘Department of Neurology, Ko¢ University Hospital, Istanbul

Seizure related cardiac asystole is a rare phenomenon and a diagnostic challenge for both neurol-
ogists and cardiologists. Video EEG monitoring (VEM) plays a crucial role for the diagnosis of
ictal bradycardia and asystole which might increase the risk of seizure related falls and injuries
in epilepsy patients.In this report, we present a case of a 24-year-old patient with drug resistant
focal epilepsy who presented with focal impaired awareness seizures followed by sudden falls and
focal to bilateral tonic-clonic seizures. Video EEG monitoring (VEM) confirmed ictal asystole of
20 seconds during right temporal onset focal seizures. Cardiac pacemaker implantation managed
to reduce seizure-related syncope and falls. This case highlights the importance of VEM for the
diagnosis of ictal asystole as a cause of seizure related atonic falls.
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Figure 1. (A) Onset of ictal activity on the right temporal lobe (arrow). (B) Ictal activity spread on bilateral
temporal lobes. Onset of ictal asystole lasting about 20 seconds (arrow) (C, D) Generalized suppression of
EEG activity and end of ictal asystole (arrow).

Figure 2. Ictal onset began on the right temporal lobe. Ictal onset spread over two temporal lobes. Onset of
ictal asystole lasting in 20 seconds.

OB-04

A case of recurrent syncope associated with long QT syndrome and
ventricular tachycardia due to Sheehan’s syndrome

Ender Ornek, Burak Kardesler, Abdullah Nabi Aslan
Department of Cardiology, Ankara City Hospital, Ankara

A 44-year old female was presented to the emergency department of another hospital with the
complaint of syncope that was associated with palpitation lightheadedness, darkening in the eyes
and burning sensation at the retrosternal area. Because the emergency medicine specialist observed
non-sustained ventricular tachycardia attacks at the monitor (not documented) and high troponin T
level, the patient was transferred to our hospital with the aim of coronary angiography. Electrocar-
diogram (ECG) showed sinus rhythm with a long QTc interval of 651 ms (Figure 1). Transthoracic
echocardiogram revealed preserved left ventricular (LV) systolic function with a LV ejection frac-
tion of 55%. Coronary angiography was performed to rule out coronary artery disease and showed
normal coronary arteries. The patient was taken to the coronary intensive care unit and examined in
detail. Past history revealed recurrent syncope with the above prodromal complaints with no other
co-morbid conditions. At laboratory, free T3, T4, basal cortisol, FSH, LH and prolactin levels were
below the normal limits. The patient was consulted to endocrinology clinic and was diagnosed to had
panhypopituitarism. To clarify the cause of panhypopituitarism, cerebral magnetic resonance imag-
ing was performed and empty sella syndrome was diagnosed due to Sheehan syndrome as the patient
had a history of abortion and amenore (Figure 2). QT prolongation disappeared completely within
5 days from hormonal replacement therapy with cortisone and thyroxine. ECG showed normal QTc
interval of 425 ms (Figure 3). Sheehan syndrome is partial or complete deficiency of anterior pitu-
itary hormones resulting from infarction of physiologically enlarged pituitary gland of pregnancy
after postpartum hemorrhage and consequent circulatory failure. Sheehan syndrome presenting as
ventricular tachycardia is very rarely observed. Here we report a 44 year-old female patient present-
ing with recurrent syncope due to ventricular tachycardia and long QT syndrome the reason of which
was detected to be panhypopituitarism caused by Sheehan syndrome. This case is important because
that patients with Sheehan syndrome causing panhypopituitarism are at risk of fatal arrhythmias and
therefore need vigilant monitoring for such arrhythmias. Moreover, hormonal replacement in that
patients is very crucial because of the fact that it can lead to prevention of such lethal arrhythmias.

o]

BT T

S
T
T =

LR L]
B i bR

e

Figure 1. Electrocardiogram showing long QT interval of 651 msn.

Figure 2. Brain and hypophysis
magnetic resonance sagittal plane
image showing empty sella syn-
drome (arrow).

Figure 3. Electrocardiogram showing normalized QT interval (425
msn) after hormone replacement therapy.

OB-05

Total situs inversus hastasinda transeptal ponksiyon

Yusuf Tiirkmen.' Naci Babat?

!Karolinska Enstitiisii, [sve¢
2Yiiziincii Y1l Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Pulmoner venlerin izolasyonu (PVI), atriyal fibrilasyon (AF) tedavisinin kose tagini olusturmak-
tadir. Giiniimiizde pulmoner venlere endokardiyel yoldan ulagim ancak transseptal ponksiyon
sonrast miimkiin olmaktadir. Transseptal ponksiyon konusunda son yillarda her ne kadar 6nemli
ilerlemeler kaydedilmis ise de halen daha bazi hastalarda zorlular ile karsilagiimaktadir. Bunlar
arasinda daha 6nce miikerrer kez ponksiyon yapilan, atriyal septal defekt kapatma cihazi barin-
diran, anevrizmatik septuma sahip olan ve konjenital anomalili hastalar gelmektedir. Bizim has-
tamizda da ¢ok ender goriilen situs inversus totalis s6z konusu idi. Ulkemizde yaklasik 1/10.000
oraninda goriildiigii literatiirlerde belirtilmistir. Oldukg¢a nadir goriilen bu konjenital anomlili
hastalarin az bir kisminda AF goriilmesi, AF ataklarmin tibbi tedaviye yanit vermesi ya da AF
ataklar1 esnasinda semptom gelismemesi gibi durumlar da géz 6niinde bulunduruldugunda ilgili
hasta grubunda esasen PVI isleminin ya da bir baska deyisle transseptal ponksiyonun ne denli
az oranda yapildig1 kolayca tahmin edilebilmektedir. Dolayisiyla biz klinik elektrofizyologlarin
boyle bir hastanin transseptal ponksiyonu ile ilgili yeterli diizeyde deneyimi olmamasinin yani
sira saglanacak floroskopik goriintiiler, kullanilan cihaz bilgileri ve tarif edilecek teknikler klinik
deneyimizi artirma adina 6nem arz etmektedir. Olgumuz 44 yaginda erkek olup son 7 yildir aralikli
carpinti yakinmalart olmasi nedeniyle tarafimiza bagvurdu. Bilinen total situs inversus hastaligi
mevcut idi. 72 saatlik ritim holter kaydinda en uzunu 76 dakika siireklilik gosteren toplam 7 adet
PAF atag1 tespit edildi. Uger aylik periyotlar ile ilkin Flekainide, sonrasinda Cordarone tedavilerine
ragmen yakimmalar: devam eden hasta PVI yapilmak iizere isleme alindi. Transseptal ponksiyon
transozofageal ekokardiyografi esliginde cesitli floroskopik projeksiyonlar altinda gergeklestirildi.
Ponksiyon 6ncesinde kontrast ajan ile septumun yeri dogrulandi. Sol (LAO) ve sag 6n ¢apraz
(RAO) projeksiyonlarda elde edilen goriintiiler anomali olmadan gergeklestirilen ponksiyonlara
ait goriintiilerin ayna goriintiisiinii vermekte idi. Bagka bir deyis ile olagan ponksiyon esnasinda
elde edilen RAO ve LAO goriintiileri birbirleri ile yer degistirmis olmanin yani sira ayna goriintiisii
de sergilemekte idi (Sekil 1). Ponksiyon sonras: yine kontrast madde ile sol atriyum ¢atis1 ve sag
pulmoner venler goriintiilendi. Sonrasinda rutin kriyobalon ablasyon iglemi yapild: ve toplam 85
dakikalik siirenin sonunda pulmoner venlerin hepsi elektriksel olarak izole edildi. Takip edilen 22
ay igerisinde herhangi bir AF atagina rastlanilmadi. Bildirimiz situs inversus hastasinda transseptal
ponksiyon konusunda nemli bilgiler saglamanin yan sira tip literatiiriinde de situs inversus totalis
56z konusu olup da kriyobalon ile basarili PVI yapilan ikinci hasta olma 6zelligini tagimaktadir.

Sekil 1b: LAO $3° gérlintisi. Kurmuzi ok isareti ile
gosterilen hatta ponksiyondan hemen sonra verilen

§ekil ls: RAO 420 gorinnist. Kesik kimiz:
sizgilerle ponskyion oncesi transeptal ignenin

L moner ven, ; ir. RV: S
CMP: Duire S atsiyum kataler, CS; Koroner sinds katateri, €S: Koroner siniis katateri, TSN: Transeptal ioe
c ~ TSN Trunseptal ifzne ve sheath ve sheath.
Sekil 1

2:1 blogu taklit eden iletilmeyen atriyal ekstra vuru ve tedavisi
Halil ibrahim Erdogan, Oguzhan Yildirim, Kurtulus Ozdemir
KTO Karatay Universitesi Medicana Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Genel durum bozuklugu ve pre-senkop ile bagka bir tibbi merkez acil servisine bagvuran hastanin
kalp hiz1 35 olmast iizerine 2:1 av blok tanisi ile kalici kalp pili takilmak iizere hastanemize sevk
edildi. Daha 6nce hastaya 2:1 av blok tanisiyla koroner anjiyografi yapilmis. Kritik olmayan dar-
liklar izlenmis. Hasta kabul edildiginde EKG de (Sekil 1) kalp hizt 37 /dk idi. Ilk bakista 2:1 blok
gibi goriilen ritmin aslinda iletilmeyen erken atriyal ekstralar oldugu anlagildi. Hasta elektrofiz-
yoloji laboratuvaria alindi. Atriyal ekstralarin koroner siniis elektrotunda ekzantrik yapida ve en
erken aktivasyonun CS distalde oldugu goriildii (Sekil 2). Atriyal septostomi yapilarak sol atriyum
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lateral duvardan kaynakli atriyal ekstra odag: ablate edildi (Sekil 3). Siniis ritmi elde edildi (Sekil
4). Hasta sifa ile taburcu edildi. iletilmeyen atriyal ekstralar bigemine vasifta geldigi zaman ¢ogu
hekim tarafindan ki kardiyoloji uzmani da olsa 2:1 blok sanilarak farkh tedavi endikasyonlari ko-
nulmaktadir. Hastalara gereksiz yere koroner anjiyografi bazen de kalic kalp pili takilabilmektedir.
Eskiden beri bilinen fakat tedavisi spesifik bir durum olan, iletilmeyen atriyal ekstralarin ayrici tani
ve tedavisinden bir olgu iizerinde bahsetmek istedik.

| B |
Sekil 1. EKG de iletilmeyen APS ye bagli bradikardi goriilmekte.

Sekil 3. Ablasyon sonrasi aps lerin kayboldugu
goriildii.

Sekil 2. CS distalde en erken aktivasyon izlen-
mekte.

OB-07

Nadir saptanabilecek bir pace lead dislokasyon vakasi

Mucahit Yetim, Liitfii Bekar, Macit Kal¢ik, Muhammet Cihat Celik,
Tayyar Gokdeniz, Yusuf Karavelioglu

Hitit Univedsitesi Erol Olgok Egitim ve Aragtirma Hastanesi, Kardiyoloji Anabilim Dali, Corum

Yetmis dokuz yaginda erkek hasta son 3 aydir olan kilo kaybi, yemek yiyememe sikayeti ile
hastanemize bagvurdu. 10 yil 6nce koroner bypass operasyonu geciren hastaya 3 ay once kalp
yetmezligi nedeniyle intrakardiyak defibrilator (ICD) takildigi ve sonrasinda bu sikayetlerinin
bagladig1 6grenildi. Bu donemde yaklagik olarak 15 kilogram viiciit agirhk kaybr yasadigi 6g-
renildi. Hastanin muayenesinde yiiklenme bulgusu yok idi. Elektrokardiyografinde pace spikeler
mevcuttu. Laboratuar incelemesinde anormal bulgu saptanmadi. Hastanin akciger filminde ICD
leadinin diyafram altinda oldugu izlendi (Sekil 1). Transtorasik ekokardiyografik incelemede ise
sol ventrikiil ejeksiyon fraksiyonu % 30 olarak 6lciildii. Sag ventrikiil i¢inde pace lead izlenmedi.
Subkostal pencerede pace leadin hepatik ven igerisinde seyrettigi izlendi (Sekil 2). Bu leadin mide-
ye yakin bolgede olmasi ve kronik olarak bu bslgenin stimiilasyonun yemek yiyememe ve bunun
sonucunda kilo kaybma neden olduguna karar verildi. Hastaya yeni lead replasmani yapilip eski
lead yerinde birakilarak iptal edildi (Sekil 3). Poliklinigimize kontrole gelen hastanin yemek yiye-
meme sorunun diizeldigi ve son 1 ayda 4 kilogram aldig1 6grenildi. Pace lead dislokasyonu kalict
pacemaker veya ICD uygulamasi sonrasi goriilebilen nadir komplikasyonlardandir. Bu hastalarin
degerlendirilmesinde elektrokardiyografi, akciger filmi ve ekokardiyografi onemli rol oynar. Kalict
pacemaker veya ICD takilan hastalarda islem sonras1 yemek yiyememe, kilo kayb: gibi durumlar
saptanirsa leadin hepatik vende olabilecegi akilda tutulmalidir.

Sekil 1. Pace leadin diyagram seviyesinin altin-
da oldugu izlenmekte.

Sekil 2. Subkostal ekokardiyografik pencerede pace
leadin hepatik ven icerisinde oldugu.

Sekil 3. Pace lead yerlestirilmesi sonrasi normal
ve anormal yerlesimde olan leadler izlenmekte.
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OB-08

Hemodynamic decompensation during gastroscopy due to
sublingual lidocain therapy

Vedat Cicek, Emre Yalginkaya, Tufan Cinar, Siiha Asal, Selami Dogan, Mehmet Seker,
Sahhan Kili¢, Behruz Kenan, Samet Yavuz, Ahmet Liitfullah Orhan

Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

Introduction: Lidocaine is one of the most commonly used local anesthetics in endoscopic pro-
cedures due to its widespread use and wide safety range. However, especially at high doses, it has
toxic effects such as fatigue, tinnitus, muscle progression, convulsions, coma, respiratory depres-
sion and cardiac depression. In this case, we present a patient with hemodynamic decompensation
during gastroscopy due to sublingual lidocain therapy.

Case Report: A 76 years-old male patient was admitted to gastroenterology service due to dyspha-
gia. The patient was referred to our cardiology clinic because of profound bradycardia (33 beats/
min) and hypotension (90/52 mmHg) after the administration of sublingual lidocain therapy. Elec-
trocardiography (ECG) showed third degree AV block (Figure 1). Transthoracic echocardiography
revealed a normal LV systolic function. Results of complete blood count and serum electrolyte
levels were within normal limits. After atropin administration, temporary pacemaker was implant-
ed due to hemodynamic instability. Two hours later, sinus rhythm with hemodynamic stability
was observed and temporary pacemaker deactivated. Patient’s ECG showed sinus rythym with
trifascicular block (Figure 2). Electrophysiological study was performed. AH interval was 170
msec and HV interval was 60 msec. It was decided to manage the patient without any intervention.
Conclusion: Cardiac rhythm evaluation and deciding optimal medical therapy are the cornerstones
of the preoperative cardiac assessment. In patients with a history of rhythm disturbances or with
potential early warning signs of cardiac arrest on ECG, comprehensive cardiac evaluation should
be managed. Local lidocaine therapy is used for local sedation in gastrointestinal endoscopy to
suppress the gag and cough reflex. Even the degree of bradycardia and, to a certain extent, of the
hypotension following lidocaine therapy was directly related to the amount of dosage, use of lido-
caine should be questioned in patients with rhythm disturbances, especially in elderly.

o e e e W e o]
- V v

= ’Jv:uw‘_..»vw e

A b L e kTR =
Figure 1. ECG showed third degree AV block.
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Figure 2. ECG showed sinus rythym with trifascicular block.
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A patient has the only connection between the atrium
and ventricle is an accessory pathway

Mevliit Serdar Kuyumcu,' Oguz Aydin,' Mehmet Hakan Uzun,?
Bayram Ali Uysal,' Ercan Varol'

'Department of Cardiology, Siileyman Demirel University Faculty of Medicine, Isparta
’Department of Cardiology, Kahramanmaras Siitcii Imam University Faculty of Medicine,
Kahramanmaras

A 62-year-old woman without cardiovascular risk factors such as hypertension, diabetes, smoking
and hyperlipidemia was admitted to our cardiology outpatient clinic with palpitations and syncope
history. Her electrocardiography showed preexcitation possible posteroseptal accessory pathway.
We performed electrophysiological study and found posteroseptal accessory pathway. Tachycardia
was not induced in inductions. ERP detected below 240 msn. The area where the shortest V-A inter-
val was detected. His signal was not detected in this region. We determined that it was anatomically
far from the AV node. We started radiofrequency ablation and in the 5. second of ablation, we saw
that the patient entered 3. degree AV block. Ablation was immediately stopped then sinus rhythm
restored in patients qucikly. We search his signal with ablation catheter in right atrium but could
not find the signal. We detected that the AV block and accessory pathway were found together in
the patient. Since the patient had a history of syncope and ERP <250 ms was detected, we planned
ablation after pacemaker implantation in the patient. We implant DDDR pacemaker and 2 weeks
later we make successfully accessory pathway ablation.

Discussion: The coexistence of an atrioventricular block and a ventricular pre-excitation is excep-
tional. Few studies have examined the relationship between the atrioventricular conduction prop-
erties of the atrioventricular node AVN and the anterograde conduction ability of the accessory
pathway in Wolff Parkinson White syndrome. The electrical manifestation of pre-excitation in sinus
rhythm depends on the conduction times relative to the atrioventricular node and the accessory
pathway. Indeed, it has been shown that faster conduction via the accessory pathway is necessary for
the appearance of pre-excitation. This explains the sometimes late onset of pre-excitation in patients
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with progressive impairment and lengthening of the atrioventricular conduction, especially in case
of atrioventricular block. It has been described, in fact, cases of unmasked accessory pathway after a
complete block passage, persistent or intermittent, of atrioventricular conduction. On the other hand,
the presence of an accessory pathway with an aspect of ventricular pre-excitation can in some cases
mask a possible passage in atrioventricular block. In these patients, atrioventricular conduction is
done only, and entirely, via the accessory route. A complete block, nodal or sub-Hissian, underlying,
will only be visible on the ECG if there is concomitant blockage of the atrioventricular conduction
through the accessory pathway. The appearance of atrioventricular conductive disorders after radiof-
requency ablation of an accessory pathway, located at a distance from the atrioventricular junction,
is not considered by some authors to be a real complication of this procedure.

L L 4

Figure 1. ECG before ablation.
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Figure 2. ECG after ablation.
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Lead extraksiyonu sonrasi kirllan parcanin sag ventrikiil ve hepatik
vene embolizasyonu ve snare ile ¢cikariimasi

Anil Akray,' Caglar Ozmen,' Onur Sinan Deveci,' Rabia Eker Akilli,' Mehmet Kanadast,!
Omer Tepe,' Bilen Onan,? Sinan Soziitok,? Fadli Demir'

!Cukurova Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Adana
2Cukurova Universitesi Tip Fakiiltesi, Anabilim Dali, Adana

Giris: Hizla ilerleyen teknoloji ve buna paralel genisleyen endikasyonlarla birlikte kardiak implan-
table elektronik cihaz (CIED) uygulamalar: giderek artmaktadir. Leadlerin tiimiiyle kalp i¢inden
¢ikartilip uzaklagtirilmasi islemi (ekstraksiyon), gelisen teknoloji sayesinde yiiksek bagari orani ile
giivenle uygulanmaktadir. Giiniimiizde CIED elektrodlarmin ekstraksiyonunda, kilitleyici meka-
nik sistemler ve excimer lazer cihazinin kullanilimasi operatdriin iglem bagarisini arttirmustir. Biz
bu olgumuzda atrioventrikiiler septal defekt (AVSD) operasyonu sonrasi AV tam blok gelisen has-
tanin, ergenlikle beraber boy uzamasi nedenli, leadin yerinden ¢ikmasi ve kirik olusmasi nedenli
lead ekstraksiyonu sirasinda embolize olan lead pargasinin ¢ikarilmasini sunduk.

Olgu Sunumu: On sekiz yasinda 2007 yilinda ASVD nedeniyle opere olan ve operasyon sonrast
AV tam blok gelisen hastaya pacemaker (PM) implante edilmis.2020 yili mart ayimnda PM kont-
rollerinde empadans artig1 (2436 ohm) ve capture kusuru saptanan ve cekilen akciger filminde
(paag) sag ventrikiil leadinin yerinden ¢ikmast iizerine hastaya lead ekstraksiyonu ve yeniden lead
implantasyonu karari alindi. Eski PM bataryas insizyon yapildktan sonra fibrotik dokudan ayrildi.
Leadler bataryandan ayrildi. Sag ventrikiil leadinin icine stylet yerlestirildi ve manuel traksiyon
uygulanarak lead ¢ikarilmaya calisildi.Leadin traksiyonu sirasinda leadin distal pargasi koparak
sag ventrikiilde kald: (Sekil 1). Islem sirasinda hareketli olan kopan parca once sag atrium daha
sonra tekrar sag ventrikiile ve ardindan hepatik venlere embolize oldu (Sekil 2). Girisimsel radyo-
loji ekibi ile beraber leadin hepatik venden snare ile ¢ikartilmasi planlandi. Juguler venden snare
yardimiyla hepatik vene embolize olan lead parcasi ¢ikarilmasi sirasinda lead parcasinda kopma
olustu. Tel ve ucundaki lead parcasi ayr1 ayr1 snare ile ¢ikarildi (Sekil 3).

Sonug: Son yillarda, PM uygulamalarinin yayginlagmast ile birlikte leade baglh komplikasyonlar

ile miicadelede Lead Ekstraksiyonu islemi 6nem kazanmaktadir. Biz bu olgumuzda lead extraksi-
yonu islemini 6zellesmis ekstraksiyon cihazlari olmadan manuel olarak geri ¢cekme yontemi uygu-
lanmus ve lead embolizasyonu olmasi iizerine snare ile basaril bir sekilde ¢ikartilmugtir.

Sekil 1. Sekil 2.

/

Sekil 3.
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Av complete block observed in COVID-19 clinical course
Ferit Boyiik,' Serhat Caligkan,> Efe Edem?

Yedikule Chest Diseases Hospital, Istanbul
2T.C. S.B. Istanbul Bahgelievler State Hospital, Istanbul
*Department of Cardiology, Izmir Tinaztepe University, Izmir

Introduction: When the information in the literature is analyzed, it is stated that the coronavirus
2019 disease (COVID-19) primarily causes the formation of pneumonia. However, in recent publi-
cations and case reports, it has been reported that many cardiac pathologies, as well as pneumonia,
are observed in the clinical course of COVID-19.

Case Report: An 83-year-old woman was hospitalized with symptoms of pneumonia. In the his-
tory of the patient, it was learned that previously she had only hypertension and that she used
amlodipine 10 mg 1x1 and had no additional disease. In the PCR examination of the patient’s naso-
pharyngeal and oropharyngeal swab samples, the presence of COVID-19 infection was confirmed.
Typical ground-glass opacities were present on the patient’s tomography. The patient’s saturation
was 92, fever 36.2°C, and CRP level was 124.3 mg/L. The patient was taken to the isolated inten-
sive care unit and monitored. The heart rate was 96 v/min on the monitor. Upon the development
of the 4th Day Av complete block in the intensive care follow-up of the patient, the patient was
transferred to the center with coronary intensive care conditions for pacemaker implantation.
Discussion: In the course of COVID-19 infection, besides pneumonia, many cardiac complications
have been identified. This may be depending on the drugs used or the course of the COVID-19
infection. Further researches are needed in terms of cardiac complications.

Conclusion: In the treatment of COVID-19 patients, cardiac markers should be examined care-
fully, close ECG monitoring should be done and caution should be taken for possible cardiac
adverse conditions.

Figure 2. AV full block monitor display.
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20 haftahik gebe hastada perkiitan aort koartaksiyonu tedavisi
Zeki Cetinkaya,' Deniz Elgik,' Bilal Alcali,' Ridvan Yurt,' Ali Baykan,” Ramazan Topsakal'

!Erciyes Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Kayseri
’Erciyes Universitesi Tip Fakiiltesi, Pediatri Kardiyoloji Bilim Dali, Kayseri

Aort kortaksiyonu tiim konjenital Kalp defektlerinin %4-6’sin1 olusturmaktadir. Aort koarktasyo-
nunun en siddetli formu literatiirde aortik isthmusun tam tikanmasinin oldugu atretik koarktasyon
ve aortik isthmus atrezisi olarak tanimlanmaktadir. Gebelik déneminde ciddi aort koartaksiyonun
olmasi Diinya Saglik Orgiitii maternal kardiyovaskiiler risk siniflandirmasina gore anne 6liim riski
son derece yiiksektir Aort koarktasyonunun onarilmasindan sonra kadinlarda hamilelik genellik-
le iyi tolere edilir (CoA) (WHO risk sinift IT). Aort koartaksiyonu onarilmamis veya onarilmig
olup sistemik hipertansiyonu olan gebelerde artmig aort anevrizmasi ve diseksiyon komplikasyonu
mevcuttur. Agirt hipertansif hastalarda preaklampsi ve diisiikler rapor edilmistir. Rezidii Koartaksi-
yonu olan ve sadece direngli hipertansiyonu olanlarda annne ve fetiis risk alinarak peruktan girisim
yapilmalidir. 24 yasinda 20 Haftalik ilk gebeligi olan hastamizda fetiisde gelisme geriligi ve di-
rengli hipertansiyonu olmasi nedeniyle kardiyoloji poliklinimize yonlendirildi. Tansiyon 170/110
mmhg olan hastamizda femoral arterden nabizlarin alinmamasi iizerine kardiyovaskiiler MRI ce-
kildi. Aort koartaksiyonu tespit edilen hastamiza peruktan girigim planlandi. Girigsim 6ncesi hasta-
mizin karin kismi kursu yelekle sarilarak radyasyon etkisi minimalize edildi. Sag femoral arterden
7f sheat, sag femoral venden 6F sheat, sag radial arterden 6 F Sheat girildi. Gegici pace maker
takildi. Sag radial arterden pig taille goriintii alind1. Koartaksiyon bolgesi islem oncesi gradiyent
62 mmHg 6l¢iildii. Roadrunner tel radial arterden ilertilerek koartaksiyon gecildi. Femoral arterden
Snare yardimiyla tel yakalanip femoral arterden ¢ikartildi. NC mozec 4*23 mm dilate edildi. Ardin-
dan femoral arterdeki tel tizerinden 7f sheat ¢ikarildi. Progiledeler yerlestirildi. Numed 8 mm x 3
cm iner balon ile dilate edildikten sonra 16 mm x 4 cm lik outer balonuyla dilate edildi. Daha sonra
8x4.5 cm Numed covered CP implante edildi.A¢iklik saglandi. islem sonrasi gradiyent 3 mmhg
olarak ol¢iildii. Proglideler kapatildi. Komplikasyon olmadi. Fetiiste herhangi bir sorun gelismedi.
Islem sonrasi hastamizin tansiyonu 120/70 mmhg olarak taburcu edildi.
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Sekil 1. Anjiyografik islem dncesi goriintii.
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Sekil 3. Final goriintiisii.
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Sekil 6. islem sonrasi gradiyentin 3 mmhg old-
ugunun gosterilmesi.
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Sekil 5. Islem 6ncesi Koartaksiyon ncesi ve son-
ras1 basinglar.

Sekil 7. Road runner tel ile gecilmeden gegis yol-
unun tespiti.

Sekil 8. Stentin yerlestirilmesi.

Sekil 9. Tel ile gegildikten sonra plgilail
goriintiisiiniin gosterilmesi.
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Pandemi doneminde ciddi fonksiyonel mitral yetersizliginin
tedavisinde CARILLON® mitral kontur sistemi ile
perkiitan mitral anuloplasti

Hatice Ozdamar, Hatice irem Oztiirk, Onercan Cakmak,
Rashadat ismailzada, Hiiseyin Dursun, Dayimi Kaya

Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Mitral anuloplasti i¢in uygulanabilir perkiitan tedaviler arasinda koroner siniis, biiyiik kardiyak
ven araciligiyla posterior mitral anulusu gevreleyen nitinol ilmeklerinin iki uca tutturulmus bir
tel sistemi olan CARILLON® Mitral Kontur Sistemi yer almaktadir.Bu sistem ile mitral anulusun
geometrisini degistirerek mitral yetersizligin anatomik ve dinamik olarak azalttigi gosterilmistir.
Bu olguda pandemi déneminde optimal medikal tedavi altinda olmasina ragmen kalp yetersizligi
ve ciddi fonksiyonel Mitral Yetersizligi nedeniyle ¢ok kez hastane bagvurusu olan erkek hastanin
hastane yatig siiresini kisaltmak amaciyla CARILLON® Mitral Kontur Sistemi ile palyatif FMY
tedavisini sunmaktayiz.

Olgu Sunumu: Kirk ii¢ yaginda iskemik kalp yetersizligi, HT, DM, AF komorbitleri olan erkek
hasta klinige pulmoner 6dem ile bagvurdu. Optimal medikal tedavi altinda olan hasta pandemi
doneminde dort kez dekompanse kalp yetersizligi klinigi ile hastane yatis oykiisii mevcut olup
klinigimize bagvurusunda fonksiyonel kapasitesi NYHA IV idi.Fizik muayenesinde akciger sesleri
orta zondan itibaren ral, mitral odakta 3/6 sistolik iifiirtim ve 2+ pretibial 6demi mevcuttu. EKG’de
80 v/dk AF, LBBB, QRS:160 msn, TTE sol ventrikiil sistolik disfonksiyonu (LVEF: %32), LV end
diyastolik uzunluk 78 mm, LA uzunlugu 64 mm, mitral kapakta tethering hareketi, VC 14 mm,
PISA 11 mm, anulus uzunlugu 64 mm &lgiimleri ile ciddi FMY saptandi(Sekil 1).Logistic EuroS-
core %19.58 ve pandemi doneminde hastane yatigini kisaltmak igin kalp ekibi tarafindan CARIL-
LON® ile mitral anuloplasti karari verildi. Sedoanaljezi esliginde altinda koroner anjiyografinin
vendz fazi ile koroner sinus(KS) ve biiyiik kardiyak ven goriintiilendi. KS katareri ile KS ve biiyiik
kardiyak ven goriintiilenmesi yapildi. Cihaz yerlestirilmeden 6nce koroner anjiyografi tekrarlanip
cihazin anatomik komsuluguna bagh koroner arterlerde etkilenme olmadig1 goriildii. 8x18x80 mm
CARILLON® cihazi KS yerlestirildi. Islem kaynakli Sirkumfleks (Cx) arterde daralma izlenmedi.
Cx govdesindeki %80 stabil lezyona 2.5x18 mm DES implante edildi (Sekil 2). CARILLON®
sonrast kontrol TTE’de anulus uzunlugu 56 mm, VC 10 mm ve PISA 8 mm geriledigi goriildi
(Sekil 1). Takibinde hastanin fonksiyonel kapasitesi NYHA II e diizeldi. Kontrol akciger grafisi
kardiyotorasik oranin belirgin sekilde azaldigi, pulmoner 6demin ise geriledigi goriildii (Sekil 3).
Islemden 4 giin sonra hasta taburcu edildi.

Sonug: Mitral kapak tamiri i¢in perkiitan teknikler, FMY ve kalp yetersizligi olan hastalarda cerra-
hi kapak replasmani ve kapak onarimina bir alternatif olmaktadir. Optimal tedaviye ragmen hasta-
ne yatisin azaltilmasi ya da pandemi dénemi gibi yatis siiresinin miimkiin olan en kisa siireye indi-
rilmesi icin ciddi fonksiyonel mitral yetersizligin palyatif tedavisinde perkiitan temelli tekniklerin
kullanimiyla mitral kapak dinamigi kisa siirede degismesi ve fonksiyonel kapasitedeki dramatik
degisimi ele alan bu olgunun literatiire katki saglayacagin diisiinmekteyiz.

A. Mitral Anuler Uzunluk 64 mm ve Tenting Uzunlugu 23 mm  E. Mitral Anuler Uzanluk 56 mm ve Tenting Uzunlugu 18 mm
B. Parasternal kisa cksende on mitral kapagin ve anulus F. Parasternal kisa eksende on mitral kapagn ve anulus
geometrisi geometrisi

. PISA yéntemi ile PISAI11 mm, Yetersialik h GPISAyontemi le PISA'S ram, Yetersialk hacmi 30 matim,
intam. B Sotorsioik oribe a0 om Votornatik Bl uscaak o ala,3 o’ olswiatk Fralss
Fraksiyonu: %39

D. Vena Contracta’ 14 mm i Iolem sonras Vena Contrakta: 10 mm

Sekil 1.

SEKIL 2:Carillon® Implantasyonun Anjipografik gordntilenmesi
Adsglem & o okve ventz fazda k) B, Iuretli i
i atan & ilmesi B. Carillon® ilmesi F. Islem
e e gorantu
Sekil 2.

SEKILS: A, Hastano bagvurasundaki direkt Akeifer grafisi
b sonmasn 3. ] direkt akei

Sekil 3.
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A valve in valve in valve case report: Transcatheter valve in valve
within the previous degenerated bioprosthetic aortic valve and
pseudoaneurym of mitral aortic intervalvular fibrosa

Sinem Cakal, Ziya Apaydin, Erdal Belen, Mehmet Mustafa Can
Department of Cardiology, Haseki Training and Research Hospital, Istanbul

Pseudoaneurysm of the mitral-aortic intervalvular fibrosa is a rare but serious sequela seconadry
to endocarditis or valve replacement surgery. Percutaneous treatment may be considered in case of
high surgical risk and the complexity of that procedure. A 73 year old female with a previous histo-
ry of Bentall operation (19 N Sorin Mitroflow bioprosthesis) for aortic dissection and severe aortic
regurgitation was admitted due to pulmonary edema. A transthoracic echocardiography (TTE) re-
vealed a mean gradient of 33 mmHg accross the bioprosthetic aortic valve and moderate to severe
aortic regurgitation. Transesophageal echocardiography (TEE) confirmed severe central and para-
valvular aortic regurgitation and presence of an aneurismal structure posterior to the aortic root and
extending to the area of the mitral-aortic intervalvular fibrosa with systolic expansion and diastolic
collapse. There were no signs of active infective endocarditis. Since she was deemed unsuitable
for surgery, transcatheter aortic valve intervention was planned. A 19 F sheath was position in the
right femoral artery. A 23 mm Portico valve (Abbott, Abbott Park, Illinois ) was implanted in the
prior valve. However, severe central and paravalvular regurgitation persisted despite 2040 mm,
22%40 mm balloon inflations. Attempts for recapturing and repositioning the valve were also un-
succesful. Then a second 23 mm Portico valve (Abbott) was implanted coaxially within the second
valve resulting with the minimal residual regurgitation and absence of flow to the cavity. During
closure with Proglide, femoral dissection was treated with an Advanta graft stent (Atrium Medical,
Hudson, New Hamp- shire, USA). The patient was discharged at seventh day after admission.

Figure 1. Transesophageal echocardiography con-
firmed severe central and paravalvular aortic regur-
gitation.

Figure 2. TEE confirmed presence of an aneu-
rismal structure posterior to the aortic root and
extending to the area of the mitral-aortic inter-
valvular fibrosa with systolic expansion and di-
astolic collapse.

; .
Figure 3. A 23 mm Portico valve (Abbott, Abbott
Park, Illinois) was implanted in the prior valve.

Figure 4. Severe central and paravalvular regur-
gitation persisted despite 2040 mm, 22*40 mm
balloon inflations.

Figure 5. A second 23 mm Portico valve (Abbott)
was implanted coaxially.

Figure 6. The second valve resulting with the
minimal residual regurgitation and absence of
flow to the cavity.
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Retained outflow graft after the explantation of left ventricular
assist device

Ender Ornek, Yucel Kanal, Cihan Dundar, Harun Kundi, Umit Kervan

Ankara Bilkent City Hospital, Ankara

A 21-years old man underwent coronary angiography because of chest pain, serum troponin el-
evation and declining of left ventricular ejection fraction. His medical history included dilated
cardiomyopathy, left ventricular assist device implantation (Heartmate II) 48 months ago and
explantation of this device due to recovery 5 months ago (Figure 1, 2). Coronary angiography
demonstrated normal coronary arteries. During right coronary artery canalization attempts judkins
right catheter indwelled outside of aorta easily that we could not interpret the reason. However, we
noticed a hardly visible contrast efflux from ascending aorta during non-selective aortography. The

angiography procedure was ended up without any complication. Afterward we reviewed medical
and operation records in detail. Although the pump of the device had been withdrawn, outflow graft
had been retained in situ after detaching it from the pump. Inflow cannula had been withdrawn and
a plug had been placed within the retained sewing ring. Distal ostea of the outflow graft had been
closed with primary stitch while remaining aortic ostea opened. Outflow graft was supposed to be
closed with blood stasis and clot formation after operation. Several device explantation techniques
have been reported in literature, inwhich degrees of retained device material differs. These tech-
niques include complete pump explant which was used in this case, inflow and outflow ligation
with retention of inlet cannula, outflow graft ligation with retention of other parts and driveline
transection with the pump is left in place. Cardiologists should be aware of this retained non-radi-
opaque graft when performing angiography for such patients. Catheters may indwell otflow graft
which contains blood clot and may result in systemic embolization.

Figure 2.
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TAVI experience in bioprosthetic severe aortic regurgitation
Mert Palabiyik,' Murat Bagkurt,? ismail Polat Canbolat,> Murat Giilbaran,2 Cavlan Ciftci2

!Department of Cardiology, Florence Nightingale Hospital, Istanbul
Department of Cardiology, Istanbul Bilim University Faculty of Medicine, Istanbul

Evidence is growing that TAVI is beneficial in the treatment of isolated severe aortic regurgitation.
We will also share our TAVI experience in a case with acute ischemic hepatitis developed as a
result of bioprosthetic dysfunction with severe aortic insufficiency. In 2009, a 79-year-old male
patient with a history of paroxysmal atrial fibrillation, who underwent CABG + bioprosthesis AVR
(hancock 2), was hospitalized 3 times in the past month due to decompensated heart failure. The
general condition of the patient, who was referred to our clinic for advanced examination and
treatment, was at NYHA class 4 level. He had ortropnea and paroxysmal nocturnal dyspnea. Thin
crepitan rales were in lower and mid lung zones. The proBNP, ALT and AST values of the patient
were 10200 pg/ml, 689 IU, 606 IU, respectively. In the gastroenterological evaluation of the pa-
tient, it was found that this liver function disorder was compatible with liver congestion due to
heart failure. In the first echocardiographic evaluation, the ejection fraction was 46%. The gradient
was detected on the bioprosthetic gradient was 22/45 mmhg. AVA:1.1 cm?, AVA 0.9 cm*m?, and
aortic regurgitan pressure half-time was 188 ms. The patient was evaluated as moderate aortic
stenosis and severe aortic regurgitation. Pulmonary artery systolic pressure (PASP) was 72 mmhg.
Valve in valve TAVI decision was taken to the patient whose Logistic Euroscore value was 47.
The patient was made euvolemic with intensive diuretic treatment applied within days. Medtronic
Corevalve 23mm valve was implanted to the patient via the left femoral artery.No complications
were observed in the procedure. Paravalvular leakage was not observed in the perioperative trans-
thoracic echocardiographic evaluation. Aortic regurgitation was not detected in the aortic valve in
the control echocardiographic evaluations of the patient after the procedure, and a 10/19 mmhg
gradient was detected on the valve. PASP decreased to 42 mmhg. The patient’s diuretic need was
significantly reduced. ALT AST levels decreased to normal limits after the procedure. proBNP
value decreased to 1230 pg/ml. In the first week control, the functional capacity was class 1 level.
The important problems of TAVI procedure in isolated aortic insufficiency are that in the absence
of sufficient calcification in the aortic annulus and valve, the bioprosthetic valve will not be able
to hold enough and more susceptibility to complications such as valve malposition, deep-seated,
pop-out. However, in degenerated bioprosthetic valves, especially if it is stented, suitable localiza-
tion can be provided easily for the valve placement, and also serves as a body for holding the new
bioprosthetic valve more securely. As a result, TAVI, which is a favorite treatment option in severe
aortic stenosis, can also be a safe and effective treatment option in dysfunctional bioprosthetic
valves accompanied by appropriately selected severe aortic insufficiency.

Figure 1. Aortography image after TAVI proce-
dure. tion before TAVI procedure.

Figure 2. Severe aortic bioprosthetic regurgita-
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Septal alcohol ablation in hypertrophic obstructive cardiomyopathy:
A single center experience

Veysel Oktay, Ekin Kutlay, Ziibeyir Bulat, Ahmet Yildiz, Emir Ozgiir Barig Okgiin
Department of Cardiology, Istanbul University Cerrahpasa Institute of Cardiology, Istanbul

Introduction: Hypertrophic cardiomyopathy (HCM) is the most common inherited heart disease
in the general population. While the prevalence rate is 0.2% in developed countries, HCM is the
most common cause of sudden cardiac death in people under age 30. Septal alcohol ablation (SAA)
is recommended as a treatment option in case of moderate-to-severe symptoms despite maximal-
ly tolerated drug therapy (MTDT) in HCM patients with prominent left ventricle outflow tract
(LVOT) obstruction. In this case report, two successful septal alcohol ablation cases performed
in our center were shared.

Case 1: A 66-years-old female patient, who was followed up with the diagnosis of Sjogren’s dis-
ease and HCM, applied to our outpatient clinic with the complaint of shortness of breath. The
symptom level of the patient was determined as NYHA III despite MTDT. One month ago, DR-
ICD had been implanted due to the estimated of sudden cardiac risk score was 5%. In the trans-
thoracic echocardiography (TTE), measurements were as: IVS: 17 mm, PW: 12 mm, LVEF 60%,
mild-moderate mitral regurgitation. In the LVOT, there was a gradient of 58 mmHg at rest, and 192
mmHg with Valsalva. SAA was planned since the general condition of the patient was not suitable
for surgery and due to patient preference. Peak-to-peak pressure gradients between the aorta and
LV of the patient undergoing cardiac catheterization before the procedure was 130 mmHg. Fol-
lowing SAA with 2 ml of alcohol performed after determining the appropriate septal perforator by
contrast echocardiography, gradient decreased to 50 mmHg. The patient’s symptoms regressed to
NYHA level I-II in the outpatient follow-up. IVS was measured as 13 mm and PW as 12 mm in
the second-month control.

Case 2: A 74-year-old female patient with known hypertension and HCM, applied to our outpatient
clinic with complaints of fatigue and shortness of breath. Her symptom level was determined as
NYHA III despite MTDT. In the TTE, measurements were as: IVS: 17 mm, PW: 12 mm, EF:60%,
with mild mitral regurgitation. In the LVOT, there was a gradient of 75 mmHg at rest, and 130
mmHg with Valsalva. Considering the low compatibility for surgery SAA was planned. Peak-to-
peak pressure gradients of the patient undergoing cardiac catheterization before the procedure was
110 mmHg. Following SAA gradient decreased to 30 mmHg. The patient’s symptoms regressed to
NYHA level I-IT in the outpatient follow-up.

Discussion: SAA and surgical myectomy are two viable options in patients with symptomatic
obstructive HCM despite MTDT. The superiority of a given method is a matter of debate. There
are no randomized controlled studies comparing these two methods, however, similar symptomatic
relief and procedure-related mortality have been reported in meta-analyses.

Result: SAA may be considered in elderly patients with comorbidities and high operative risk.
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Figure 2. Peak-to-peak pressure gradients between the aorta and LV before and after septal alcohol ablation.
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Successful endovascular treatment of corel reef aorta with
uncovered stent; High risk and multiple complex lesions
Zeki Simsek.' Elnur Alizade,' ismail Balaban,' Sedat Kalkan ?

Regayip Zehir,' Selguk Pala'

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

Corel reef aorta (CRA) is a rare condition with heavily calcified lesions which affects the juxta and
suprarenal aorta. It can present with limb ischemia, renovascular hypertension, thromboembolic
complications, multiple organ failure and gastrointestinal symptoms. We present a patient with
a suprarenal CRA with cachexia. Although CRA patient has been treated through open surgical
procedures, we report the case of CRA in the suprarenal part of aorta and the superior mesenteric
artery stenosis which were both treated in the same procedure with endovascular intervention.

36. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

Figure 1. Aortography showed significant
extensive calcified and atheromatous aortic
plaque in suprarenal part of abdominal aorta
with a significant pressure gradient across
the plaque.

Figure 2. (A, B) Plain computed tomography (CT) showed near occlusion of the coeliac trunks artery and
SMA with respectively. (C) Plain computed tomography (CT) showed severe calcification of the abdominal
aorta with a subtotal occlusion. (D) SMA and coeliac truncus were originated from the stenotic part of the
abdominal aorta. (red arrow: coeliac trunks artery, blue arrow: SMA.

Pomition: F¥: \ s Made I Mo o3 |
Figure 3. (A, B) Two-dimensional and Three- Dimensional CT angiogram heavy calcification of the ab-
dominal aorta above and below the renal arteries. The inferior mesenteric artery (IMA) formed a collateral

circulation with the SMA.

Figure 4. Full revascularization of SMA and
the retrograde flow of thecoeliac truncus from
the SMA.

Figure 5. Deployment of Aortic stent with ballon in
ballon catheter and 7Fr LIMA catheter+wire combi-
nation system from the SMA.

Figure 6. Postoperative Three-
Dimensional ~ CT
showing well implanted of the
both aorta and SMA and the coe-
liac truncus had a good retrograde
flow from the SMA.

angiogram
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Multiple stenosis of the branches of arcus aorta
without serious symptoms

Sabiye Yilmaz
Department of Cardiology, Sakarya Training and Research Hospital, Sakarya

Chronic multisystem autoimmune disease and congenital syndromes accompanied by arcus aortic
dysplasias may characterized by a widespread macrovascular arterial vasculopathy. But we pre-
sented a unusual case with could not find any reason to explain this situation. A 57-year-old female
was admitted with bilateral arm claudication without rest pain and muscle weakness. She also had
no other complaints, such as neurological deficits, vertigo, nausea, fainting, dizziness, or ophthal-
mic disorders. There was no risk factors for atherosclerotic artery disease and chronic medication.
On physical examination, radial /brachial /axillary pulse was absent and blood pressure could not
be measured on both upper extremities. The patient did not present any phenotypical features of
the congenital or connective tissue disease. Full laboratory tests including connective tissue and
autoimmune diseases biomarkers were in the normal range. Left ventricular functions and valve
structures were normal on echocardiography. Multidetector computer tomographic angiography
(MSCT) verified innominate, common carotid arteries occlusion (Figure 1). For further evaluation,
archus aortography was performed and stenosis was shown located on the origin of innominate,
common carotid, left subclavian artery with additional retrograde blood flow of her ipsilateral
vertebral and enlarged tortuous intercostal arteries. In addition, right carotid and subclavian artery
were receiving their blood supply from the ipsilateral intercostal arteries (Figure 2-3). Percutane-
ous or surgical treatment was not offered to the patient due to the absence of serious symptoms
such as critically ischemia of the upper limbs or cerebrovascular accident. Informed consent: In-
formed consent was obtained from the patient.

Figure 1. Multidetector computer
tomographic angiography showed
occlusion of the branches of arcus
aorta incluiding innominate and
common carotid arteries.

Figure 2. Archus aortography showed stenosis
on the origin of innominate, common carotid and
left subclavian arteries that receiving their blood
supply from the ipsilateral vertebral and enlarged
tortuous intercostal arteries retrogratly.

Figure 3. Archus aortography showed stenosis
on the origin of innominate, common carotid and
left subclavian arteries that receiving their blood
supply from the ipsilateral vertebral and enlarged
tortuous intercostal arteries retrogratly.
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Ciddi aort darhg ile beraber sol subklavian arter ¢ikis anomalisi
ile seyreden sag aortic ark vakasi

Yunus Emre Yavuz, Sefa Tatar, Yakup Alsancak, Serkan Yildirim
Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Aorta ile ilgili konjenital varyasyonlar oldukg¢a azdir. Arkus aorta anomalileri genellikle raslantisal
olarak saptanmakla birlikte bazi vakalarda tracheobronchial veya esophagial kompresyona neden
olabilmekte ve kongenital kalp hastaliklart ile birlikte gozlenebilmektedirler. En sik goriilen varyas-
yon sol aortik ark eslikli aberran sag subklavian arterdir. Sag arkus aorta nadir goriilen bir anomali
olup bizim vakamizda ciddi aort darlig1 ile birliktelik gosteren sag arkus aorta ve nadir goriilen aber-
ran sol subklavian arter ¢ikig anomalisi bulunmaktadir. 42 yasinda erkek hasta, eforla belirgin olan
nefes darlig: sikayetleri nedeniyle hastanemize bagvurmus ve ileri tetkik amach yatiriimistir. Yapilan
ekokardiyografisinde ciddi aort darlig1, daha sonra ¢ekilen aorta BT anjiyografisinde ise sag aortic
arkus anomalisi tespit edilmistir. Hastanin nefes darliginin ciddi aort darligi (AD) nedenli olduguna
karar verilip cerrahi planlanan hasta preop degerlendirme amagch koroner anjiyografi laboratuvarina
alind1. Koronerlerde 6nemli bir patoloji saptanmadi. Sag aortic arkus ve dallarmin farkli pozisyon-
lardan aortografi ile goriintiileri alindi. Aort kapaklar kalsifik izlendi. Sag aortik arcus anomalisi
goriildii (Sekil 1). Sag subklavian arter ve sag carotis arter arcus aortodan, sol carotis arterin asendan
aortadan (Sekil 2-3) ve sol subclavian arter desendan aortadan ($ekil 4-5) ayrildig1 goriildii. Aort ve
dallarinda belirgin darlik izlenmedi. Abdominal ve renal aortografide bilateral renal arterler ve iliac
arterler agik izlendi. Sag tarafli aortik ark, trakeanin sagma dogru ilerleyen aortik ark ile karakterize
bir tiir aortik ark varyantidir. Toplumun yaklasik %0.1’inde sag tarafli aortik arkin olustugu diisii-
niilmektedir. Supra-aortik dallanma modellerine gore farkli konfigiirasyonlar bulunabilir; en yaygmn
iki simif, ayna goriintiilii dallanan sag tarafli aortik arkus ve anormal sol subklavyen arterli sag tarafli
aortik arkusdur. Bizim vakamizda ciddi ADnin eslik ettigi sol subklavian arterin inen aortadan
¢iktig1 goriilmektedir. Ayrica sag aortik arkus sendromlu tan1 almamig bir hastada kateterizasyon
yapilirken dikkatli olunmali arcus aortada katater seyri sirasinda anormal seyir goriilmesi halinde
kateterizasyon daha dikkatli yapilmali ve manipiilasyonlara ayrica dikkat edilmelidir.

Sekil 3. Aorcus aorta ve dallari anormal ¢ikish sol
subklavian arter.

Sekil 5. Sag aortic arcus ve
anormal ¢ikish sol subklavi-
an arter goriintisii.
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Sag iliak anevrizma icin yapilan EVAR sonrasi gelisen total sol ana
iliak artere basarih PTA

Akar Yilmaz
Medikal Park Hastanesi, Kardiyoloji Klinigi, lzmir

Yetmis dokuz yasinda erkek hasta 100 metrenin altinda yol yiiriimekle sol kalgada ve uyluk bal-
gesinde agr1 sonucu bagvurdu. Hikayesinde 1 yil 6ncesinde sag iliak anevrizma nedeniyle endo-
vaskiiler yontemle onarim yapildigi 6grenildi. Fizik muayenede sol femoral nabizlari alinamadi.
Endovaskiiler tamirin yapildg: merkezde yapilan Doppler USG de sol ana femoral arter ve dista-
linde monofazik akim izlenmis. MRA ¢ekilmis. Sol iliak arter ostiyumundan total tikal1 izlenmis.
Sol iliak PTA amaciyla kateter laboratuarina alindi. Sag femoral yoldan girildi. Anjiyografide greft
stentin sol ana iliak arter ostiyumuna uzandigi izlendi (Video 1) ve sol ana iliak arter tam tikal idi.
Sol ana femoral arterden nabiz alinamiyordu. USG kilavuzlugunda sol ana femoral artere girildi.
Soldan yerlestirilen kilif iizerinden yapilan anjiyografide sol ana iliak arterin internal iliak arter
¢ikisindan hemen onceye kadar tam tikali oldugu izldendi (Video 2). Vertebral kateter yardimi ile
soldan Stiff body-diiz u¢ hidrofilik 0.035” GW (Terumo) ile proksimalde limene diisiildii. Tam
tikal kisim 6x40 mm balon ile predilate edildi (Video 3). Ardindan 8x40 mm balon expandable
stent sag ana iliak arter icinde 10x40 mm balon yerlestirilerek Kissing balon teknigi ile yerlestirildi
(Video 4) Kontrol anjiyografide tam aciklik saglandigi izlendi. Sag iliak bolgede yerlestirilen greft
stentte deformasyon ve anevrizma icine leak izlenmedi (Video 5).
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Acute inferior myocardial infarction in dextrocardia —
A diagnostic and therapeutic challenge

Muammer Karakayali,' Timor Omar,' Yavuz Karabag,> Mahmut Yesin,
Dogan ilis,2 Serif Hamideyin?

'Department of Cardiology, Kars State Hospital, Kars

2Department of Cardiology, Kafkas University Faculty of Medicine, Kars

Dextrocardia with situs inversus has an incidence of 1 in 10,000 and is a rare cardiac anomaly
in which the heart is located in the right hemithorax with the axis directed to the right and cau-
dally. Patients with dextrocardia present a diagnostic challenge, especially in the setting of acute
coronary syndrome. The left circumflex artery (LCx) is the least frequent culprit artery for acute
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myocardial infarction (AMI) in the general population. An electrocardiogram (ECG) has very low
sensitivity for detecting ST-segment elevation myocardial infarction (STEMI) if the culprit lesion
is in the LCx. The coexistence of dextrocardia and LCx occlusion increases the difficulty of diag-
nosis via ECG. We herein present a case of dextrocardia and LCx-related STEMI. A 71-year-old
man presented to emergency department because of a 6-hour history of chest tightness.On admis-
sion, his heart rate was 44 beats/minute, blood pressure was 100/60 mmHg, and oxygen saturation
was 93% on room air. The heart sounds could be auscultated on the right side of his chest without
any murmurs, and his breath sounds were clear in both lung fields. His troponin concentration was
6260 ng/L (reference range, 0—14 ng/l) creatinine 1.24 mg/dl (reference range, 0,7-1,2 mg/dl) CRP
92 mg/L (range, 0-5 mg/L). The initial ECG indicated a junctional rhythm right axis deviation, a
positive R wave in aVR, and a prominent S wave and absent R-wave progression in the left-side
chest leads; these findings were suggestive of dextrocardia (Figure 1a). The patient was given nor-
mal saline solution, which yielded improvement in his heart rate and blood pressure over the next
few minutes. After hemodynamic recovery, another ECG was recorded with reversal of the left
and right arm leads and placement of the precordial leads in a mirror-image position on the right
side of the chest. This ECG revealed an accelerated junctional escape rhythm with prominent ST
depression in the precordial leads (Figure 1b). These additional ECG leads revealed subtle ST-seg-
ment elevation in leads V7 to V9, consistent with lateral wall AMI (Figure 1c). Echocardiography;
Ef 45% inferior segment hypokinetic. Coronary angiography; Lmca was catheterized with JL4 6F.
Lmca was evaluated as normal, Lad 20% plaque, LCx 99% thrombosed. The Rca artery was cath-
eterized with JR4 6F and evaluated as plaque. The subtotally occluded LCx was the culprit lesion
responsible for the AMI (Figure 2a-e). The Lmca ostium was seated with a 6F EBU 4.0 cm Judkins
catheter. A drug-eluting stent (DES) 3.0¥33 mm was implanted to cover the culprit lesion, and
the coronary flow was restored completely (TIMI 3 flow) (Figure 3a, b). Coronary heart disease
and AMI occur at the same frequency in patients with dextrocardia as in the general population.
Notably, given the rarity of dextrocardia, only a few reports to date have described the existence of
AMI as a result of acute LCx occlusion in a patient with dextrocardia.
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1 Figure 1. Electrocardiogram manifesta-
1) L‘_‘t '\q'_f\ tion on admission with (A) cm‘nfenlional
i lead placement and (B) modified lead
placement prior to percutaneous cor-
| onary intervention, (C) right posterior
T e ead placement (V1-V3 reflect V7-V9 as
shown in this picture).

Figure 3. (A, B) Therapeutic coronary angiography.

36. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

OB-23

Anomalous right coronary artery originating from the midportion
of the left anterior descending artery: Case report

Ersin Ibisoglu
Bitlis Tatvan State Hospital, Bitlis

Backround: The anomalous RCA which originated from the LAD is a rare condition. Originating
of right coronary artery (RCA) from the midportion of the left coronary cuspis is extremely rare. In
these cases, percutaneous coronary intervention may be considered especially in patients present-
ing with acute myocardial infarction, although surgical options are considered.

Case Report: A 71 year-old male patient was admitted with chest pain starting for 30 minutes.
The initial standard 12-lead electrocardiography (ECG) showed ST-segment elevation in leads
D1, AVL, V1-V6 and ST-segment depression in leads D2, D3, AVF. Coronary angiography was
performed. Mid occlusion of left anterior descending artery (LAD) was detected. After percutaneus
coronary intervention (PCI) performed to LAD lesion, right coronary artery (RCA) was detected
that originating from middle of the LAD and had osteal critical lesion. PCI performed to the RCA
with T and small protrusion (TAP) technique.

Discussion: Most patients with such anomaly in the literature were asymptomatic and had no
critical coronary stenosis. PCI should have been thougt primarly at patient with critical lesion
especially referred with STEMI.

Figure 1. LAD lesion. Figure 2. LAD lesion. Figure 3. LAD PTCA.

Figure 4. LAD stent. Figure 5. LAD postdilatation. Figure 6. RCA lesion.

Figure 7.RCA PTCA. Figure 8. RCA stent. Figure 9. Final kissing.

Figure 10. Revascularization.
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Ender goriilen ST elevasyonlu gen¢c myokard enfaktiisii nedeni:
Homozigot MTHFR gen mutasyonu

emal eoglu

Alanya Alaaddin Keykubat Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Antalya

On yedi yasinda erkek hasta acil servise 30 dakikadir olan gogiis agrisi, biling bulanikligi ile bas-
vurdu. Hastanin vital bulgularinda nabiz 135/dk, oksijen satiirasyonu 93%, sistolik tansiyonu 70
mmHg olarak saptandi. Yapilan elektrokardiyografi (EKG) incelemesinde 3. Derece atriyoventikii-
ler blok, inferior derivasyonlarda ST elevasyonu goriildii. Hasta yakinlarindan alinan anemnezde
daha 6nce bir hastaliginin olmadigr, sigara kullanma Oykiisiiniin olmadig1, hastanin babasinin 46
yaginda miyokard enfarktiisii gecirdigi 6grenildi. Hasta acil olarak kardiyojenik sok ile koroner
anjiografi tinitesine alindi. 300 mg asetil salisilic asid, 180 mg ticagrelor verildi. Hastaya 10.000
iinite iv heparin yapildi. Hastaya gegici kalp pili takildi. Hastanin sag koroner arterinde tikayici
trombiis gozlendi. Manuel trombiis aspirasyon cihazi ile aspirasyon yapildi koroner akim gelme-
digi icin mikrokatater esliginde distalden intrakoroner 7cc tirofiban verildi, kontrol gériintiilemede
trombiisiin sebat etmesi iizerine intrakoroner 3 cc t-pa verildi. Trombiis sebat etmesi tizerine lez-




Interventional cardiology / Coronary

Interventional cardiology / Coronary

yona 2.5x12 mm balon ile predilatasyon yapildi sonrasinda TIMI 1 akim gozlenmesi ve kardiyoje-
nik sokta olmasi nedeniyle 3.0x16mm ilag kapli stent 26 atm basingta implante edildi (6ngoriilen
stent capi 3.75). Sol sistem koroner anjiyografi yapildiginda hastanin sol 6n inen koroner arterinde
liimeni %99 tikayan trombiis gozlendi. Trombiis aspirasyon cihazi ile aspire edilmeye c¢alisildi
fakat istenilen sonuca ulagilamadi lezyona 4.5x25 mm ciplak stent 12 atmosfer basingta implante
edildi. Hasta koroner yogun bakim iinitesine alindi. Takiplerinde ek problemi olmayan hastadan
genetik aragtirma icin alman kan 6rneklemeleri gonderildi. Genetik aragtirma sonucunda hastada
homozigot MTHFRc677C>T mutasyonu saptandi, tedavide ticagrelor kesildi, clopidogrel 75 mg
1x8 yiikleme sonrasinda 1x1, rivoroksaban 2.5 mg 2x1, apikobal 2x1 eklendi. Geng yetiskinerde
aterosklerotik kardiyovaskiiler hastalik diinya capinda ortaya ¢ikan bir saglik sorunu haline geldi.
Vakalarin yaklasik% 90’1nda hipertansiyon, dislipidemi, tiitiin kullanimi veya pozitif aile dykiisii
erken hastalik diyabet gibi en az 1 geleneksel kardiyovaskiiler risk faktorii tanimlanabilir. Geng
myokard enfarktiislii olgularda akla gelen olasi durumlar; kalitsal trombofili (6rn. faktor V Leiden,
MTHFR gen mutasyonlarii protrombin G20210A mutasyonu vb), enfeksiyonlar (6rn. HIV), ailesel
hiperkolesterolemi (6rnegin, ApoB, ApoE’yi etkileyen mutasyonlar, ve PCSK9 genleri), otoim-
miin hastaliklar (6rn., sistemik lupus eritematozus), endokrin hastaliklari (6r. hipotiroidizm) ve ilag
kotiiye kullanimi (6rn. Kokain). Koroner arter prevalans: 45 yasindan kiiciik hastalarda hastalik
son yillarda siirekli yiikseldi. Bu vakada oldugu gibi kalitsal trombofili ve ateroskleroz arasindaki
iligki goriildiigii gibi durumlarda bu alanda daha fazla inceleme gerektirir. O zamana kadar, 6zel-
likle oral antikoagiilasyon g6z dniine alindiginda, bu senaryodaki hastalar spekiilatif kalacaktir.

Sekil 1. Anjiyografi LAD poz-
lart 1.

Sekil 2. Anjiyografi LAD poz- Sekil 3. Anjiyografi LAD poz-
lar1 2. lar1 3.

Sekil 4. Anjiyografi RCA poz-

Sekil 5. Anjiyografi RCA poz-

Sekil 6. Anjiyografi RCA poz-
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Sekil 7. AV tam blok inferior mokard enfarktiisii.
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Geri cekme sirasinda siyrilan stentin kilavuz tel iizerinden
ilerletilerek hedef lezyona yerlestirilmesi

Kubilay Erselcan
Ozel Tekirdag Yasam Hastanesi, Kardiyoloji Boliimii, Tekirdag

Yetmis dokuz yas erkek hasta diyabet, hipertansiyon, gecirilmis koroner arter bypass greft ope-
rasyonu Oykiileri mevcut. Daha 6nceki kardiyoloji kontrollerinde torasik ve abdominal aortanin
kalsifik, tortioz ve anevrizmatik oldugu saptanmug; yapilan koroner anjiyografide aorttaki tortiozite
nedeniyle sol koroner arterler ve safen greftler goriintiilenememis, RCA proksimal ve distal seg-
mentlerde kritik lezyonlar izlenmis, LIMA-LAD greftinin acik oldugu goriilmiis. Aort anevrizmast
ve tikayici koroner arter hastaligi nedeniyle operasyon planlanmis ancak yapilan konsey sonucun-
da operasyon i¢in yiiksek riskli bulunarak yogun medikal tedavi karar1 almmis. Gogiis agrisiyla
bagvurdugu acil serviste kardiyak arrest gelisen, bagarili kardiyo pulmoner resiisitasyon sonrasinda
entiibe edilen hasta akut inferior miyokard enfarktiisii tanistyla koroner anjiyografi i¢in hastane-
mize sevk edildi. EKG’de siniis ritmi DII, DIII, aVF’de ST elevasyonu; ekokardiyografide EF
%45 inferior duvarda hipokinezi goriildii. Hastaya femoral giris ile yapilan koroner anjiyografide
LMCA osteal %99; LAD osteal %99, mid %100; Cx osteal %99, distal %99; okliizyonlar izlendi,
RCA goriintiilenemedi. LIMA-LAD greftinin agik, RCA safen ve Cx safen greftlerinin total okliide
oldugu goriildii. Brakial girisimle RCA goriintiilendi, proksimal segmentte %100 tromboze lezyon
izlendi. RCA’ya primer perkutan girigim karari alindi ancak RCA ostiumuna kateter oturtulamadi.
Femoral ve brakial yollardan farkli kateterlerle yapilan tekrarlayan denemelerin ardindan brakial
yoldan sol guiding kateter ile RCA ostiumuna oturuldu. 0.014” “floppy” kilavuz tel ile lezyonun
gecilmesini takiben okliizyon rekanalize oldu ancak balon lezyona ilerletilemedi. “Extra support”
tel ile “buddy-wire” teknigi denendi ancak tel RCA icinde ilerletilemedi. ikinci “floppy” tel ile
ilerlendi ve balon dilatasyon yapildi. Proksimal lezyona predilatasyonun ardindan ila¢ salimml
stent implante edildi. Ardindan distal %80 lezyona predilatasyonun ardindan ilag salmimli stent
ilerletildi ancak lezyon gecilemedi. Daha biiyiik capli balonla predilatasyon planlanarak stent geri
¢ekildi ancak proksimal stente takilarak styrildi. Bu asamada styrilmis stentin tasiyici sistem olma-
masi nedeniyle hedef lezyondan gegebilecegi diisiiniilerek ilerletme karari alind1. A¢ilmus bir balon
yardimiyla stent distal lezyona ilerletilerek yerlestirildi. Lezyona yerlestirilen stentin icinden kii-
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¢iik capli bir balon ile gegildi ve stent dilate edilerek lezyona sabitlendi. Sonrasinda stent capindaki
bir balonla tekrar dilate edilen stent lezyona implante edilerek tam agiklik saglandi. Iglemden sonra
hastaya nazogastrik sonda takilarak 180 mg tikagrelor yiikleme dozu verilerek yogun bakimda
tedavisine devam edildi. Post-op birinci giinde ekstiibe edilen hasta post-op ticiincii giinde servise
alind1. Servis takibinde komplikasyon izlenmeyen, vital bulgular stabil seyreden hasta medikal te-
davisi diizenlenerek taburcu edildi. Poliklinik kontroliinde hastanin asemptomatik oldugu goriildii.

Sekil 3. Onceki anjiyografide
goriintiilenen RCA lezyonlar
(Yeni anjiyografide proksimal
lezyonun total okliide oldugu
goriildii).

Sekil 1. PA akciger grafisinde aortanin
g0rtiniimii.

Sekil 2. Nativ LMCA, LAD,
Cx lezyonlari.

Sekil 4. A¢ik LIMA-LAD  Sekil 5. Predilatasyonun ardin-
grefti. dan proksimal lezyona stent
implantasyonu.

Sekil 6. Siyrilan stent (Agilmug
balon yardimiyla kilavuz tel iize-
rinden distal lezyona ilerletilmis).

Sekil 7. Siyrilan stentin i¢inden
gegilen balon ile distal lezyona
implante edilmesi.

Sekil 8. Stent implantasyonu sonra-
sinda RCA.

Sekil 9. Stent implantasyonu
sonrasinda LMCA, LAD ve Cx.
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Breast haematoma after coronary angiography: Be aware of the
guidewires!

Emre Yalginkaya, Vedat Cicek, Selami Dogan, Mehmet Seker, $ahhan Kilig,
Behruz Kenan, Siiha Asal, Samet Yavuz, Ahmet Liitfullah Orhan

Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

Introduction: Breast hematoma is a very rare complication of cardiac catheterization. The cath-
eters or guidewires passing through the lumen may lead to bleeding and hematoma formation at
adjacent sites along the tract of the vessels. In this report, a patient who developed breast hematoma
after transradial coronary angiography is presented.

Case Report: A coronary angiography was performed in a 64-year-old woman via radial artery.
During the process, 5 Fr sheath was inserted into the right radial artery. A 5 Fr radial diagnos-
tic catheter and 0.035” angled guidewire were used. Coronary angiography showed non-critical
stenosis of the coronary arteries. The procedure was completed uneventfull. Six hours after the
procedure, the patient complained of right chest pain. Physical examination revealed a huge hema-
toma on the right breast (Figure 1). Ultrasonography of the breast was performed, and indicated
a high-density attenuation within the soft tissue of the right breast consistent with a haematoma.
There was no significant decrease in hemoglobin levels. We used cold compress to reduce swelling
and to limit the size of the haematoma.

Conclusion: Vascular complications, such as bleeding, haematoma, pseudoaneurysm, arteriove-
nous fistula and thromboembolism, are complications of cardiac catheterization. Vascular com-
plications can occur at any site of the vessel along the tract of the wires or catheters due to vessel
injury. In this case, we concluded that breast haematoma was observed due to traumatic injury of
the lateral thoracic artery sending branches to the lateral part of the breast. Ultimately, the radial
route is preferable to the femoral route as vascular complications are significantly lower. Even
complication rates are lower via radial route, much more attention must be given while advancing
the catheters and wires. Advancing materials through the vessels under the scope with soft maneu-
vers and using appropriate sized materials could reduce the complications, especially in small sized
vessels. Increased awareness is essential particularly in such a rare complications.

Figure 1. A huge hema-
toma on the right breast.
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The over-suspicion of COVID can be more fatal than the virus itself
Nijad Bakhshaliyev, Hande $1sman, Ramazan Ozdemir
Department of Cardiology, Bezmialem University Faculty of Medicine, Istanbul

A 48-year old, previously healthy gentleman presented to our emergency service with gradually
increased shortness of breath and nonproductive cough during pandemic. He did not experience
chest pain during this course. His wife was diagnosed COVID-19 pneumonia 2 weeks ago in an-
other hospital. Taking into the epidemic and familial history he was suspected COVID pneumonia
and referred to thorax CT. But in thorax CT imaging it could not be ruled out viral pneumonia
on the background of pulmonary edema. After obtaining ECG in emergency service patient was
consulted to a cardiologist to ruled out cardiac etiology. During examination by the cardiologist,
patient was dyspneic, tachypneic and orthopneic without any chest pain or discomfort. On physical
exam crepitant rales were heard up 1/3 upper part of both lungs. ECG was shown in Figure 1. Sinus
tachycardia, left anterior hemiblock, possible left ventricular hypertrophy, ST elevation on leads DI
and aVL and ST depression on leads DII, III, aVF and V3 to V6 were noticed on admission ECG.
TTE examination was suboptimal due to inadequate patient position and dyspnea and concentric
LVH, mild hypokinesia of anterior and lateral wall without any significant chamber dilatation,
valvular pathology or pericardial effusion were significant signs. Immediately after these findings
acute coronary syndrome complicated by the left ventricular failure was thought and patient was
transferred to CCU. Urethral catheter was put, furosemide 40 mg was given iv bolus following 80
mg rapid infusion. Noninvasive ventilation was started. Patient’s vital signs were checked closely.
After 25-30 min orthopnea resolved and patient transferred to cathlab for emergency angiography.
The right radial artery was punctured and RCA was checked at first. Nonobstructive plaques and
Reentrop 3 retrograde filling of the left system was noticed. On duty cardiac surgeon was invited
to cathlab and started the left CAG. LMCA was occluded in mid region with no any distal flow.
After consulting to cardiac surgeon PCI was decided. IABP was deployed via the left femoral
artery. PCI was continued via the right radial artery. 6F FL3.5 guiding catheter engaged to LMCA
ostium. LAD and CX were wired by Choice guidewire. LMCA was predilated by NC balloon of
3.5x8 mm. After restoring of flow DES was implanted in proximal-to-mid CX artery. Then 4.0x12
mm BMS was deployed in LMCA. postdilatation by 4.5x8 mm NC balloon was performed. Distal
flow was not good in CX and the second stent was implanted to CX. Postdilatation by NC balloon
was performed. In control CAG good stent expansion and TIMI 3 flow was observed. Patient was
transferred to CCU with IABP and without any inotrope/vasopressor. Next day IABP was pulled
out and patient was uneventfully discharged on 4™ day of hospitalization. PCR test for COVID was
negative. After a month patient was asymptomatic along with normal LV wall motion. Elective PCI
to LAD lesion was planned after 3 months.

Figure 1. Admission ECG.

Figure 2. CAG.RCA 1.

Figure 5. TABP insertion.

Figure 6. LMCA ballooning. Figure 7. Final CAG.
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Figure 8. Control ECG obtained immediately after PCI.
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Table 1. Laboratory findings during admission

Variable Results Unit  Reference value

CK MB 8.1 ng/mL 0-34

Troponin I 150.1 pg/mL 0-40

CRP 163 mg/L 0-5

D-dimer 406.0 ng/mL 0-300

Hemoglobin 164  g/dL 122-16.2

WBC 11.01 103 AL 4.5-11

Platelet 303.00 103 /uL 142 - 424
Figure 9. Thorax CT obtained in emergen- Serum creatinine 0.88 mg/dL 0.72-1.25

cy department was relevant to pulmonary
edema.

CK MB- creatininkinase MB band,CRP- C reactive protein,
WBC- white blood cell.
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Nadir bir dev koroner arter anevrizmasi:
Basarih perkiitan miidahale

Sefa Tatar, Ahmet Seyfeddin Giirbiiz, Yakup Alsancak, Mehmet Akif Diizenli

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

Koroner arter ¢apinin normal koroner arter capindan 1.5 kat veya daha fazla fuziform veya sz
kiiler genislemesi ile tanimlanan koroner arter anevrizmasi oldukga nadir goriilen bir patoloj
Koroner anjiografi oranlarinin artmastyla beraber vaka sayilari da artmaya baglamistir. Etiyolojisi
halen net olarak aydinlatilamamistir ancak Kawasaki hastalig1, aterosklerozis, konjenital malfor-
masyonlar, travma, poliarteritis nodoza, Takayasu arteriti, romatimal ates, subakut bakteriyel en-
dokardit en sik bilinen nedenler arasinda yer alir. Biz de, bu yazimizda dev bir sag koroner arter
anevrizmasi geligen bir olgumuzun basaril perkiitan kapatilmasini sunmayi amagladik. Bilinen
alzheimar ve depresyon diginda sistemik ve koroner arter hastaligi ykiisii olmayan 73 yasinda
erkek hasta iki aydir olan 6zellikle eforla iligkili anginal yakinmalarinin son zamanlarda istirahatte
de belirgin hale gelmesi iizerine tarafimiza basvurdu. Vitalleri stabil olan hastanin ¢ekilen elektro-
kardiyografisi siniis ritiminde, 75 atim/dakika ve iskemik bulgulari mevcut degildi. Ekokardiyog-
rafisinde ejeksiyon fraksiyonu %60 ve 6zellikli kapak patolojisi yoktu. Hastaya koroner anjiografi
yapildi. Sol sistem ektazik ve plakli, sag sistemde ise yaklasik 1.4 cm ¢apinda proximalde dev bir
anevrizma ve anevrizma ardindan %50 darlik yapan aterosklerotik plak izlendi (Sekill 6). Kar-
diyoloji ve kalp damar cerrahisi konseyinde goriisiildiikten sonra hastaya perkiitan iglem karari
verildi. 8F Judkins guiding katater ile sag sisteme oturulup floppy tel ile distale gecildi. Ardindan
2.0%25 mm predilatasyon balonuyla sizing yapildi. Ardindan 4.5%26 mm greft stent konus dal
sonrasi implante edildi. Stent distalinde anevrizma i¢ine dolus olmasindan dolay ikinci greft stent
ile miidahale planlandi ancak 6ncesinde 3.0*20 mm semi-complian balon ile predilatasyon yapildi.
Daha sonra 4.5%19 mm greft stent proximal stent ile overlapp olacak sekilde hi¢ vakit kaybetmeden
hizlica implante edildi. Ardindan stent balonu ile overlapp bolgesi postdilate edildi. Tam agiklik
sagland1 ve anevrizma icine dolus izlenmedi (Sekil 7, 8). Koroner arter anevrizmalarinin en sik
goriilen sebebi aterosklerozdur. Strese kars1 toleransi azalan aterosklerotik duvarin intraluminal
basing artigtyla beraber anevrizmatik dilatasyona sebep oldugu diisiiniilmektedir. Anevrizmanim
2o ii hastalarin biiyiik bir kisminda tikayici koroner arter hastalig1 tabloya eslik eder. Cogu
otor tarafindan anevrizmatik segmentin distalden kapatilmasi gerektigi vurgulanmaktadir. Bazi
vaka serilerinde once ¢iplak metal stent ile koroner i¢ine ¢ati olusturup ardindan ilag salinimlt
stent uygulanan vakalarda mevcuttur. Bizim vakamizin en 6nemli 6zelligi ise tikayici koroner arter
hastaliginin eslik etmedigi ve anevrizmatik yapinin proximalden itibaren basarili bir sekilde kapa-
tilmasi nedeniyle literatiirdeki vakalardan ayrilmas: ve ileride invaziv kardiyologlara bu yoniiyle
131k tutacak olmasidir.

Sekil 1.

©On Tam:RCA anevrizmasi olan hasta.
Teknik: Hasta kilosuna ve kalp hizina gore k dde kullanil (H
100 cc IV kontrast madde verilmistir).

BT KORONER ANJIOGRAFi - BT 3 BOYUTLU GORUNTULEME RAPORU
Bulgular;

A skorl gdbre koroner iyum
Koroner arterlerin orifisleri normal
dolagim mevcuttur.
RCA (Sag koroner arter) : RCA orifisinden yaklagik 1cm sonra anevrizmatik
genisleme gostermektedir, gapi 1.4cm olarak Slgiilmistir. Duvarinda 3.7mm
hinlikta hipod plak & i .RCA :uyrl boyuru:a yaygin lmlllfly- plaklarin
olusturdugu remodellinge bagh darlik ve
olusturdugu darlik % 25-49 olarak Slgilmisgtiir.

i 621.8 dir.
ag

LMCA (Sol ana koroner arter ) : LMCA normal gapta izlenmis olup liimen ve duvan

normaldir. Stenoz plak

LAD (Sol anterior desenden kornner arter) : LADd- yaygn kalliﬁya plaklarin
olusturdugu rvmodelllnm bagh darhik ve . LAD distal
segmentte izl plagin ol fugu darlik % 50 nin iizerindedir.

LCX (Sol sirkumfleks koroner arter) : LCX normal ¢apta izlenmis olup kalsifiye
plaklara bagh % 25-49 darlik izlenmektedir. , limen ve duvan nomaldir.
Hastanin sol ventrikiil analizinde : EF % 63 lciilmistir.

Sekil 2.
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Sekil 5. Sekil 6.

Sekil 7.

Sekil 8.

OB-29

9 mm protruding left main coronary artery stent
Murat Baskurt,' Mert Palabiyik.> Sadik Server,’ Murat Giilbaran,' Cavlan Ciftci'

!Department of Cardiology, Istanbul Bilim University Florence Nightingale Hospital, Istanbul
*Department of Cardiology, Florence Nightingale Hospital, Istanbul
3Department of Radiology, Istanbul Bilim University Florence Nightingale Hospital, Istanbul

Introduction: Primary percutaneous coronary intervention and stenting may be life saving in
emergency situations. However every stenting procedure does not result as expected.Here we pres-
ent a case with 9 mm protruding Left Main Coronary Artery (LMCA) stent to aorta which was
implanted in an emergency.

Case Report: 61 years old male patient has admitted to hospital with a complaint of exertional
dyspnea. He had a previous coronary stent intervention 7 years ago. Seven coronary stents were
implanted at that procedure which was done in cardiopulmonary rescucitation condition. At that
time the patients’ ejection fraction (EF) was calculated as 20%. Later on EF was noted to be cal-
culated 48% by time on regulary physical examinations in following years. The first year he was
on acetylsalicyclic acid (ASA) 100 mg and clopidogrel 75 mg daily therapy and clopidogrel was
discontinued after one year. He had no another catheterization procedure and he was asymptomatic
untill last 4 months. His surface ECG was in normal ranges. Because of developing non-sustained
ventricular tachycardia on exercise stress testing a coronary angiography testing was suggested.
As existence of a LMCA stent protruding excessively to aorta it was impossible to selectively
cannulate the LMCA. Contrast dye was given through the struts of the entire stent by the ostium
of LMCA with a JL 3.5 catheter. The stent was seen clear and no stenosis was detected in the left
coronary system. 80% narrowing of the proximal right coronary artery was detected and treated
with a stent in the same procedure. A coronary computerized tomography was performed two days
after the catheterization which revealed the 9 mm protrusion of the LMCA stent. Also transthoracic
echocardiographic view of the protruding stent was remarkable. As the patient was asymptomatic
for several years we decided to go on with medical therapy including ASA and clopidogrel at least
1 year because of new drug eluting stent implantation.

Discussion: There are few cases about protruding stents from coronaries to aorta in the literature.
Theoretically, a stent with a meaningfull body in the aorta without endothelization may be expected
to be prone to be thrombosis irrespective of implantation time. However, there is only one pub-
lished case report in the literature of stent with protrusion with recurrent thrombosis. The diagnosis
of protruding coronary stents to aorta can be easily made by fluoroscopy or coronary computer-
ized tomography. Perforation of non coronary aortic cusp by protruded right coronary artery stent
causing severe aortic regurgitation and heart failure was published; so early echocardiographic
examination should be done in all detected patients.

Conclusion: Intravascular imaging is important in left main coronary stent procedures in order to
full expansion and optimal deployement of the stent.The protrusion of LMCA stent can be safely
followed by years after proper following the guidelines for dual antiplatelet therapy.

12

Figure 1. Imaging of 9 mm protruding left main coronary artery stent with different cardiac imaging meth-
ods: (A-B) Transthoracic echocardiography imagery of stent. (C) Coronary angiography image of stent. (D-
E) Multislice computerized tomography imagery of stent.
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Kompleks bifurkasyon lezyonu olan anterior STEMI hastasinda
zorunlu manevra degisikligi; TAP sonrasi Crush stentlemeye doniis

Ayse Irem Demirtola,' Serkan Kahraman,> Anar Mammadli,*
Mehmet Rasih Sonsoz,' Hamdi Piisiiroglu,' Fatih Uzun'

'T.C S.B Istanbul Basaksehir Cam ve Sakura Sehir Hastanesi, Istanbul

“Saglik Bilimleri Universitesi Istanbul Mehmet Akif Ersoy Gogiis Kalp ve Damar Cerrahisi
Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

JBayindir Hastanesi, Ankara

Girig: Koroner bifurkasyon lezyonlar1 teknolojideki gelismelere ragmen diisiik islem
bagarisi,yiiksek restenoz,istenmeyen kardiyak olay orani nedeniyle sorun olmaya devam etmek-
tedir. STEMI hastalarinda bifurkasyon lezyon prevalansi yapilmis iki biiyiik ¢calismada %10.7-23
olarak gosterilmistir.Biz de bu vakamizda acil servise anterior STEMI ile bagvuran hastada, LAD-
diyagonel bifurkasyon lezyonuna,iki bifurkasyon teknigini ayni lezyona uygulamak zorunda oldu-
gumuz deneyimimizi paylasacagiz.

Olgu Sunumu: Kirk bes yasinda kronik hastaligi olmayan,sigara ykiisii olan erkek hasta acil
servise gogiis agrisi ile bagvurdugunda EKG’si akut antero-septal STEMI ile uyumlu olmasi (Sekil
1) iizerine 300 mg ASA ve 180 mg tikagrelor yiiklemesi yapilarak katater laboratuarina alindi.
Yapilan koroner anjiografide LAD proksimalinde tromboze subtotal darlik ile birlikte D1 ostiumu
hazy goriiniimde izlendi (Sekil 2A). JL4 kilavuz katater ile LM ostiuma oturuldu. Floppy tellerle
LAD ve diyagonal gecildi, LAD lezyonu 2x12 mm balon ile predilate edildi. LADye 2.75x24
mm DES implante edildi (Sekil 2B). 3x12 mm non-kompliyan (NC) balon ile POT yapild: (Se-
kil 2C). POT sonrasi diyagonel dalinda TIMI 0 akim izlendi (resim 2D) ve hastada gogiis agrist
gelisti. PT2 tel ile diyagonal tekrar gegildi ve 1.25x15 mm balonla diyagonel stratlari dilate edil-
di. LAD de 2.75x15 mm NC balon park edilerek diyagonele 2.25x19 mm DES TAP yontemiyle
implante edildi (Sekil 2E). Ardindan kissing balon yapildi (Sekil 2F). 3x12 mm NC balon ile POT
yapild: (Sekil 2G). Takiben LAD’deki stent proksimalinde diseksiyon goriintimii izlendi (Sekil
3A). LAD’ye 3x16 mm DES diyagonal stentini crush edecek sekilde implante edildi (Sekil 3B).
Ardindan diyagonal PT2 ile rewire edildi, 1.25x15 mm balonla sitratlar dilate edildi. Diyagonale
2.25x19 mm ve LAD’ye 2.75x15 mm NC balon ile kissing balon yapildi (Sekil 3C). 3x12 mm
NC balon ile POT yapildi (Sekil 3D), islem sonrast TIMI 3 akim izlendi (Sekil 3E, F) ve gogiis
agrist gerileyen hasta IV tirofiban infiizyonu baglanarak YBU’ne alind1. islemden 2 giin sonra hasta
asemptomatik olarak taburcu edildi.

Tartisma: Koroner bifurkasyon lezyonlar1 STEMI hastalarinda primer ve rescue PCI sirasinda
%10 siklikla izlenip en sik olarak LAD-diyagonal bileskesinde goriilmektedir.Primer PCI bu grup
hastalarda teknik olarak ¢ok komplekstir, artmig islem siiresi ve kontrast kullanimi ile iligkilidir.
STEMI hastalarmin bifurkasyon calismalarinin ¢ogundan hari¢ tutulmasi nedeniyle, bir teknigi
digerine gore desteklemek icin ¢ok az veri vardir. Provizyonel yandal tek stent yaklagimin, iki
stent teknigi kadar etkili oldugu gosterilmistir. Bu teknik kullanilduginda %4-%31 oradan bir yan
dal stenti gerekliligini ortaya koymustur. Biz de bu vakamizda 6ncelikle provizyonel teknik, ardin-
dan TAP stentleme yaptiktan sonra beklenmedik LAD stent proksimalindeki diseksiyon nedeniyle
diyagonel stentinin crush ederek Crush stenting tekniklerini ayni lezyonda kullandiginiz deneyi-
mimizi sizler paylagmak istedik.

x - " w

i " oA 1
B R e R B
e

St Aol

Sekil 1. Akut anteroseptal miyokard enfarktiisii ile uyumlu EKG goriintiilemesi.
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Sekil 2. (A) LAD proksimal bolgedeki sorumlu lezyon (okbast) (B) LAD lezyonuna 2.75x24 mm DES im-
plantasyonu (C) POT islemi uygulanmas: (D) Diyagonal dalda osteal okliizyon (okbas1) (E) LAD artere NC
balon park edilerek (okbasi) diyagonel artere 2.25x19 mm DES TAP yontemiyle implantasyonu (F) kissing
balon uygulamasi (G) POT uygulamasi (H) Final anjiografik goriintiileme.

Sekil 3. (A) LAD stent proksimalinde diseksiyon izl

i (okbas1) (B) LAD’ye 3x16mm DES’in diyagonal
stentini crush edecek sekilde implantasyonu (C) Kissing balon uygulamasi (D) POT uygulamasi (E, F) Final
anjiografik goriintiileme.
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Kardiyak hasar yapan nadir bir olgu: Chron atak
Sefa Tatar, Hasan Kan, Yakup Alsancak, Alpay Aribas, Abdullah icli, Hakan Akill1

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

Crohn hastalig1 gastrointestinal sistemin agizdan aniise kadar herhangi bir yerini tutabilen ataklarla
seyreden bir inflamatuar bagirsak hastaligidir. Yaygin semptomlar1 abdominal agri, mide krampla-
r1, kanh diskilama, diyare gibi daha ¢ok sindirim sistemiyle ilgili semptomlar olup bazen yansiyan
agridan dolayi epigastrik bolgede ve sirtta agri yapmasiyla kardiyak semptomlarla karistirilabilir.
Biz de bu yazimizda Crohn atak nedeniyle acile bagvuran ve kardiyak enzim yiiksekligi olan bir
olgumuzu sunmay amagladik. Bilinen Chron hastalig1 ve sigara kullanimi diginda ek sistemik ve
koroner 6ykiisi olmayan epigastrik agr1, siddetli sirt agris1 ve kollarda uyusma sikayetiyle dis mer-
kez acil servise bagvuran 41 yaginda erkek hasta tarafimiza troponin yiikseklgi nedeniyle danigildi.
Solunum sistemi ve kardiyovaskiiler sistem muayenesinde patoloji izlenmedi. Batinda epigastrik
bolgede hassasiyet mevcuttu, defans-rebound yoktu, bagirsak sesleri normoaktifti. Elektrokar-
diyografisi (EKG) normal siniis ritminde, akut iskemik bulgu mevcut degildi (Sekil 1). Yapilan
ekokardiyografisinde (EKO) ejeksiyon fraksiyonu %60, segmenter duvar hareket kusuru yoktu,
kapak patolojisi izlenmedi. Troponin degeri 0.837 mcg/I (iist smnur: 0.16) olarak izlendi. CRP’si 343
mg/l (iist siir:5)’ydi. Agrisiin tipik anjinal agri olmamas, bilgisayarl toraks tomografisinin (BT)
enfeksiyonla uyumlu bulgulari ve inflamasyon parametrelerinin ¢ok yiiksek olmasindan dolay1
hasta NSTEMI olarak degerlendirilmedi. Gastroenteroloji tarafindan yatirilip takip edilen hasta-
nin takipleri sirasinda opioid analjeziklere yamit vermeyen gégiis ve epigastrik agrilarinin devam
etmesi ve kontrol troponin degerininin 2.5 mcg/l (iist sinir: 0.16) olmasi tizerine koroner yogun
bakim {initesine yatirildi. Takibinde agrilarmin artmas: iizerine hastaya koroner anjiografi plan-
land1. Yapilan anjiografide koroner arterler agik izlendi. Hasta medikal tedavi onerileriyle taburcu
edildi. Literatiir taramasi yapildiginda bazi yayinlarda Chron atak ve miyoperikardit iligkisinin
birlikte oldugu vakalar mevcuttur. Buna benzer agrili ataklarla seyredebilen ailesel Akdeniz atesi,
inflamatuar bagirsak hastaligi, porfiria gibi hastaliklarda da agrinin hastaligin atagindan m1 yoksa
koroner bir patolojiden mi kaynaklandiginin ayrimi her zaman kolay olmayabilir. Bizim vakamiz
ise dinamik EKG ve EKO degisikligi olmadan opiadlara ragmen ge¢meyen epigastrik agrisi ve
yansiyan gogiis agrisi olan ve takibinde ciddi kardiyak enzim artig1 sonucu koroner anjiografi ya-
pilip normal koroner saptanan hastalarda troponinin boyle inflamatuar hastaligi olan bireylerde her
zaman koroner patolojilere bagh yiikselmeyebilecegini gostermesi agisindan dnemlidir.

Sekil 1.
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Geng bir Behcet Hastasinda cok nadir bir koroner anomali:
Woven cx koroner arteri

Abdulkadir Cakmak, Gokhan Keskin, Erding Pelit

Devlet Hasi

Amasya Universitesi Sabuncuoglu Sereefeddi) si, Kardiyoloji Klinigi, Amasya

Giris: Woven koroner arter Sane tarafindan ilk kez 1988’de tanimlanmustir. Etiyolojisi bilinmeyen
son derece nadir bir konjenital anomalidir. Koroner arterlerin timiinde (LAD, CX, RCA) gériile-
bildigi ortaya konmustur. Bu anomali iginde, koroner arter anormal eksen boyunca birgok kiigiik
artere ayrilir. Bu kii¢iik arterler distalde tekrar birlesir. Behget hastaligi (BH) 6nemli morbiditelere
neden olan, multisistemik inflamatuvar bir hastaliktir. BH’de vaskiiler tutulum herhangi bir ¢aptaki
hem arterleri hem de venleri igerebilir. Koroner arterler nadiren etkilenir.

Olgu Sunumu: Behget hastaligi tanis1 ve bilateral derin ven trombozu dykiisii olan hasta kardiyo-
loji poliklinigine baski tarzinda gégiis agrisi ile bagvurdu. Fizik muayenesi normaldi. EKG ve eko-
kardiyografisi normal saptandi. Stres testi pozitif olan hastaya koroner arter hastalig1 6n tanistyla
yapilan koroner anjiografide; LAD normal, CX govde ve distal normal, CXOM major mid bolgede
1x1 c¢m lik bir segment boyunca ince tiinel seklinde kanallara ayrilip distalde liimen igine tekrar
birlesen anomali goriintiisii (woven koroner arter), RCA normal saptandi.

Tartisma: Woven koroner arter son derece nadir bir konjenital anomali olup, epikardiyal koroner
arterler belli bir segment boyunca ince tiinel seklinde kanallara ayrilir; sonra distal liimen iginde
tekrar bir araya gelir. Woven koroner anomali, intrakoroner trombiis, spontan koroner arter disek-
siyonu veya kronik total okliizyona bagl olusan kollaterallerden ayirt edilmelidir. Literatiirdeki
vakalarda woven koroner arterler igin Isvigre peyniri, oriimeek ag1, bal petegi veya Lotus kokii
benzetmeleri kullanilmigtir. Koroner anjiyografi, woven koroner arter tanisi igin altin standarttir.
Anormal koroner arter yapilarina ragmen kan akisi ve miyokardiyal kontraktilite normaldir. Ek
olarak tomografik anjiografi (BTA), intravaskiiler ultrason ve optik koherens tomografi de trombiis
veya diseksiyonun woven olusumdan ayirim i¢in énemlidir. BH’de arterlerde stenoz, trombotik
obstriiksiyon, kanama ve anevrizma goriilebilir. Koroner arter hastaligi ¢ok nadirdir ve prevalansi-
nim %0.5 oldugu bildirilmektedir. BH’de tromboembolizm artmustir. Diger yandan, fibroz intimal
kalinlasma ve bozulmus mikrovaskiiler fonksiyon anjiyografik olarak normal koroner arterlere
ragmen bu hastalarda koroner olaylara neden olmaktadir. Bizim vakamiz literatiirdeki diger has-
talardan farkli olarak Behget hastalig1 tanisi olan, derin ven trombozu gegirmis bir hasta olup; CX
OM major yerlesimli woven koroner anomaliye sahip bir hastadir.

Sonug: Woven koroner arter, cogunlukla stenotik bir koroner arter olmadigindan 6zel bir tedavi
gerektirmez. Fakat hekim boyle bir lezyonla kargilastiginda, hastada bu anomaliye yol agabilecek
veya eslik edebilecek olasi hastaliklari aklina getirmeli; koroner arterde trombiis olusumu ile di-
seke aterosklerotik plakla woven koroner anomalinin ayirici tanist gerektiginde dikkatli olmalidir.

Sekil 1. Woven cx om-1.

Sekil 2. Woven cx om-2.

OB-33

Acute coronary syndrome with stent restenosis accompanied by
large side branch osteal lesion: Which bifurcation stenting
strategy should be preferred?

Kerim Esenboga, Yakup Yunus Yamantiirk, Nil Ozyiincﬁ, Hiiseyin Nazman,
Yusuf Atmaca, Eralp Tutar

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Introduction: Coronary Bifurcation Lesions(CBLs) are complicated from the point of difficul-
ties at making decision between contemporary techniques and peri-postprecedural results as stent
thrombosis. Mini crust stenting and culotte stenting are most frequently used intervention tech-
niques at narrower bifurcation angle cases. At this stage, native diameter difference among the
target vessels could be determinative to make decision. We want to present this case that we have
performed successful culotte stenting technique to stent restenosis

Case Report: A 54-years-old man presented to our clinic as Non-ST-Segment Elevation Myocard
Infarction. Medical history was significant for Coronary Artery Disease, Type 2 Diabetes Mellitus,
Hypertension and Hyperlipidemia. On coronary angiogram there was sequential severe (99%) ste-
nosis on middle segment and begining of the distal segment of Circumflex artery (Cx) and 90%
blockage on osteal segment of Obtuse Marginalis 2 (OM2) branch (Figure 1). Two floppy guide-
wires were placed in Cx and OM2 Percutaneous transluminal Coronary Angioplasty (PTCA) were
performed at either branches (Figure 2). Although we thought that there would be a confined three
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stent layer region on middle segment of Cx, Culotte stenting was found more suitable than mini-
crush stenting by us. Because there wouldn’t be a multiple stent strate on osteal segment of large
seen OM2. Therefore, a 2.75%30-mm Resolute Integrity- Drug Eluting Stent(DES) (Medtronic Inc.,
Minnesota, USA) was implanted to cover lesions from Cx to OM2 (Figure 3). Cx was rewarded
and PTCA was performed in this region. Then a 3.5%48 mm Xience Pro-DES (Abbott laboratories,
Abbott Park, IL) was implanted (Figure 4). OM2 rewired; The procedure was terminated with final
kissing baloon dilatation and final proximal optimization technique (POT) (Figure 5 and Figure 6).
Discussion: At CBLs, operator could have difficulty in deciding.in the present of well —developed
side branch lesions originated from the stented area of major vessel. In this case, we have chosen
culotte stenting technique rather than mini-crush stenting cause of being more suitable for rewiring
and final kissing baloon dilatation.

“ig

Figure 1. Sequential severe
(99%) stenosis on middle seg-
ment and begining of the distal
segment of Cx, 90% blockage
© at OM2 ostium.

Figure 2. (A) First PTCA on OM2 lesion (B) First PTCA on Cx lesions.

Figure 3. DES implantation on OM2 lesion. Figure 4. DES implantation on Cx lesions.

Figure 5. (A) Final kissing baloon dilatation (B) Final Proximal Optimization Technique (POT).

Figure 6. Post-procedural an-
giographic appearance of Cx
and OM2.

OB-34

Nadir bir konjenital ¢ikis anomalisi: Sol koroner arter cikis
anomalisinde PTCA ve stent uygulamasi

Ozlem Segen
Elazig Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Elazig

Girig: Koroner arter anomalileri nadir goriiliirler ve genel niifustaki oranlar1 yaklagik %1-2’dir.
Cogunlukla koroner anjiyografide veya otopsi sirasinda rastlantisal olarak tespit edilirler. En sik
goriilen koroner arter anomalileri, koroner arterlerin siniis valsalva diginda aortanin bagka bir
yerinden veya pulmoner arterden ¢iktigi ¢ikis anomalileridir. Sol ana koroner arterin sag siniis
valsalvadan ¢ikis anomalisi nadir olarak goriiliir. Olgularin biiyiik kisminda asemptomatik olmakla
beraber anjina, senkop, miyokard infarktiisii ve ani kardiyak 6liime neden olabilir.

Olgu Sunumu: Daha 6nceden kardiyak yakinmasi olmayan 61 yasindaki erkek hasta eforla artan
ve istirahatte de olan tipik gogiis agrisi yakinmasiyla acil servise miiracaat etti. EKG’de DII, DIIT
ve aVF’de ST depresyonu ve T negatifligi saptandi. Troponin degeri yiiksek olunca Non Q miyo-
kard infarktiisii tanisiyla koroner yogun bakima yatirildi. Koroner anjiyografi planlandi. Judkins
teknigi ve sag femoral arter yoluyla gerceklestirilen islemde sol koroner arter sol siniis valsalvada
bulunamadi. Sol koroner arterin sag siniis Valsalva’dan ¢iktig1 tespit edildi (Sekil 1 ve 2). Cx arte-
rin distali subtotal tikalr idi. Bunun iizerine sol koroner artere PTCA yapilmasina karar verildi. Sag
Amplatz I kilavuz kateter ile sol koroner artere selektif olarak girildi.. ntravensz yoldan 10.000 U
heparin yapildi. Kilavuz tel (0.014 in) Cx koroner distaline ilerletildi. Tel iizerinden 2.5 mm x 12
mm balon ile predilate edildi. Sonug suboptimal olarak degerlendirildi ve stent uygulanmasina ka-
rar verildi. Koroner stent (DES 2.75 mm x 18 mm) lezyona maksimal basing ile yerlestirildi. TIMI
3 akim sagland1. Hasta islemden sonraki giin komplikasyonsuz olarak taburcu edildi.

Sonug: Sonug olarak nadir rastlanan koroner arter ¢ikig anomalilerine aterosklerotik daralmalar
eslik edebilir. Bu durumda PTCA ve stent uygulamasi uygun kateter segimi ve uygun tekniklerle
bagarili olarak gergeklestirilebilir.

Sekil 3. Koroner anomali.

Sekil 1. Konjenital anomali 2.

Sekil 1. Konjenital anomali 3.
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Retrieval of a a partial stent loss from contralateral site: A safer way?

Caglar Alp, Vedat Simsek
Department of Cardiology, Kirtkkale University Faculty of Medicine, Kirikkale

In long, calcified and tortuous lesions, the stent is dislodged while pulling back either due to the
entrapped stent in the lesion or due to the misalignment of the stent and the distal part of the
guiding catheter when the stent is withdrawn. Four different scenarios may occur depending on
the amount and localization of the stent (4) and separate algorithms are recommended in each
scenario (5,6) The guidewire in situ meaning that it is already in the balloon stent system will be
the main determinant factor to choose the technique. It enables deploying or retrieving techniques
moe possible. In our case stent loss was partial. There are two common ways to manage this type
of complication. As we have the guidewire in situ we dont have to crush it but have the option of
deployin it wherever it is stuck or retrieving it inside the catheter if you have the chance of not
fully piching it off. To eliminate the risk of full dislodgement self stent balloon can be inflated at
low pressures and the stent is pulled back inside the catheter or a new small balloon is inflated at
the distal part of the stent ant the stent is pulled back again. In our case these two options seemed
less likely to be proceeded. Firstly the proximal part of the stent was such deformed that it did not
seem to get inside the catheter secondly losing the balloon that is already present inside the stent
especially in the left main bifurcation was threatening the situation. Also crushing the stent in the
left main was unlikely. As the stent and the balloon was moving together in the left main coronary
artery but not getting inside the catheter we tried another option. We introduced a second sheath to
the contralateral femoral site, pulled the catheter,balloon stent and the guidewire totally up to iliac
bifurcation caught the guidewire with a snare got it out of the contralateral site. As the distal part
of the stent was not deformed it was easier to get the stent inside the contralateral sheath. After
getting the stent out we cut the distal part and removed both sheaths. This type of managing is
especially specific for partial loss of coronary stents.Snaring the lost stent or deploying the stent or
crushing in the coronary system are the techniques used widely. But partial dislodgements are seen
much more less than the others as its awareness is hard to see. A partial dislodged and proximallly
deformed stent would be safely retrieved by contralateral snaring technique without taking the risk
of fully losing the stent.

Conclusion: Partial stent loss is a rare but life threatening complication of coronary interventions
and the common techniques described are mostly successful with minimal risk of total stent loss or
embolizations. Contralateral snaring technique we described here seems to be better for minimiz-
ing the risk of this complication.
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Figure 1. (A) Parllal stent loss in the coronary (B) Stent retrieval try in right femoral artery sheath (C) Snaring
guidewire in aorta (D) Contralateral removal of the stent (E) Deformed stent after cutting.

OB-36

Iatrogenic aortocoronary dissection: A life threatening complication
during percutaneous coronary intervention needs urgent diagnosis
and treatment

Aykun Hakgor, Oguzhan Bodur, Murat Harman, Hakan Cogkun, Nurcemal Sentiirk
Department of Cardiology, Bingol State Hospital, Bingol

Right radial coronary angiography of a 76 year-old female with NSTEMI showed consecutive,
long-segment, highly calcified 80-90% occlusion in RCA (Figure 1A), 70% in CX and proximal
70% (Figure 1B), mid 80% occlusions in LAD (Figure 1C). Heart team decision was percutaneous
intervention regarding the patient’s age, favorable lesions for stenting, and presenting with acute
coronary syndrome. We decided to start revascularisation with RCA which was supposed to be
culprit vessel. RCA ostium was engaged with 6F right Judkins guiding catheter and the lesion was
crossed with regular guidewire. 2,75x38 mm (14 atm), 3.0x33 mm (20atm) and 3.0x15 mm (24
atm) drug eluting stents were implanted starting from distal to proximal as overlapping, respec-
tively after predilating with 2.5x20 mm semi-compliant balloon (Figure 2). Some difficulty was
encountered while advancing the non-compliant balloon after stent implantation. Then, deep cathe-
ter entubation was performed for stronger support via balloon anchoring technique and stents were
postdilated with 3.5x8 mm non-compliant balloon at high pressure. An aortic dissection, starting
from RCA ostium and extending to both right sinus valsalva (Figure 3A) and ascending aorta (AA)
(Figure 3B) was seen in next angiography. Intravenous morphin and intracoronary nitroglicerine
were given after being observed severe chest pain and acute hypertension. 3.0x13 mm (24 atm)
bare metal stent was immediately embedded in the proximal area and plunged into the AA by 2mm,
with the intention of covering the tear of the dissection. Dissection in RCA ostium was disappeared
and TIMI-3 flow was achieved in distal but subintimal contrast flow was still remaining in next im-
age (Figure 4). Then the intervention was terminated at this stage and urgent computed tomography
angio (CTA), that showed a 2.5 cm-long dissection strating from right sinus valsalva and extending
through AA, was performed (Figure 5). Patient underwent surgery regarding persistent chest pain,
hemodynamic instability and the progression risk of the dissection through arcus aorta. The aortic
dissection was surgically repaired with 33 mm-synthetic graft and by-pass was implemented to
RCA with saphen venous graft. The patient was died due to pump disfunction 10 hours later sur-
gery despite all these effort. Iatrogenic aortocoronary disections (IACD) occure in various percu-
taneous coronary interventions with incidence of 0.062% and have high mortality risk. Treatment
approach for IACD is still controversial. Dunning et al. have proposed a cla ation and divided

the IACDs in their case series for three groups as follow; Class-1: Focal dissection restricted to the
ipsilateral cusp, Class-2: Involving the cusp and extending up the AA <40 mm, Class-3: Involving
the cusp and extending up the AA >40 mm. Class-1 and class-2 dissections are should be treated by
conservative approach following ostial stent implantation however surgical intervention is usually
needed for Class-3 dissections.

Figure 1. Initial coronary angiography of right (A), circumflex (B) and left anterior descending (C) coronary
arteries.
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Figure 3. Appearence of aortic dissection, starting from
RCA ostium and extending to both right sinus valsalva (A)
and ascending aorta (AA) (B).

Figure 2. Right coronary artery (RCA)
after stent implantation.

Figure 4. Subintimal contrast in AA is still re-
mains after ostial stent implantation.

Figure 5. CT angiography view of the dissection
in AA.
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Genc kadinlarda nadir ve 6liimciil akut koroner sendrom nedeni:
Spontan koroner diseksiyon

Ali Orcun Siirmeli, Ozcan Orsgelik, Bugra Ozkan
Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

Spontan koroner arter diseksiyonu (SKAD) nadir bir durum olarak kabul edilir, ancak tiim popiilas-
yondaki gercek prevalansi bilinmemektedir. Akut koroner sendromun (%0.1-4%) ve ani kardiyak
6liimiin (%0.4) nadir bir nedeni oldugu bildirilmistir. En yaygin predispozan faktorler postpartum,
fibromiiskiiler displazi (FMD), bag dokusu hastalig1 ve hormon tedavisidir. Bu olguda acil servise
sikistiricr vasifli gogiis agrist sikayeti ile bagvuran ve koroner angiografisinde spontan koroner
arter diseksiyonu tespit edilen 35 yagindaki bir kadin hastanin perkiitan koroner girigim ile tedavisi
sunuldu. Hastanin acil servis bagvurusunda kan basmcit 110/65 mm-hg, nabiz sayis1 72 atim/dk
ve ritmik idi. Hastanin cekilen elektrokardiyografisinde prekordiyal derivasyonlarda st segment
depresyonu izlenmesi iizerine ¢ekilen posterior elektrokardiyografi de st segment elevasyonu iz-
lendi. Hastanin dykiisiinde sigara disinda ek bir kardiyovaskiiler risk faktorii olmadigi gozlendi.
Hasta acilen koroner anjiyografi laboratuarina alindi. Hastaya yapilan koroner anjiyografi de sag
koroner arter (RCA) diffiiz tortiyoz, arka inen arter de (PDA) %40 stenoz ve sol 6n inen arter
(LAD) tortiyoz olarak izlendi. Sirkumfleks arterin (CX) proksimalinden obtus marjinalise (OM2)
kadar uzanan bir diseksiyon hatti oldugu gézlendi (Sekil 1 ve 2). Hastada devam eden iskemi ve
hemodinamik instabilite bulgulari oldugundan hastanin ivedilikle perkiitan koroner girisimle teda-
visine karar verildi. Sirkumfleks arter (CX) lezyonu tel ile gegti. Distal diseksiyon hattina 2.75x30
mm ilag¢ kapl bir stent yerlestirildi. Proksimale ise diseksiyon hattin1 kapatacak sekilde 2.75x26
mm ila¢ kapli stent implante edildi (Sekil 3, Sekil 4). Hastanin iglem sonras: koroner yogun bakim
iinitesindeki takibinde gogiis agrisi sikayetinin olmadigi, hemodinamisinin stabil oldugu izlendi
ve hasta onerilerle taburcu edildi. Hastanm rutin poliklinik takibinde aktif kardiyovaskiiler sika-
yeti yoktu ve hemodinamisi stabildi. SKAD hastalarinin 6zellikleri ve yonetimi tipik akut koro-
ner sendrom vakalarindan farkli oldugu igin tanimak 6nemlidir. SKAD hastalar1 genellikle daha
genctir ve klasik kardiyovaskiiler risk faktorleri olmaksizin kadin olma olasilig: daha yiiksektir.
Perkiitan koroner girisim (PKG) ve koroner arter baypas greftleme (KABG) ile revaskiilarizasyon
sonuglarr yetersizdir. Birgok durumda, konservatif tedavi tercih edilir, ancak bizim olgumuzda
goriildiigii gibi 6zellikle hemodinamisi unstabil olan ve iskemi bulgulari devam eden hastalarda
perkiitan koroner girisim uygulanabilir. Sonug olarak geng kadin hastalarda da SKAD’a bagli akut
koroner sendrom gelisebilecegi ve dliimciil olabilecegi asla unutulmamalidir. Hastalar sadece yas
ve kisisel risk faktorlerine gére degerlendirilmemeli, geng de olsa siipheli goriilen hastalarda kar-
diyak enzimler ve goriintiileme yontemleri mutlaka uygulanmalidir.

Sekil 1. CX’ten OM’ye uzanan diseksiyon hatti.

Sekil 2. CX’ten OM’ye uzanan diseksiyon
hatt1.
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Sekil 3. Perkiitan koroner stentleme sonrasi.

Sekil 4. Perkiitan koroner stentleme sonrasi.

OB-38

The buddy ballooning technique in balloon-resistant
residual stenosis in right coronary artery

Can Ramazan Oncel, Davran Cigek

Department of Cardiology, Alanya Alaaddin Keykubat University Faculty of Medicine, Antalya

Case Report: A 68 year old man was admitted to emergency department with 30 minutes history
of chest pain. He had a history of smoking, hypertension, hyperlipidemia, diabetes mellitus and
coronary artery disease with stenting to the left circumflex (LCx) artery 5 years ago. 12 leads
ECG showed moderate ST depression in inferior leads and troponin I level was 1009 pg/ml. Then
the patient was admitted to coronary care unit with non-ST elevation myocardial infarction. A
coronary angiogram showed left main coronary artery normal left anterior descending artery mid
plaque LCx artery stent patent and 100% occlusion in proximal right coronary artery (RCA) (Fig-
ure 1A). The RCA was engaged with a 7 french AL1 guiding cathether. The lesion was predilated
with 2.25X20 mm semi-compliant balloon. Then stent angioplasty was performed with 3 drug
eluting stents (from distal to proximal, 2.25x22 mm, 2.5x30 mm, 2.5x16 mm resolute integrity
[Medtronic] stents respectively). The proximal stent was postdilated with 2.5x15 mm, 2.75x8 mm,
3.0x12 mm and 3.5x12 mm non-compliant (NC) balloons at high pressures respectively. Due to
incomplete stent expansion in proximal segment of RCA, two 2.0x15 mm non-compliant balloons
were forwarded as buddy balloons in the resistant proximal RCA lesion. Two balloons were in-
flated at high pressure simultaneously (Figure 1B-C). This double ballooning resulted in optimal
stent expansion in proximal RCA (Figure 1D). Clinical course was there after uneventful.

Conclusion: Two NC balloons placed in parellel and inflated simultaneously at high pressures in
proximal RCA stent. These two balloons provide much higher pressure in one plane than one NC
balloon and cause an asymmetric distribution of pressure against the residual stenosis. It is import-
ant not to oversize final cumulated balloon volume. It is a simple, inexpensive method which can
be used in heavily calcified, balloon resistant lesions.Also this technique may reduce need for using
cutting balloon and rotablator device in such cas

Figure 1. 100% occlusion in proximal RCA (A). Incomplete stent expansion in proximal
RCA (B). Buddy balloon techique with 2 NC balloons (C). Optimal stent expansion after
buddy ballooning (D).

Heart valve diseases

OB-39

Flail Aortic leaflet due to infective endocarditis in a patient with
bicuspid aortic valve and pseudoaneurysm development after
aortic valve replacement

Murat Cap

Department of Cardiology, University of Health Science, Gazi Yasargil Training and Research
Hospital, Diyarbakir

Introduction: Infective endocarditis(IE), microbial infection of the endocardial surface of the
heart, is a life-threatening disease. Diagnosis is made by clinical, laboratory, blood culture, and
echocardiography findings. We present the development of aortic root pseudoaneurysm (PSA) af-
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ter prosthetic aortic valve (AV) replacement due to flail aortic leaflet due to IE in a patient with
a bicuspid AV.

Case Report: A 19-year-old male was admitted to the emergency department with dyspnea, chest
pain, and fever. The laboratory tests revealed a white blood cell count of 11.7x10*/uL, a C-reactive
protein of 135 mg/L, and a troponin of 0.857 ng/mL. Transthoracic echocardiography (TTE) re-
vealed a flail aortic leaflet in a bicuspid AV which is a rare clinical entity. A 13 mm fibrillary-like
vegetation and severe aortic regurgitation (SAR) due to flail leaflet was observed (Figure 1). He
was hospitalized due to suspicion of infective endocarditis (IE) and antibiyotherapy was started.
Staphylococcus Aureus grew in the blood cultures. The patient underwent an emergency prosthetic
AV replacement due to large vegetation and SAR. In TTE, which was performed two weeks after
discharge, a fluid-filled hypoechogenic structure was detected adjacent to the aortic root. In the
cardiac MR taken 3 weeks after the surgery at the operation center, the hypoechogenic structure,
which is thought to have a fluid collection of 18x13 mm in length, between the aorta and the pul-
monary artery, was observed. Transesophageal Echocardiography revealed a cystic structure with
a diameter of 4.4x3 cm, which extended from the level of the AV to the ascending aorta; and there
was a jet flow into this cavity with color Doppler (Figure 2). The patient was diagnosed as aortic
root PSA and referred for a second operation. The prosthetic AV was normofunctional on control
TTE, performed at the 1st month after reoperation, and no fluid collection was seen adjacent to the
aortic root, but mild pulmonary stenosis was observed (Figure 3).

Discussion: Despite advances in diagnosis and treatment, IE remains a disease associated with sig-
nificant morbidity and mortality. Uncontrolled infection, emboli risk due to large vegetation, and
heart failure are among the most common indications for an emergency operation. We also referred
our patient to emergency operation due to a flail aortic leaflet, SAR, and >10 mm vegetation. In
IE, complications such as paravalvular abscess, valve dehiscence, and PSA may occur due to the
continuation of post-operative tissue destruction. PSA was also observed in our patient and was
operated again due to the increased aneurysm diameter. In conclusion, Flail aortic leaflet is a rare
complication of IE and is a condition requiring surgery due to SAR. Also, it should be careful in
these patients in terms of rare postoperative complications such as PSA.

TISO7 Mit4

Figure 1. Transthorasic Echocardiography. A, Type 1 bicuspid AV and flail segment
of anterior leaflet is seen (arrow). B, 13 mm fibrillary vegetation is seen on the
leaflet (arrow). C, The anterior leaflet prolapsed to the left ventricular outflow tract
(arrow). D. Eccentric severe aortic regurgetation jet observed with color doppler (ar-
row). Ao = Aorta; AV=aortic valve; LA = left atrium; LV = left ventricle; RV = right
ventricle; MPA = main pulmonary artery; RVOT = right ventricular outflow tract.

Figure 2. Transesophageal Echocardiography (after first operation). A, Midesoph-

ageal short-axis view, PSA with a diameter of 4.4x3 cm between the aorta and

pulmanary artery is seen. B, Color Doppler jet flow towards false lumen (arrow).

C, Midesophageal long-axis view, PSA is seen adjacent to aortic root. D. Color

Doppler jet flow into PSA (arrow). Ao = Aorta; AV = aortic valve; LA = left atrium;
V = left ventricle; RV = right ventricle; PSA = Pseudoaneurysm.

36" Turkish Cardiology Congress with International Participation



Heart valve diseases

Heart valve diseases

TISOT MIt4

TIsos m TIS05 MI01

Figure 3. Transthorasic Echocardiography (after second operation). A, Parasternal
short axis view PSA is not observed. B, Parasternal long axis view, the aortic diam-
eter is normal. C, Apical 5 chamber view, Normal aortic valve gradient is seen with
CV Doppler. D, Parasternal short axis view, mild pulmonary stenosis is observed
with maximum 29 mmHg gradient. Ao = Aorta; LA = left atrium; LV = left ventri-
cle; RV = right ventricle; MPA = main pulmonary artery; RVOT = right ventricular
outflow tract.
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Nadir bir birliktelik; hafif romatizmal mitral darhg:

ve top-kapak trombiis

Filiz Akyildiz Akcay, Nihan Kahya Eren, Ugur Karagéz

Izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi, Izmir

Sol atriyumda (Sol A) yerlesen Top-Kapak Trombiisii (TKT) literatiirde daha ¢ok mitral kapak
(MK) patolojilerine, en ¢ok da ciddi romatizmal mitral darligma (MD) eslik eden nadir bir komp-
likasyon olarak bildirilmistir. Zamaninda ve uygun tedavi edilmezse hayat: tehdit eden sonuglart
olabilmesi nedeniyle 6nemli bir antitedir. TKT, MD ile birlikte oldugunda acil cerrahi eksizyon
ve kapak tamiri/replasmani ile antikoagiilasyon onerilen tedavidir. Burada ¢ok nadir goriilen bir
birliktelik olmasi nedeniyle hafif romatizmal MD’yi (HRMD) komplike eden TKT olgusunu su-
nuyoruz. 57 yasinda kadin hasta, birkac aydir ara ara olan ¢arpinti ve nefes darlig1 sikayetleri ile
dis merkezde tetkik edilirken elektrokardiyografide (EKG) hizh ventrikiil yanith atriyal fibrilasyon
(AF), transtorasik ekokardiyografide (TTE) Sol A’ da kitle saptanmug. Tanili hastalik / ilag kullanim
Oykiisii olmayan hasta, tedavide metoprolol siiksinat 50 mg tb 1*1 PO ve enoksaparin 6000 I1U/0.6
ml 2%1 SC baglanip, miksoma/trombiis 6n tanilariyla hastanemize sevk edilmis. Fizik muayenede
nabiz diizensiz, 76 vuru/dk; arteriyel tansiyon 150/90 mmHg; apikal 1-2/6 sistolik iifiiriim, hafif di-
yastolik rulman saptandi.Rutin kan tahlillerinde anormallik saptanmadi. EKG’de normal ventrikiil
yanith AF, TTE “de; Sol ventrikiil (V) ejeksiyon fraksiyonu (EF) %60, Sol V:49/33 mm; Sol A:49
mm; Sag A:42 mm; Sag V:31 mm, HRMD, 1. derece mitral yetmezIigi (my), 2. derece trikiispit y,
1. derece aort y, hafif pulmoner y, sistolik pulmoner arter basinct 30 mmHg, Sol A i¢inde 4.0¥4.5
cm boyutlarinda; sferik; heterojen (i¢ kismu kistik,dis ¢eperi hiperekojen alanlar iceren hipoeko-
jen-izoekojen ); kardiyak siklusla asenkron hareket eden; MK’ya ¢arpip geri donen; zaman zaman
mitral ige akimi kisitlayabilen; sapsiz; serbest yiizen kitle saptandi. iki boyutlu transézofageal eko-
kardiyografide (2B TOE); Sol A’ daki biiyiik, serbest kitlenin dig gap1 3.9#4.2 cm; kistik i¢ kisminin
capt 1.9%2.2 cm, Sol A ‘da yogun spontan ekokontrast (SEK), sol atriyal apendikste (Sol AA)
1.7%1.5 cm caplarinda heterojen trombiis goriiniimii saptandi. 3B TOE ile bulgular teyit edildi. Sol
A igindeki biiyiik kitle TKT olarak degerlendirildi. Tedavi metoprolol siiksinat 50 mg tb 1*1, enok-
saparin 6000 IU/0.6 ml 2*1 SC, pantoprazol 40 mg tb 1*1, amlodipin besilat 5 mg tb 1*1 olarak
diizenlendi. Kalp Damar Cerrahi konsiiltasyonu neticesinde acil cerrahi karari alindi. Preoperatif
koroner anjiyografi ve ventrikiilografide koronerler plakli, Sol V EF %55, hafif my saptandi. Ertesi
giin median sternotomi ile kardiyopulmoner bypass altinda sol atriyotomi yapilarak, Sol A ve Sol
AA Kitleleri eksize edilip, mekanik protez kapak ile MK replasmani ve radyofrekans ablas
komplikasyonsuz gergeklestirildi. Tedaviye amiodaron hidrokloriir, varfarin sodyum asetil sa
asit 100 mg eklendi. Her iki kitlenin patoloji raporu trombiis olarak yorumlandi. Romatizmal MD
hafif de olsa eslik eden AF mevcutsa Sol A’da ¢ok nadiren TKT saptanabilir.

Sekil 1. Sol atriyumda top-kapak trombiis.
Transozofageal ekokardiyografide sol atryium-

Sekil 2. Romatizmal mitral darhgma eslik eden top-
kapak trombiis. Transézofageal ekokardiyografide
romatizmal mitral kapak ve kapak anulusundan biiyiik
sferik serbest trombiis.

da 4.2*3.9 cm boyutlarinda, sferik, diizgiin yii-
zeyli, ortasi kistik, dis ¢eperi heterojen serbest
yiizen kitle; top-kapak trombiis.
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Sekil 3. Mitral akimi kisitlayan top-kapak trombii-
sii ve sol atriyal apendikste trombiis. Transézofa-
geal ekokardiyografide mitral ice akimi kisitlaya-
bilen top-kapak trombiisii ve eslik eden sol atriyal
apendiks trombiisii.

Sekil 4. Serbest yiizen trombiisiin 3 boyutlu gériin-
tiillemesi. Ug boyutlu transézofageal incelemede
top-kapak trombiisii goriintiisii.
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Romatizmal mitral kapak hastasindaki varfarin direncinin
klopidogrel eklenmesiyle optimal tedavisi

Mehmet Sahin Adiyaman

Diyarbakir EZItIM ve Arastirma Hastanesi, Kardiyoloji Klinigi, Diyarbakir

Giris: Varfarin iskemik inme, venoz tromboz, atriyal fibrilasyon ve kalp kapagi replasmanlar1 son-
rast tromboz-tromboemboli tedavisinde kullanilan kumarin grubu ilactir. Karacigerde Vitamin-K
Epoksit Rediiktaz enzimini (VKOR) inhibe eder ve antikoagulan etki gosterir. Eliminasyonunda
sitokrom P4502C9 (CYP2C9) gorev alir. Ilag dozlari viicut agirlig1, diyet, hastalik durumu, kul-
lamlan diger ilaglar ve genetik faktorlere gore farkliliklar gosterir. Doz etkinliginde CYP2C9 ve
VKOR genetik polimorfizminin etkisi gosterilmistir. Bu yazida varfarin direncine sahip romatiz-
mal mitral kapak hastalig1 olan bir vaka sunulmustur.

Olgu Sunumu: 48 yas, kadin hasta. Bag donmesi ve nefes darlig1 sikayeti ile degerlendirildi. 5
yildir romatizmal mitral darhik hastaligmin oldugu, 3 yil énce mitral balon valviiloplasti yapildigi,
son 6 ay iginde iki defa TIA ve bir defa yiiz felci gegirdigi 6grenildi. FM’de n: 95/dk ve TA: 110/60
mmhg, kalp apeksinde 3/6 sistolik iifiiriim tespit edildi. EKG’de NSR ve p dalgasi genis (>120
msn) goriildii. TTE’de EF: %60, sol atriyum genis, fibrotik mitral ve aort kapak, orta MS (MVA:
1.4 cm?, peak gr.: 12 mmhg, mean gr.: 7mmhg), hafif MY ve AY izlendi. Kan biyokimyasinda hafif
hematokrit ve hg diisiikliigii disinda ek anlamli bulgu izlenmedi. Yapilan degerlendirme sonrasinda
tedaviye varfarin 5 mg ve giin asiri furosemid eklendi. Metoprolol 100 mg/giin yapildi. PTZ-INR
takibine alind1. 3 aylik takipte varfarin dozu giinliik 20 mg’a kadar arttirlmasina ragmen INR’de
arti izlenmedi. Giinlitk 20 mg varfarin ile birlikte ASA 300 mg verildi. INRde bir degisim izlen-
memesi iizerine tedaviden ASA ¢ikarilip klopidogrel 75 mg/giin eklendi. Varfarin 10 mg/giin +
klopidogrel 75 mg/giin tedavi birlikteligi ile INR: 2.1 diizeyine ¢ikti ve bu diizeyde stabil seyrettigi
goriildii. Hastada varfarin direnci arastirilmasi icin VKOR ve CYP2C9 gen polimorfizmi i¢in ge-
netik calisma yapilmakta olup sonuglar takip edilmektedir.

Tartisma ve Sonug: Varfarin doz miktar1 belirlenirken bireysel 6zellikler ve farkliliklar Gnem
arz etmektedir. Varfarin 15-20 mg/giin gibi yiiksek dozlara ve yeterli takip siiresine ragmen INR
artis1 izlenmeyen hastalarda direng akla gelmelidir. Yapilan ¢alismalarda varfarin direncine sebep
olan genetik polimorfizmler tespit edilmistir. VKOR ve CYP2C9 enzimlerindeki genetik polimor-
fizmler siklikla tespit edilenleridir. Benzer mutasyonlar klopidogrel direncinde de gosterilmistir.
Klopidogrel yanit1 icin CYP450 enzim sistemi icerisinde CYP2C19 en ¢ok calisilmis enzimlerden
biridir. Ilag direnglerinde, kombinasyon tedavileri faydali bulunmustur. Varfarin direncinin kirila-
bilmesi amaciyla, tedaviye antitrombositer ilag eklenmesinin etkili oldugu vakalar bildirilmistir.
Benzer sekilde vakamizda da varfarin 10 mg/giin + klopidogrel 75 mg/giin ile direncin kirildigi ve
INR: 2.1 diizeylerine kadar ¢ikt1g1 tespit edilmistir. Belirtilen ilag birlikteligiyle kirtlan varfarin di-
rencindeki etki mekanizmasinin aydinlatilmasi, daha kapsamli ¢alismalara ihtiyag gostermektedir.
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A case report: Mitral chordae rupture with cardiogenic
shock that mimics acute coronary syndrome

Ersin Doganozii, irem Miige Akdogan, Pinar Demir Giindogmus,
Mustafa Gékhan Vural, Koray Demirel

Department of Cardiology, 29 Mayis State Hospital, Ankara

72 years old woman admitted to our hospital sudden onset severe chest and back pain with sweat-
ing. Blood pressure was 70/40 mmHg while dopamin is gonig on maxiumum dose, heart rate was
100 bpm and ECG (figure 1) shows ST elevation on AVR and downsloping ST depression on the
other derivations. Physical examination showed systolic murmur and there wasn’t any crepitation
in lungs. Transthoracic echocardiography was performed quickly and bedside. Ejection fraction
was 50 there was no dissection on asendan aorta. Severe mitral regurgitation has been detected.
Coronary angiography was performed, normal coronary arteries was seen and ventriculography
was performed and severe mitral regurgitation was detected. To understand the pathology of mitral
regurgitation Transesophageal echocardiography was performed on angiography table (Video 1).
Mitral anterior leaflet viewed inside of left ventricular outflow tract and mitral chordae rupture was
detected. Intra Aortic balloon was performed, hemodynamic parameters getting better than before
and patient was transferred to the cardiovascular surgery.

Discussion: Cardiogenic shock is a life threatening condition that frequently can caused by aor-
tic dissection, coronary artery disease, pulmoner embolism. History, physical examination, ECG
and Echocardiography are so important to identify the case. MCR generally occurs as a result of
myocardial infarction, trauma or romatizmal heart valve disease. In our case, most of the clues
shown us left main occlusion except Echocardiography. Because of the emergency of situation
echocardiography were performed on bedside and on rush. After MCR, papiller chorda or valve
generally seen on left atrium and we did not see it on left atrium and that made our case harder.
Potential mechanisms for isolated papillary muscle rupture are blunt trauma and eosinophil-medi-
ated damage also one possible explanation of spontaneous rupture of the papillarymuscle head in
our patient, is that it might be linked to the physical and mechanical strains on the papillary another
posible explanation is romatizmal heart valve. The papillary muscle is actually considered as the
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active anchoring point of the chordae tendinae to the left ventricle wall, and it works by an inde-
pendent mechanism as a shock absorber to compensate for geometric changes of left ventricular
wall and to maintain the basic mitral valve geometry during the cardiac cycle.

Conclusion: Acute MCR can present with cardiogenic shock and it can mimic acute coronary
syndromes. Clinicians should be aware of other pathologies like MCR when evaluating patients
presenting in acute myocardial infarction clinic.
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Figure 1. ECG: ST elevation on AVR and
downsloping ST depression on the other der-
ivations.

Figure 2. Flail mitral valve.
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A silent case of twisted outflow cannula in a housewife

Yelda Saltan Ozates,' Oguz Konukoglu.2 Mehmet Balkanay?

'Department of Cardiology, Yeni Yiizyil University Faculty of Medicine Gaziosmanpasa Hospital,
Istanbul

’Department of Cardiovascular Surgery, Yeni Yiizyil University Faculty of Medicine
Gaziosmanpasa Hospital, Istanbul

“Twist”, which is yet only a complication of the Heartmate III left ventricular support device
(LVAD) and which means that the outflow graft of the device rotates around itself, is a rare but seri-
ous device complication. When an outflow graft twisting occurs, diagnosis and treatment should be
carried out without delay, due to the severe decrease in the flow of the device and the formation of
hemodynamic deterioration. This article describes the second case of twisted outflow graft cannula
in our instution. LVAD implantation was performed to bridge to the transplantation in a 54-year-
old female patient, who was in decompensated state due to heart failure, with an inotropic support,
after a 2-month hospitalization for suitable heart donor. At 6th months of support she came to
hospital with low flow alarm on LVAD. The pump flow decreased to 2.3 L/min without any signs
of thrombus or Lactate dehydrogenase elevation (182U/L). Transthoracic echocardiogram showed
low output at outflow cannula and the aortic valve was opening with each beat. High or low RPM
(round per minute) levels made no change on outflow cannula flow; aortic valve opening and left
ventricular dimensions (Figure 1). On computerised tomographic (CT) angiography, no signs of
pre- or post-pump obstruction was present but there was an obstruction at the beginning of the
outflow graft. Because she had stable hemodynamics she was heparinized and taken to the cath lab;
the LVAD was stopped and contrast material was given from her ascending aorta to the out flow
cannula. “’twisted garden hose or sand- glass’ shaped obstruction was shown. After this finding
The patient was advised to have an explorative and corrective operation for the outflow graft. Un-
der the ECMO (Extracorporeal Membrane Oxygenisation) support; with left anterior thoracotomy
the outflow graft was reached and a counter-clockwise (approximately 100°) twisted outflow graft
was seen. The outflow graft was turned opposite to its twisting direction from the swivel joint.
Following the rotation, LVAD parameters returned to normal levels. The ECMO was gradually
weaned off and the patient was extubated next day and discharged 15 days after the operation.
Currently the patient has been asymptomatic for nearly 10 months.

Figure 1. Decreased flow in the outflow cannula from the right parasternal view.
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Transient cardiac systolic dysfunction due to COVID-19 infection
Aykut Demirkiran, Hasan Degirmenci, Ulug Bin Hayri
Tekirdag State Hospital, Tekirdag

Importance: Virus infection has been widely described as one of common causes of myocarditis.
However, less is known about the cardiac involvement as a complication of coronavirus disease
2019 (COVID-19) infection.

Objective: To describe the left ventricular recovery in a patient with COVID-19.

Design, Setting, and Participant: This case report describes an otherwise healthy 56-year-old
woman who tested positive for COVID-19 and was admitted to the intansive care care unit in May
2020 for systolic dysfunction, confirmed on echocardiographic imaging, the five days after onset
of dispnea due to COVID-19. The patient did not show elevation of high-sensitivity troponin T
during the clinical course.

Exposure: Cardiac involvement with COVID-19.

Main Outcomes and Measures: Detection of cardiac involvement with left ventricular ejection
fraction (%) and global longitudinal strain (-%).

Results: 56-year-old woman with known diagnoses of asthma and hypertension presented to the
emergency department with dispnea. She described fever and dry cough the five days before. Elec-
trocardiography showed complet LBBB with sinus rhythm, and high-sensitivity troponin T levels
were detected normally. Findings on chest radiography were normal. Based on the COVID-19
outbreak, a nasopharyngeal swab was performed, with a positive result for SARS-CoV-2 on
real-time reverse transcriptase— polymerase chain reaction assay. Echocardiographic imaging
showed increased wall thickness with diffuse biventricular hypokinesis, and left ventricular dys-
function (LVEF= 39%, GLS=-12.9%). She was treated with antiviral drugs (favipiravir), chloro-
quine, medical treatment for heart failure, and high flow oxygen therapy with progressive clinical
stabilization. Echocardiography follow-up revealed that LVEF was 47% (GLS=-15%) on the 18"
day and 54% (GLS=-17.3) on the 30" day. High-sensitivity troponin T levels troponin values were
within normal limits in follow-up.

Conclusions and Relevance: This case highlights transient cardiac involvement as a complication
associated with COVID-19.
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Figure 1. The first echocardiographic examination of the patient in intensive care. Left ventricle was global
hypokinetic and systolic functions decreased.
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Tiip bebek sonrasi nadir bir komplikasyon:
Peripartum kardiyomiyopati

Nergiz Aydin, Sefa Tatar, frem Oktay, Ahmet Liitfii Sertdemir, Hakan Akilli
Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Peripartum kardiyomiyopati (PPKMP) yalnizca annenin degil ayni zamanda bebegin de saglhigini
tehdit ettiginden dolay1 6nemli bir mortalite sebebidir. PPKMP, gebeligin son ayinda veya postpar-
tum erken dénemde kalp yetersizligi semptomlart ile seyreden, nadir fakat ciddi komlikasyonlarla
sonuglanabilen klinik bir tablodur. Son yillarda invitro fertilizasyon (IVF) ve PPKMP arasindaki
iligkiye yonelik ¢aligmalar mevcuttur. Biz de bu yazimizda ilk gebeliginde IVF yapilan ve 30 haf-
talik gebeyken akut kalp yetmezIligi tablosu gelisen bir olgumuzu sunmay: amagladik. 30 yasinda
ek hastalig1 olmayan, IVF tedavisi sonrasi 30 haftalik ilk gebeligi olan hasta bir haftadir olan nefes
darlig: sikayetiyle merkezimize bagvurdu. Muayenesinde tansiyon arteriyal 200/100 mmhg, bila-
teral orta zonlara kadar uzanan raller, S3 gallop ve 2/6 sistolik iifiirim mevcuttu. Elektrokardiyog-
rafisi siniis ritminde, 120/dk kalp hzinda, akut iskemik degisiklik izlenmedi (Sekil 1). Ekokardi-
yografisinde sol ventrikiil fonksiyonlar1 ileri derecede baskiliydi. Ejeksiyon fraksiyonu (EF) %25,
mitral kapaklar romatizmal yapida, mitral anterior leaflet doming yapiyor ve orta dereceli mitral
yetmezlik izlendi. Sag kalp bosluklart ve fonksiyonlart normal olarak degerlendirildi. Hastanin
bir hafta dnce yapilan dis merkezli muayenesinde EF %60 olarak degerlendirilmis ve hafif mitral
yetmezlik saptanmus. Intaniye tarafindan COVID diglanmasi amaciyla gekilen bilgisayarl toraks
tomografisinde bilateral 3 cm plevral effiizyon saptandi (Sekil 2). Kadin hastaliklari ve dogum kli-
nigi (KHVDK) tarafindan yapilan degerlendirmede fetiis intauterin exitus kabul edildi ve hastaya
acil cerrahi miidahale planlandi. Hastanin akut kalp yetmezligi tablosundan dolay: genel anestezi
altinda ameliyat: yapildi. Postoperatif donemde alt1 giin entiibe takip edildikten sonra ekstiibe edil-
di. Takibinde kalp yetmezligi tedavisini optimal dozda alan hastanin on giin sonra yapilan kont-
rol ekokardiyograsifinde EF %40 olarak degerlendirildi ve hasta taburcu edildi. ESC 2019 kalp
yetersizligi kongresinde sunulan yeni bir ¢alismaya gore IVF tedavisi goren kadinlarda PPKMP
riskinin 5 kat daha yiiksek oldugu gosterilmistir. PPKMP’yi tehlikeli yapan hamilelik semptomla-
rini taklit etmesidir. Normal gebelik esnasinda, kalp sorunu olmayan kisilerde bile kardiyovaskiiler
hastaliklarda saptanan belirti ve bulgular sik olarak kargimiza ¢ikmaktadir. Ozellikle gebelerde sik
goriilen halsizlik, azalmig efor kapasitesi, 6zofageal refliiye bagh gogiis agris1 veya carpint sika-
yetleri kalp hastaliklarini taklit etmektedir. Bizim vakamizda da oldugu gibi kardiyak yakinmasi
olmadan, ¢ogul gebeligin aksine ilk gebeliginde PPKMP yasayan ve [VF sonrasi akut dekompanse
kalp yetmezligi gelisen olgular literatiirde nadir olup 6zellikle [VF tedavisi planlanacak bireylerde
gelisebilecek kardiyak komplikasyonlar acisindan klinisyenlere ileride yol gosterecektir.
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Pandemi donemi acil servise nefes darhigi ile basvuran hastalarda
COVID-19 pnémoni siiphesi giincel pratigimizi degistirdi mi?
Zehra Giiven Cetin, Mustafa Cetin, Ender Ornek

Ankara Sehir Hastanesi, Kardiyoloji Klinigi, Ankara

Kardiyak hastalik dykiisii olmayan, 5 yildir tip 2 DM tanisi olan hasta son iki haftadir progresif
artig gosteren nefes darligr sikayeti ile acil servise bagvurdu. Fizik muayesinde atesi 36.5 °C, kan
basinci 180/100 mmHg olarak 6l¢iildii. Tagikardik olan hastanin bilateral akciger orta zonlara ka-
dar ral tespit edildi. Laboratuvar incelemesinde beyaz kiire 15.000, CRP 0.064 g/ (0-0,005) ve
troponin-I 21 ng/l (<45 ng/l) olarak tespit edildi. EKG’de sinusal tasikardi izlendi. Covid-19 pno-
monisi 6n tanist ile toraks tomografisi cekildi ve bilateral yaygin plevral efiizyon, tiim loblar1 tutan
yama tarzinda buzlu cam dansitesinde infiltrasyonlar tespit edildi (Sekil 1). Enfeksiyon hastalikla-
rinin 6nerisiyle Covid-19 pnomoni 6n tanisi ile yogun bakima yatirilan hastaya hidroksiklorokin,
azitromisin ve favipiravir tedavisi baslandi. Yatisi sirasinda Covid-19 i¢in alian 2 PCR 6rnegi de
negatif olarak sonuglandi. Takiplerinde klinik diizelme olmamasi iizerine hasta kalp yetmezligi
acisindan kardiyoloji klinigimize danisildi. Yapilan ekokardiografik incelemesinde sol ventrikiilde
global hipokinezi, orta mitral yetmezlik izlendi ve sol ventrikiil ejeksiyon fraksiyonu %40 olarak
tespit edildi. Hastaya intravenoz diiiretik tedavi baglandi. Takiplerinde akciger bulgular geriledik-
ten sonra yapilan koroner anjiografide ii¢ damar hastaligi tespit edilip hastaya CABG karar1 alindi.
Saglik bakanligi bilim kurulu tarafindan yayinlanan kilavuza gore Covid-19 tedavisinde birinci
basamakta kullanilan tedavi hidroksiklorokin ve azitromisindir. Hidroksiklorokin bagta olmak iize-
re bu iki ilag 6liimciil aritmilere neden olabilmektedir. Ozellikle kalp yetmezligi gibi altta yatan
organik kalp hastalig1 olanlarda bu olumsuz etkileri belirgin oranda artmaktadir. Bundan dolay:
Covid-19 pnomoni siiphesi olan hastalarm ayiric: tanisinda akut kalp yetmezligi unutulmamalidir.
Ayrica Covid-19 tanisi alan hastalarda hidroksiklorokin ve azitromisin gibi kardiyak toksisite riski
olan ilaglar kalp yetmezligi olan hastalarda hem daha dikkatli kullanilmali hemde daha yakindan
takip edilmelidir. Bizim olgumuzda hastanin detayli ayirici tanis1 yapilmadan azitromisin+ hidrok-
siklorokin tedavisi baglanmistir. Hastamizin toraks tomografisinde kalp yetmezligini diisiindiirecek
plevral efiizyonun yanisira kardiyomegali, interlobuler septal kalinlasma gibi ek bulgular izlen-
mekte idi ve buzlu cam goriintiisii covid-19 pnémonisinde oldugu gibi periferal yerlesimli degildi.
Bizim olgumuzda ayirici tani iyi yapilmadigi icin hem kalp yetmezligi tan1 ve tedavisi gecikmis
oldu hemde kardiyak toksisitesi olan gereksiz ila¢ kullanimi s6z konusu oldu.

Sekil 1. Toraks tomografi goriintiisii.
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A rare and underdiagnosed cause of chest pain in emergency unit

Erol Giirsoy,' Nihal Tefik,' Gamze Aslan,' Ferhan Karatag,

Kayhan Cetin Atasoy,’ Saide Aytekin,' Vedat Aytekin'

Department of Cardiology, Kog University Hospital, Istanbul

Department of Chest Diseases, Kog¢ University Hospital, Istanbul

*Department of Radiology, Ko¢ University Hospital, Istanbul

Introduction: Epipericardial fat pad necrosis is a rare clinical condition with unknown etiology. It
was first reported in 1957. It is manifested by pleuritic pain with a sudden onset, lasting from hours
to days mimicking pericarditis, acute coronary syndrome or pneumonia. We present in this paper;
a case which may not be easy to find the correct diagnosis in the out patient clinic. To remember
this rare condition would lead us to make the differential diagnosis easier in some of the cases
with acute chest pain.

Case Report: A 30-year-old female patient admitted to the pulmonology outpatient clinic with
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sharp stabbing chest pain radiating outward to the back, not relieved by position which has been
ongoing for 5 days, intensified in the last two days. The patient did not have history of high fever,
cough or other symptoms of upper respiratory tract infection in the last 15 days. SARS-CoV-2
RNA (RT-PCR) was negative. Chest X-ray was normal. The physician referred the patient to the
cardiology outpatient clinic. Her blood pressure, pulse rate and her body temperature were within
normal ranges. Physical examination was normal. Blood test results revealed high levels of D-di-
mer. Troponin T, CK-MB, CRP and ESR levels were within normal ranges. Electrocardiography
of the patient was normal. In echocardiographic examination; there was an epicardial fat pad of 20
mm in thickness adjacent to the lateral and apical walls of left ventricle. There was also no signs
of pericardial effusion. Pulmonary CT angiography was performed to exclude pulmonary embo-
lism and Covid-19 pneumonia. It showed left pleural effusion and epipericardial fat pad necrosis
adjacent to the apical segment of left ventricule. Presence of a soft tissue mass in the adipose tissue
adjacent to the apical pericardium consisting of oedematous and necrotic areas were observed. As
the patient was breastfeeding we prescribed paracetamol instead of nonsteriodal anti-inflammatory
drugs for symptomatic relief. In follow-up echocardiography there were necrotic areas and oedema
in the apical epipericardial area. Lateral wall motions of the left ventricle was slightly hypokinetic.
The complaints of the patient regressed at the end of one week.

Conclusion: Although the etiology is unknown, fat necrosis is thought to be caused by strangula-
tion of the epipericardial fat tissue due to the movements of the heart. The most obvious complaint
is pleuritic chest pain lasting from hours to days. Echocardiography has a limited diagnostic accu-
racy in the diagnosis of epipericardial fat necrosis. Today the gold standart method for the correct
diagnosis is CT. We strongly recommend to evaluate the chest pain patients with CT who has a
suspect diagnosis and chest pain of an unknown etiology.

Figure 8. Echocardiography 4.
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Figure 9. PA X-Ray.
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Cardiac metastasis of great saphenous vein leiomyosarcoma

Ahmet Giiner,' Ezgi Giiltekin Giiner,' Kadriye Memic Sancar,'

Burak Onan,> Mehmet Ertiirk,' Mustafa Yildiz'

!Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul
Department of Cardiovascular Surgery, Istanbul Mehmet Akif Ersoy Training and Research
Hospital, Istanbul

-37 year old male patient presented to our clinic with 2-month history of progressively worsening
dyspnea at rest. The medical history included the diagnosis of right great saphenous vein leiomyo-
sarcoma (LMS) and that the tumor received a complete resection followed by chemotherapy 3 years
ago. He then underwent various operations due to recurrence of the LMS (Figure 1A). Physical
examination revealed a rough diastolic murmur in the third left intercostal space at the left sternal
border on auscultation. His electrocardiography indicated sinus tachycardia with a heart rate of 125
bpm. Bedside transthoracic echocardiography (TTE) demonstrated a multilobular mass arising from
the lateral wall of the right ventricle (RV) with significant obliteration of RV cavity, abnormally
enlarged right atrium (Figure 1B, C). The mass filled up the RV cavity, the right chamber appeared
dilated and the interventricular septum deviated to the left. A large intracardiac mass was seen in the
right ventricular outflow tract, protruding through the pulmonary valve into the main pulmonary ar-
tery (Figure 1C). Two-dimensional TTE with Doppler imaging revealed a mass causing insignificant
right ventricular outflow tract obstruction (Figure 1C). The presence of this intracardiac mass was
confirmed by magnetic resonance imaging and computed tomographic angiography, as well as by
pulmonary angiographic examination (Figure 1D, E). A mass with a maximum diameter of 8x5.2 cm
protruded into the right ventricle through the pulmonary valve. The density of the mass was not com-
patible with thrombus material. The patient, who was evaluated by cardiovascular surgery, cardiolo-
gy and oncology, was considered as operable. The mass was excised (a complete resection was im-
possible) via a mini-median sternotomy and right atrial approach whilst on cardiopulmonary bypass
(1F). Macroscopically, a large homogeneous tissue emerged from the tricuspid valve towards the
right atrium. The mass had invaded the right ventricle almost completely. An intraoperative frozen
section showed possible sarcoma. Subsequently, the histopathological examination proved that the
mass was high-grade LMS (Figure 2). Postoperatively, our patient required permanent pacemaker
implantation for conduction disturbances. On the 11th day after the operation, he was transferred to
the oncology service. Cardiac metastasis from LMS, specifically saphenous vein LMS, is extremely

rare. It mostly develops due to uterine LMS. Traditionally, TTE has been the primary imaging mo-
dality to diagnose, differentiate, and delineate intracardiac masses. Supplemental diagnostic imaging
methods are computed tomography, and magnetic resonance imaging that provide data regarding the
tumor size and morphology, location, invasiveness, and vascularization. The mainstay of treatment
is a complete resection with adjuvant chemotherapy.
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Figure 1.

Figure 2.
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Periferik arter embolisinin nadir goriilen bir nedeni:

Atipik yerlesimli kardiyak miksoma

Yusuf Bozkurt Sahin, Serkan Unlii, Mehmet Kadri Akboga

Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Miksomalar, en sik goriilen primer kalp tiimérleridir ve genellikle sol atrium (%75-80) yerlesim-
lidir. Tipik yerlesim yeri interatrial septumda fossa ovalis bolgesi olmakla birlikte sol atriyum arka
duvari, pulmoner venler ve mitral aniiliisten de kaynaklanabilirler. Kadinlarda daha sik goriiliir.
Her yasta goriilebilmekle birlikte genellikle 30-60 yas araliginda saptanirlar.Hastalar nadiren
asemptomatiktir (%10-15). Miksomalar; ates, halsizlik, anemi, carpinti kilo kaybr gibi nonspesifik
semptomlarin yaninda kalp yetmezligi, serebral ve periferik arter embolileri, miyokard enfarktii-
sii, obstruksiyona bagl mitral darlik semptomlari ve ani 6liim gibi ciddi klinik sonuglara neden
olabilir. Tan1 koyuldugu anda yol acabilecegi klinik durumlar nedeniyle cerrahi olarak tedavi edil-
melidir. Bizim olgumuz, periferik arter embolisi ile prezente olan sol atrial miksoma olgusuydu.

20

24 yasinda kadin hasta. Sag bacakta agr1 ve ayak parmaklarinda morarma sikayeti ile dis merkez
acil servise bagvuruyor. Yapilan doppler usg’de sag femoral arterde trombiis ile uyumlu gériiniim
saptanmasi {izerine ileri tetkik ve tedavi i¢in merkezimize yonlendiriliyor. Hastamizin kardiyoloji
servisine yatiginin ardindan antiagregan ve antikoagiilan tedavisi baslandi. Merkezimizde yapi-
lan doppler USG “Sag ana femoral arter patenttir. Sag yiizeyel ve derin femoral arter proksimal
kesimlerinde liimen i¢inde ekojen trombiis materyali izlenmistir. Trombiis kenarindan rekanalize
akim mevcut olup distal arterial yapilar patenttir.” olarak raporlandi. Akut alt ekstiremite trombiisii
diisiiniilen hastanin yapilan periferik arter anjiografisinde *Sag SFA (6*45 mm) ve PFA (5%28 mm)
ostiumdan baglay1p distale uzanan ve liimeni tama yakin tikayan trombiis goriiniimii izlendi (Sekil
1). Hastaya yapilan transtorasik ekokardiyografide intrakardiyak kitle veya trombiis saptanmadi.
Kalp damar cerrahisi tarafindan degerlendirilen hastaya acil embolektomi yapildi. Embolektomi
materyalinin makroskopik goriiniimiiniin ve histopatolojik sonucunun miksoma ile uyumlu goriil-
mesi iizerine hastaya TEE yapildi. Yapilan TEE’de “Sol atriyum posterior duvarinda 1.5 cm*1.4
cm capinda hareketli, miksoma ile uyumlu olabilecek kitle goriiniimii izlendi (Sekil 2-4). Bunun
iizerine hastada intrakardiyak kitle(miksoma) kdkenli periferik arter embolisi diisiiniildii. Hasta,
miksoma rezeksiyonu amaciyla yeniden opere edildi. Histopatolojik sonug; kardiyak miksoma
olarak raporlandu. intra op ve post op donemde embolik komplikasyon gelismedi. Hastanin yapilan
kontrol TEE’sinde intrakardiyak kitleye rastlanmadi ve hastamiz taburcu edildi. 6.ay kontroliine
gelen, herhangi bir yakinmasi olmayan hastanin yapilan eko ve TEE goriintiilemelerinde rezidii ya
da rekkiirens lehine bulgu izlenmedi.

GAZI UNIVESITES| HASTANES!
19 PER 26/07-2-GE

Sekil 1. Periferik arter anjiyografisi.

Sekil 3. TEE miksoma 2.

Sekil 5. TEE 3 boyut.
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Spontaneous aortic root rupture in a patient during pregnancy
Ahmet Giiner, Ezgi Giiltekin Giiner, Hicaz Zencirkiran Agus, Ali Kemal Kalkan, Mehmet Ertiirk
Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

A 22-year-old female who was pregnant for 26 weeks was admitted to the emergency service with
signs and symptoms of acute coronary syndrome (ACS). Electrocardiography indicated ST segment
elevation-aVR with multilead ST depression and sinus tachycardia with a heart rate of 105 (Fig. 1).
Urgent coronary angiography revealed normal coronary arteries (Fig. 2A and 2B). Transthoracic
echocardiography showed a perforation of the right coronary sinus of Valsalva (rSV), and color flow
Doppler identified continuous flow from the aorta to the right atrium (RA), trivial aortic regurgitation
and mild mitral regurgitation (Fig. 2C). Transesophageal echocardiogram confirmed the presence
of a thin-wall aneurysmal pocket fluctuating from the right coronary cusp (RCC) into the RA, and
diagnosis of bicuspid aortic valve could not be made clearly due to rupture. In addition, color flow
Doppler identified continuous flow from the RCC to the right atrium (Fig. 2D and 2E). Moreover,
three-dimensional imaging was used to acquire images of the aortic valve and to better visualize the
fistula tract to the rSV (Fig. 2F). Infective endocarditis was evaluated and excluded by an infectious
disease specialist. The patient successfully underwent aortic root repair and aortic valve replacement,
but pregnancy was terminated. Pregnancy involves an increased risk of aortic dissection and rupture
as it causes progressive, estrogen-mediated, structural weakening (elastin irregularity) of the aortic
media. In this case, these pathological changes may be a cause of spontaneous rupture of the aortic
root. Echocardiography is a mandatory imaging modality prior to coronary angiography for both
mechanical complications and the exclusion of aortic pathologies in patients with acute ACS.
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An asymptomatic giant right atrial appendage aneurysm

Fatih Uzun, Ahmet Giiner, Serkan Kahraman, Ali Kemal Kalkan,
Ezgi Giiltekin Giiner, Mehmet Ertiirk

Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

A 33-year-old man was referred to our hospital for evaluation of a dilatation of the right atrium
(RA), which was found incidentally on echocardiographic examination. Physical examination
yielded normal results, and he had no cardiac symptom. Routine laboratory tests including cardiac
troponin and N-terminal pro-B-type natriuretic peptide were also normal. Chest- X ray showed
a triangular shaped cardiomegaly with a bulging right cardiac border (Figure 1A). Transthoracic
echocardiography indicated a large aneurysmal structure in continuity with the free wall of the
RA (Figure 1B-E). Both ventricles were of normal size and function, and the tricuspid valve was
normally located. For better understanding of the anatomy, he was advised to undergo MSCT.
Cardiac MSCT showed a giant aneurysmal structure arising from the RA and RAA (Figure 1C).
Three-dimensional volume rendering clearly showed the anatomical relationships between the
cardiac chambers (Figure 2B, C). To further characterize the functional aspect of the RAA aneu-
rysm, cardiac MRI was done. It showed a swirling flow on the lateral side of the RAA aneurysm,
consistent with a turbulent current. In addition, cardiac MRI indicated a giant aneurysm of 103x45
mm with a 48 mm wide base in the lateral wall of the right atrium. (Figure 2D). T1-weighted
imaging did not demonstrate late gadolinium enhancement (LGE) along the wall of the RA and
RAA aneurysm (Figure 2E). No significant arrhythmia was seen on 24-h Holter monitoring. The
patient was given oral anticoagulant to prevent any thrombus formation, and has been followed up
for 6 years without any events.

Figure 1.
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Dev intrakardiyak trombiisiin trombolitik ajan ile basarih tedavisi
Yakup Yalgin, Betiil Ay¢a Yamak, Serkan Unlii, Emin Erdem Kaya
Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Olgu Sunumu: Yetmis bes yasinda erkek hasta acil servise birkac giindiir artan nefes darhigi,
bacaklarda sislik ve bayilma sikayeti ile bagvurdu. Ozgecmisinde, 2018 yilinda yapilan koroner
anjiografide plakli koroner arterler saptandigi, hipertansiyon ile takipli ve 2 ay énce pulmoner
tromboemboli (PTE) gegirdigi 6grenildi. Fizik muayenede; genel durumu kétii, kooperasyonu ki-
sitlydi.10 1t/dk O2 destegi ile arteriyel oksijen saturasyonu %92, kan basinci 110/70, nabiz 110/dk,
solunum sisteminde yaygin ral ve ronkiis, kardiyovaskiiler sistemde tiim odaklarda 3/6 sistolik ifii-
riim, boyun vendz dolgunlugu ve bilateral pretibial 6dem saptandi. Laboratuvar degerlerinde krea-
tinin 2mg/dL, AST 1182U/L, ALT 478U/L, sodyum 127mmol/L, potasyum 5 mmol/L, protrombin
zamani maximum olarak saptandi. PTE agisindan yapilan yatakbagi ekokardiyografide (EKO)
ciddi trikiispit yetmezlik (TY), sag kalp bosluklarinda genigleme ve sag kap bosluklari igerisinde
masif, hareketli trombiis (Sekil 1-7) saptandi. Hastanin alt ekstremite vendz doppler ultrasonogra-
fik incelemesinde akut derin ven trombozu (DVT) saptandi. Hasta intrakardiyak trombiis, dekom-
panse kalp yetmezligi (DKY), hipervolemik akut bobrek yetmezligi (ABY), konjestif hepatopati,
PTE, DVT 6n tanilari ile koroner yogun bakim iinitesine yatirildi. intrakardiyak trombiis nedeniyle
hastaya 25 mg/24 saat alteplaz infiizyonu verildi. Kontrol EKO’da sag kalp bosluklari igerisinde
trombiis saptanmadi, TY derecesinde ve sistolik pulmoner arter basincinda azalma izlendi. Diii-
retik tedavi ile ABY ve hepatopati tablosu geriledi. Hasta genel durumu iyi olarak taburcu edildi.

Tartisma: Serbest, hareketli sag kalp trombiisii nadirdir. Akut masif PTE ile bagvuran hastalarin
ancak %4-18’inde goriiliir. Morfolojik olarak, sag kalp trombiisii iki tipe ayrilir; A tipi; solucan ben-
zeri bir sekle sahiptir, oldukca hareketli, gecici olarak sag kalpte saptanan, periferik venlerden kay-
naklanmig trombiislerdir. B tipi, daha az hareketlidir, sag atriyal veya ventrikiiler duvara tutunur ve
sag kalp icinde olusup daha sonra gelistiZini gosteren genis bir tabana sahiptir. EKO ile trombiisiin
varlig1, tipinin belirlenmesi yani sira, sag ventrikiil fonksiyonlar ve sistolik pulmoner arter basinci
degerlendirilerek hastalarin klinik takibi agisindan 6nemli bilgiler edinilebilir. Tedavi se¢enekleri
arasinda heparin ile antikoagiilasyon, trombolitik veya trombiisiin cerrahi olarak ¢ikarilmasi yer alir.
Pigtail kateter ile trombiisiin perkiitan olarak ¢ikarilmasi, pulmoner artere ayn anda dogrudan trom-
bolitik uygulanmas: gibi alternatif tedavi yontemleri de bulunmaktadir. Ancak teorik olarak trombo-
litik tedavinin birgok avantaji vardir. Trombiis lizisi saglayarak pulmoner reperfiizyonu hizlandirir
sonug olarak pulmoner arter basincinda azalma ve sag ventrikiil fonksiyonunda iyilesmeyi saglar.
Ayrica intrakardiyak, pulmoner arterler ve vendz sistemde bulunan tromboz siirecinin hepsine ayn1
anda etki edebilir. Hastalarin kanama komplikasyonlar1 agisindan takip edilmesi 6nem tagimaktadir.

Sekil 1. Sekil 2.

Sekil 3. Sekil 4.

Sekil 5.

Sekil 6.
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Sekil 7. Sekil 8.
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Mitral kapak endokarditinde nadir bir komplikasyon:
Atriyoventrikiiler fistiile eslik eden koroner siniis fistiilii
Ayse Hosoglu, Hakan Tibilli, Sezer Markirt, Mehmet Sirik,

Yusuf Hosoglu, Serdar Tiirkmen

Adiyaman Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Adiyaman

Giris: Bu yazida ates, pnomoni ve akut perikardit klinigi ile presente olup 6nce Covid-19 zanne-
dilen ancak takiplerde gelisen ¢oklu komplikasyonlar sonucunda koroner siniis ve sol atriyuma
fistiilizasyonu olan paravalviiler apse gelismis mitral kapak endokarditi oldugu anlagilan bir vakay1
raporladik.

Olgu Sunumu: Kirk sekiz yas erkek hasta, 15 giindiir olan ates, terleme, halsizlik ve 1 giindiir
olan biling bulaniklig: sikayeti ile acil servise bagvurdu. Akut faz reaktanlart (AFR) ve troponinde
artig1 ve hiponatremisi olan hastanin Transtorasik EKO (TTE)’sinde perikardiyel efiizyon ve Orta
MY, EKG’de Mobitz tip 1 AV blok ve yaygin ST elevasyonu mevcuttu. Covid-19 acisindan ¢ekilen
Toraks BT de bilateral nodiiler infiltrasyonlar ve buzlu cam dansiteleri goriilmesi tizerine Covid 19
pnomonisi, uygunsuz ADH sendromu, akut perikardit 6n tanilari ile Covid yogun bakima yatirildi.
Alinan 2 Nazofaringeal siiriintii 5rneginde Covid PCR negatif gelmesi iizerine hasta 3.giin dig mer-
kez yogun bakima sevk edildi. Dig merkez takiplerinde siniis ven trombozu, psoas kasinda apse/
hematom? ayirimi yapilamayan kitle gelisen, Piperasilin- Tazobaktam + Meropenem tedavisi ile
pnomonik infiltrasyonlar gerilemesine ragmen plevral ve perikardiyel efiizyonu artan hasta 21.giin
bize perikardiyosentez amagli sevk edildi. Merkezimizde yapilan TTE’de ilk bakista yapisal olarak
normal goriinen ancak ileri diizey yetmezligi olan mitral kapagin posteromedial komissural bolge
anteriorunda, aort komsulugunda genis paravalviiler apse kavitesi oldugu goriildii (Sekil 1). Apse-
nin sol atriyum igine fistiilizasyonu mevcuttu. Hasta Infektif Endokardit tanistyla klinige yatirildi.
Transozefageal EKO (TOE) ile paravalviiler apsenin ayni zamanda koroner siniise fistiilize oldugu
ve agzinda vejetatif kitleler bulundugu intiilendi (Sekil 2.3). Hastanin Toraks BT goriintiileri
klinigi ile birlikte tekrar degerlendirildiginde septik emboli lehine yorumland:. Fizik muayenede
splinter hemoraji, Janeway lezyonlari, hepatomegali ve akciger konjesyonu, ileri degerlendirme-
lerde goz dibinde papil 6dem, hidrosefali, proteiniiri, mikroskobik hematiiri, direk coombs pozitif
immiin hemolitik anemi, psoas kasinda genis hematom saptandi. Hastanin dis merkezde ilk alinan
kan kiiltiirinde S. Aureus tiremesi oldugu 6grenildi. Sonradan alinan hi¢bir kan kiiltiiriinde ise
iireme olmadi. Once Ampisilin+Gentamisin sonra Vankomisin tedavisi alan hastaya kapak cerra-
hisi uygulandi. Hasta cerrahi islemin sonuna dogru gelisen pompa disfonksiyonu sonucu ex oldu.
Sonug: infektif endokardit ates, AFR yiiksekligi, kardiyak tutulum, trombotik olaylar gibi Covid
19 ile ortak klinik durumlara sebep olmasi nedeniyle 6zellikle pandemi siirecinde ayirici tanida
akla gelmesi gereken bir hastaliktir. Olgumuz siniis ven trombozu, kardiyak ileti bozuklugu, hemo-
litik anemi gibi nadir komplikasyonlarin bir arada bulundugu; koroner siniis fistiilizasyonu sonucu
septik akciger embolisi gelismesi ve bu sebeple COVID diisiiniilerek tanisi geciken bir vaka olmast
yOniiyle 6zgiin bir vakadir.

Ventriculo-cavitary,
fistula

Atrio-cavitary
RY fistula » =

Sekil 1. Transtorasik EKO- modifiye parasternal kisa aks gériintiilerde kavite ve fistiil agizlari.
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Sekil 3. Mitral kapaktaki vejetasyonun ve fistiil agizlarmin 3D TOE (A) ve 2D TTE (B) goriintiileri.
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Asemptomatik intramiyokardiyal plaklar ve 6nemi
Duygu Inan,' Duygu Geng,” Feyza Mollaalioglu,’ Sergin Ozkok,* Nursen Keles®

!Istanbul Bagaksehir Cam ve Sakura Sehir Hastanesi, Kardiyoloji Béliimii, Istanbul

’Merzifon Devlet Hastanesi, Amasya

iyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Arastirma Hastanesi, Kardiyoloji
Klinigi, Istanbul

“Istanbul Medeniyet Universitesi Goztepe Egitim ve Arastirma Hastanesi, Radyoloji Klinigi,
Istanbul

Intrakardiyak kitlelerin ogu genellikle farkl klinik tablolarin degerlendirilmesi veya rutin muaye-
ne sirasinda rastlantisal olarak tespit edilmektedir. Tiimoral kitleler daha az siklikta iken timor digt
kitleler daha yaygindir. Otuz sekiz yasinda sigara (10 paket /y1l) disinda koroner arter hastaligi risk
faktorleri, alkol-ila¢ kullanimu, aile dykiisii olmayan hasta, kardiyoloji poliklinigine yakin arkada-
st kalp krizi nedeniyle kaybetmesi tizerine kontrol amagh bagvurmustu. Hastanin yaklasik 6 ay
once gribal bir enfeksiyon gegiridigi ve o donemde birkag giin boyunca gogiis agrist oldugu tespit
edildi. Fizik muayenesinde anormal bulgu saptanmayan hastanin labaratuvar parametreleri normal
sinirlardaydi. EKG normal siniis ritminde ve egzersiz elektrokardiyografi testi normal saptandi.
Transtorasik ekokardiyografide (TTE) sol ventrikiil duvar hareketeleri ve sistolik fonksiyonlarinin
normal, parasternal kisa aksta bazal kesitlerde inferior, mid kesitlerde inferolateral, parasterenal
uzun aksda posterior duvarda 3.6x0.6 mm boyutlarinda perikarda yakin hiperekojen kitle (plaklar)
saptandu. [leri degerlendirilmesi amagli hastaya kardiyak MRG yapildi. Goriintiiler 1.5 tesla tarayi-
crile IV kontrast verilmesi sonrasi aksiyel, koronal ve sagital pilot imajlar ile elde edildi. Kardiyak
MRG’de IV kontrast sonrasi alinan ge¢ kontrast sekanslarda sol ventrikiil bazal segment inferior
duvarda 22x8 mm ve midventrikiiler segmentte inferolateral duvarda 16x8 mm boyutlarinda peri-
karda yakin yerlesimli noduler kontrast tutulumu izlendi. Hastanin anamnezi ekokardiyografi ve
MRG goriintiileri beraber degerlendirildiginde mevcut yapilarmn sessiz miyokardit sonras: kardi-
yak doku i¢inde olugmus fibrotik odaklar oldugu diistiniildii. Kitlelerin perikarda yakin olmasi ve
hastanin asemptomatik olmasi nedeniyle biyopsi planlanmadi. 2 yillik takipte lezyonlar stabil bo-
yutlarda kalip, herhangi bir sikayeti olmadi. Heathlie ve ark. alkol kullanan bir olguda sol ventrikiil
bazalinde yag infiltrasyonu gostererek, alkol alimimin miyokarda yag infiltrasyonunun bir nedeni
oldugunu ileri siirmiiglerdir. Yine Bucciarelli-Ducci ve ark. Sol ventrikiil mid- inferior duvarinda
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etiyolojisi belli olmaksizin yag infiltrasyonu oldugunu diisiindiikleri bir olgu bildirmislerdir. Bizim
hastamizda MRG bulgularinda bu olgulardan farkli olarak; lezyonlar miyokart dokusunda net ayrit
edilmis ve ge¢ kontrast sekanslarda sol ventrikiilde perikarda yakin konumda noduler kontrast
tutulumu izlenmistir. Bu bulgular nedeniyle lezyonlarin fibrotik doku ile uyumlu oldugu ve etiyo-
lojinin ise sessiz miyokardit olabilecegi diisiiniilmiistiir. Rastlantisal olarak saptanan, radyolojik ve

klinik 6nemi net olarak bilinmeyen intrakardiyak kitleler degerlendirilirken ilk tercih edilen goriin-
tilleme yontemi ekokardiyografidir. Kardiyak MRG ile noninaviziv olarak doku karakterizasyonu
daha iyi ayirt edilmektedir. Bu nedenle patolojik tanmnin miimkiin olamadig: yada riskli oldugu
hasta grubunda etiyoloji belirlenmesinde giivenilir yardimei bir yontemdir.

Sekil 1. Ekokardiyografide parasternal kisa aksta bazal kesitlerde inferior, mid kesitlerde inferolateral, pa-
rasterenal uzun aksda posterior duvarda perikarda yakin hiperekojen plaklar.

Sekil 2. Kardiyak MRG’de TV kontrast sonrasi alinan ge¢ kontrast sekanslarda sol ventrikiil bazal seg-
ment inferior duvarda ve midventrikiiler segmentte inferolateral duvarda perikarda yakin yerlesimli noduler
kontrast tutulumu.
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A case of right aortic arch, Kommerell diverticulum
and aberrant left subclavian artery

Fiisiin Helvact,' Nihal Tefik,' Onur Baydar,' Yilmaz Zorman,*
Auf Akgevin,? Saide Aytekin,' Vedat Aytekin'

Department of Cardiology, Ko¢ University Hospital, Istanbul
Department of Cardiovascular Surgery, Kog University Hospital, Istanbul

Introduction: Diagnosis of a congenital vascular anomaly in an asymptomatic patient requires
attention. A substantial number of anomalies are detected incidentally. On the other hand the under-
estimation of risks would result with some unpredictable endpoints. This rare congenital anomaly
has great importance in terms of risks such as possible dissection and rupture. We decided to
present this case to remind a very rare condition which may carry unpredictable risks and effect the
therapeutic strategy and to remind also that carrefull evaluation of a patient for this kind of riskfull
conditions may be lifesaving.

Case Report: A 54-year-old male patient with diagnosis of hypertension, had embolic stroke and
i.v. thrombolytic therapy a month ago. While the source of embolism was beeing investigated in
the Neurology Clinic, the patient was transferred to the Coronary ICU due to atrial fibrillation with
high ventricular rate and frequent non-sustained ventricular tachycardia attacks. Echocardiography
revealed EF 60%, left ventricular hypertrophy (IVS: 13 mm PW: 13 mm), dilated left atrium (42
mm) and left ventricular diastolic dysfunction. Normal sinus rhythm was achieved with potassium
replacement + i.v. metoprolol+ i.v. amiodarone infusion. In coronary angiography; right aortic
arch, slow flow in all coronary arteries and side branch disease were detected. We decided to fol-
low up with anticoagulant and anti-ischemic therapy. There was a right aortic arch, a Kommerell
diverticulum (30 mm x 51 mm) with mild compression on the trachea and compression on the
esophagus and aberrant left subclavian artery in the thorax CT. No further arrhythmia episodes
were observed during the follow-up period.

Discussion: The incidence of right aortic arch, Kommerell diverticulum and aberrant left subcla-
vian artery coexistence is extremely rare (between 0.04% and 0.4%). Symptoms of dysphagia due
to esophageal compression, stridor due to tracheal compression and dyspnea due to the presence
of aberrant subclavian artery may be accompanied by the finding of a difference in blood pressure
between the right and left upper extremities. Interventional procedures for this kind of congenital
anomalies, prone to complications, such as dissection and rupture. Following the diagnosis, deter-
mining the dimensions of the diverticulum and the severity of compression signs are essential to
make decision for intervention and to prevent complications. Because increased risk of dissection
and rupture are related to the Kommerell diverticulum’s size and coexistence of right aortic arch.
In our case, the dimensions of Kommerell diverticulum were appropriate for surgical or hybrid
intervention. So we have planned the proper treatment option for him.
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Figure 1. A case of right aortic arch, Kommerell diver-
ticulum and aberrant left subclavian artery.

Figure 2.
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Rekiirren mitral kapak vejetasyonu: Cerrahi mi medikal mi?
frem Oktay, Sefa Tatar, Ahmet Liitfii Sertdemir, Hakan Akilli
Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Arabilim Dali, Konya

Kalbin endokardiyal yiizeyinde ortaya ¢ikan infektif endokardit (IE), nadir goriilmesine kargin,
yol agtig1 morbiditeler ve yiiksek mortalite hizi nedeniyle halen Gnemini koruyan bir infeksiyon
hastahigidir. Gelismis iilkelerde yapilmig epidemiyolojik calismalarda yaklasik 6/100 000 olan iE
sikliginin son yillarda arttig1 ve IE’nin, sepsis, pnémoni ve intraabdominal infeksiyonlardan sonra
yasamui en ¢ok tehdit eden 4. infeksiyon oldugu goriilmiistiir. Tan1 ve tedavi siireci gelisebilecek
komplikasyon morbidite ve mortalite agisindan 6nemli olmakla birlikte ¢cogu vaka Covid 19 pan-
demisinin oldugu bu dénemde nitekim atlanabilmekte ve ge¢ tan1 almaktadir. Biz de bu yazimizda
Covid 19 6n tanist ile takip edilen ve tanida geg kalinan rekiirren IE vakamizi anlatmayi amagladik.
Miyelofibrozis 6n tanisiyla dahiliye tarafindan tetkik edilen ve kardiyak hastalik Sykiisti olmayan
38 yasinda erkek hasta rekiirren atesleri olmasi ve nefes darlig1 nedeniyle ovid 6n tanisi ile enfek-
siyon hastaliklari tarafindan takibe alinmig. Bilgisayarl torax tomografisi coronaviriis a¢isindan
diisiik siipheli olsa da hastada pnomoni 6n tanisi olmasi tizerine genis spektrumlu antibiyoterapi
baglanmis. Takibinde kan kiiltiiriinde streptococus sangius iiremesi iizerine IE agisindan tarafimiza
damigildi. Hemodinamisi stabil olan hastada ates 38.5, c-reaktif protein (CRP) 153, sedim 70 olma-
s1 lizerine transtorasik ekokardiyografi yapildi, siipheli vejetasyon nedeniyle yapilan transozefagi-
al ekokardiyografide (TEE) 3.7#2.2 cm? ebatlarinda vejetasyon izlendi ve ciddi mitral yetmezlik
saptand (Sekil 1-3). Kalp damar cerrahisi tarafindan opere edilen hastaya postop donemde 42 giin
Tigesiklin ve meropenem tedavisi devam edildi. 42. giinde yapilan TEE’ de vejetasyon saptanmasi
iizerine hastaya yeniden cerrahi planlandi ancak redo cerrahi riski nedeniyle hastanin operasyonu
kabul etmemesi iizerine medikal tedaviye vankomisin eklenerek 14 giin daha tedaviye 3’ lii devam
edildi (Sekil 4). 14 giin sonra yapilan TEE’ de vejetasyon saptanmayan hasta taburcu edildi (Sekil
5). Protez kapak endokarditi (PVE) tiim IE vakalarmin yaklagik %10 ile %30’unu teskil eder.
Kapak replasmanindan sonra PVE insidans: yaklasik 1 yilda %1-3 ve 5 yilda %3-6’dir. Covid 19
pandemisinin devam ettigi bu siirecte ates sikayeti ile covid on tanisi alan hastalarda IE olabilecegi
her zaman akilda tutulmali gerekli tan1 yontemlerine bagvurulmalidir. Covid siiphesi ile geciktirile-
bilen her IE vakast komplikasyonlara, rekiirrenslere neden olabilmekte ve pek tabi mortalite sebebi
olmaktadir. Geng hastalarda nadir beklenen bir hadise olmasina ragmen IE siklig1 covid pandemi
doneminde de 6nemli mortalite ve morbidite sebebi olmaya devam etmektedir. Bizim hastamiz
yeterli doz ve siirede antibiyoterapiye ve efektif INR diizeyine ragmen rekiirren vejetasyon tespit
edilmesiyle diger endokardit vakalarindan ayrilmaktadir.

Sekil 3. Sekil 4.

Sekil 5.
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Incremental value of multimodal imaging in the evaluation
of complicated prosthetic valve endocarditis

Ahmet Giiner, Alkim Atesli, Hicaz Zencirkiran Agus, Ali Kemal Kalkan, Gamze Babiir Giiler
Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

A 47-year-old male patient was admitted to our hospital with complaints of fever (38.3°C), palpi-
tations, chills, and weakness. He had undergone surgical graft interposition repair of the ascending
aorta and aortic valve replacement (AVR) (No. 19; St. Jude Medical Inc., USA) for bicuspid aortic
valve, severe aortic stenosis and ascending aortic aneurysm 2 years earlier. Laboratory tests indi-
cated high erythrocyte sedimentation rate and elevated white blood count and C-reactive protein
levels. Although echocardiographic examination of the patient was normal 2 months ago, there
was a high clinical suspicion for prosthetic valve endocarditis (PVE). Echocardiographic examina-
tion including transesophageal echocardiography indicated a pseudoaneurysm formation around
AVR and thickness around the ascending aorta conduit graft which was compatible with abscess
formation (Fig. 1A-D). Computed tomography angiography (CTA) and 18F-fluorodeoxyglucose
positron emission tomography / computed tomography (18F-FDG PET/CT) scan were performed.
18F-FDG PET/CT scan revealed findings consistent with PVE and a peritube abscess (peritube
FDG uptake (SUVmax 15.4)) (Fig. 1E, F). Moreover, CTA showed a high density-abscess start-
ing at the level of the aortic valve and surrounding the aortic graft and three pseudoaneurysms
sacs sized 10x19x16 mm, 24x14x24 mm, and 9x16x20 mm, just below the level of the aortic
valve which was associated with the left ventricular outflow tract (Fig. 2). The evaluation of the
patient confirmed two major and three minor modified Duke criteria, indicating clearly endocar-
ditis. Target antibiotic therapy (vancomycin, gentamicin and rifampicin) was administered and
Staphylococcus aureus was determined to be present in triple-positive blood culture growth. Early
surgery of patient with complicated PVE (such as valve regurgitation, vegetation and dehiscence
or paravalvular abscess/fistula) is considered beneficial by expert opinions and major cardiovas-
cular guidelines. Hence, the patient was operated on the 6th day of admission and died (groove
rupture) during surgery. In this case report, we focused mainly on three imaging modalities in-
cluding echocardiography, CTA and 18F-FDG PET / CT and showed their role in the assessment
of complicated PVE.

Figure 1.

Figure 2.
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Incremental value of multimodality imaging for an endomyocardial
fibrosis with right ventricular involvement

Ahmet Giiner,' Cagdas Topel * Fatih Uzun,' Ezgi Giiltekin Giner,'
Mehmet Ertiirk,' Gamze Babiir Giiler'

'Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

Department of Radiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

A 29-year-old male patient visited our clinic for a regular check-up. His medical history revealed
deep vein thrombosis, upper intestinal bleeding and parasitic infection. He denied travel outside
of the Turkey, known drug allergies and use of illicit drugs, smoking, alcohol, or family history of
cardiac problems. The physical examination was unremarkable and there were no signs of heart
failure. An electrocardiography indicated atrial flutter with a heart rate of 115 (Fig. 1). Labora-
tory studies revealed normal electrolytes, kidney function, liver function. His BNP was slightly
elevated at 225 pg/mL (normal <125 pg/mL). Transthoracic echocardiography (TTE) and trans-
esophageal echocardiography (TEE) showed normal left ventricular size and function with sig-
nificant obliteration of right ventricular (RV) cavity, abnormally enlarged right atrium (RA) with
intense spontanous echo contrast, morphological and functional normal tricupid valve (Fig. 2), At
this point; Ebstein’s anomaly, EMF, cardiac metastasis or primary cardiac tumor were considered.
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There were no pathological findings in hematology (3% eosinophils), rheumatology, oncology and
pediatric cardiology examination. For more detailed evaluation, cardiac computed tomography
(CCT) and magnetic resonance imaging (MRI) were performed. CCT confirmed the obliteration of
the right ventricular cavity and the enlargement of the RA (Fig 3A). MRI better defined the restric-
tive physiology pattern with RV apical obliteration due to fibro-thrombotic thickening, RV apical
notch, markedly dilation in the RA (Fig. 3B). Late enhancement imaging 10 min after infusion of
gadolinium showed a subendocardial hyperenhancement suggesting the presence of endomyocar-
dial fibrosis (Fig. 3C). The patient was suspected of EMF. According to the definitive diagnostic
criteria previously described by Mocumbi et al, the patient had 3 major and 2 minor criteria. There-
fore, a definitive diagnosis of EMF was made. Endomyocardial biopsy was planned from RV but
could not be performed because of patient’s refusal and high risk of ruptured of the RA. The patient
was discharged uneventfully and did well during five months.

Figure 1.

Figure 2.

Figure 3.
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Sol atriyal leiyomyosarkom

Neryan Ozgiil.! Emrah Acar,' Elif ilkay Yiice?
!Giimiishane Devlet Hastanesi, Giimiishane

2Corlu Devlet Hastanesi, Kardiyoloji Klinigi, Tekirdag

Olgu Sunumu: Kirk bir yaginda bayan hasta acil servise 1 aydir progrese dispne tanisi ile bas-
vurdu.Yapilan tetkiklerinde c-reaktif protein negatif saptanan bilgisayarli tomografisinde (BT)
akcigerinde kardiyak yiiklenme bulgular: olan ve sol atriumda (LA) pulmoner ven ile iliskisi net
olarak segilemeyen 43x37 mm boyutlarinda kitlesi olan hasta ekokardiyografi (EKO) i¢in kardi-
yolojiye konsulte edildi. Yapilan EKO sunda sol atriumu tamamen dolduran Kitlesi olan hastaya
kitle lokasyonunu daha net tanimlamak icin transézofageal eko (TEE) yapildi. TEE de sol atriumu
tamamen dolduran posterolateral yerlesimli hastada diisiik debi klinigi olusturan bir miktar mit-
ral kapak acilimin da etkileyerek hafif mitral yetmezligine neden olan 30x26 mm ¢aplarinda 6n
planda miksomay: diisiindiiren kitle izlendi. Hastaya kardiak MR ¢ekildi. MR raporunda da 34x24
mm ebatli T2A gériintiilerde hipointens T1A goriintiilerde hiperintens postkontrast goriintiilerde
kontrast tutulumu gostermeyen LA posterolateral duvarindan kaynakli kitle 6n planda trombiis ola-
rak degerlendirilmekle birlikte sol atriyal miksoma ayiric1 tanisi yapilmalidir seklinde raporlandi.
Hasta kitle eksizyonu igin kalp damar cerrahisine refere edildi. LA'nin posterolateral duvarindan
kaynakli pulmoner venlerle iliskisi olmayan kitle eksize edildi. Kitle eksizyonu sonrasi patoloji ra-
poru; makroskopik olarak 4.5x4x3.5 cm boyutlarinda diizgiin sinirly, kapsiillii, kesiti parlak, beyaz
miksoid 6zellikte tiimoral kitle; mikroskopik olarak az diferansiye grade 3 leiyomyosarkom olarak
raporlandi. Cerrahi sonrasi hasta, LA da derin kazinti seklinde diseksiyon yapildigi i¢in coumadi-
nize edildi ve hastaya asetil salisilik asit baglandi. Operasyon sonrasi 2. haftada EKO kontroliine
gelen hastada eksizyon bolgesine uyan alanda 2.1x1.5 cm lik 6n planda hematom oldugu diistini-
len yeni bir kitle gozlendi. Birer hafta ara ile yapilan EKO kontrollerinde bir miktar kii¢tilmekle
birlikte efektif INR ye ragmen mevcut kitlenin postoperatif sebat ettigi gozlendi. Hastaya baska
bir merkezde yapilan MR da 2x1.5 cm boyutlarinda ve hemen yaninda daha kiiciik bagka bir kitle
de izlenen 2 adet lezyon saptandi. Hastaya olasi metastaz agisindan torakoabdominal BT ve PET-
BT yapildi. Metastaz saptanamayan hastaya 2. bir kardiak cerrahi karar1 alindi. Cerrahi sonrasi
patoloji raporu yine leiyomyosarkomla uyumlu gelen hastada ilk cerrahi yetersiz eksizyon olarak
diisiiniildii. Postoperatif 1. ay kontroliinde PET-BT ve kardiyak MR 1nda reciirrens izlenmeyen
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hastanin postoperatif 6. ay kontroliinde de EKO ve kardiyak MR inda yeni kitle saptanmadi. Hasta
asemptomatik olarak takip edildi.

Sonug: Primer kardiyak leiyomyosarkomlar nadir goriillen malign tiimérler olup sik reccurrens
ve lokal invazyon ile agresif seyirli olma 6zelligindedir. Cerrahi ¢ogu zaman palyatif amagh olup
ortalama survi 6-12 ay civarindadir.

Sekil 1. Kardiyak MR: Sol atriyal leiyomyosarkom.

Sekil 2. Makroskopi: Sol atriyal miksoma.

Sekil 3. TEE: Sol atriyal miksoma.
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A dangerous foe: Left atrial rhabdomyosarcoma

Deniz Mutlu,' Baris ikitimur,' Suat Nail Omeroglu,? Nil Comunoglu,?
Kardelen Ohtaroglu Tokdil,' Eser Durmaz,' Bilgehan Karadag,' Zeki Ongen'

'Department of Cardiology, Istanbul University Cerrahpasa Faculty of Medicine, Istanbul
Department of Cardiovascular Surgery, Istanbul University Cerrahpasa Faculty of Medicine,
Istanbul

*Department of Central Laboratory, Istanbul University Cerrahpasa Faculty of Medicine, Istanbul

Introduction: Cardiac rhabdomyosarcoma is a rare tumor classified as a primary malignant neo-
plasm of the heart. We aimed to present a case who developed signs and symptoms of heart failure
(HF) due to left atrial (LA) invasion of the cardiac rhabdomyosarcoma.

Case Report: A 42-year-old female was admitted to cardiology clinic for exertional dyspnea and
history of recent pulmonary edema. Her prior medical history was unremarkable and had no family
history of cardiac disease. On evaluation, the patient had dyspnea and orthopnea. On physical
examination her vital signs were within the normal range. Auscultation of lung fields revealed in-
spiratory rales on the left lower zone. Her ECG showed normal sinus rhythm. Transthoracic Echo-
cardiography (TTE) demonstrated normal LV wall motion (Ejection fraction was 60%), moderate
mitral regurgitation, and suspicious mass in LA. Subsequently, transesophageal echocardiography
was performed and a 24x11 mm non-mobile mass was detected in the posterior wall of the LA
which extended through and seemed to involve the interatrial septum (IAS) (Figure 1). After the
surgical consultation, the patient was operated for removal of the mass. The pathological diagnosis
showed desmin and caldesmon positive spindle cells with eosinophilic cytoplasm and fascicular
pattern which was consistent with rhabdomyosarcoma. A control TTE performed in early postop-
erative period revealed no residual mass lesion in left atrium, however a left-to-right shunt was
observed through an approximately 10 mm sized defect in the posterior part of the IAS (Figure 2).
Decision to follow the patient medically was made since no immediate untoward hemodynamical
effects of the shunt were observed. Upon the oncology consultation, chemo and radiotherapy were
planned. Dyspnea complaint did not recur in the patient who is in the seventh month of follow-up.
Reconstruction of the IAS will be decided according to the response to oncological treatment.
Discussion: We present a case who experienced HF symptoms as a complication of LA rhabdo-
myosarcoma. Primary cardiac tumors constitute a minority of the all cardiac tumors with a reported
incidence of 0.0017% to 0.28%. Twenty-five per cent of all primary cardiac tumors are malignant
such as the rhabdomyosarcoma. These neoplasms can cause arrhythmias, chest pain, pericardial
effusion and due to their transmural invasion capacity, pericardial tamponade. Alternatively, they
can cause symptoms of heart failure as described in the present case, due to the obliteration of the
cavities such as LA, or obstruction of vessels and valves. Surgery, chemo and radiotherapy are
among potential treatment modalities. In our patient surgery and radiotherapy followed by che-
motherapy were utilized. We detected an IAS defect as a complication the tumor excision surgery
which will be addressed according to the clinical course in terms of response to systemic therapy.

n X T
Figure 1. Preoperative Transeusophageal Echocardiogram. Left figure: Arrow
shows the tumour tissue in left atrium. Right figure: Asterisks show tumor in-
vasion to interatrial septum.
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Figure 2. Postoperative Imaging Modalities. Upper Left: Postoperative transthoracic echocardiogram
(TTE) shows iatrogenic atrial septal defect. (ASD). Upper right: Postoperative transeusophageal echocar-
diogram (TEE) shows left to right shunt in interatrial septum (IAS). Lower middle: 3D reconstriction of
iatrogenic ASD with postoperative TEE.
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Cardiac hydatid cyst: Increased awareness is essential

Vedat Cicek, Emre Yalginkaya, Mehmet Seker, Selami Dogan, Siiha Asal,
Sahhan Kilig, Behruz Kenan, Samet Yavuz, Ahmet Liitfullah Orhan

Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

Introduction: Hydatid cyst (HC) is a parasitic disease that is caused by the larval form of Echino-
coccus granulosus. Cardiac involvement is rare and comprises about 0.5-2% of human hydatidosis.
HC causes displacement of the coronary vessels, rhythm disturbances and mechanical interference
with the atrioventricular valves and ventricular function. The aim of this study is to report the
presentation and management of such a rare cardiac disease.

Case Report: A 45-year-old farmer man was presented to the cardiology outpatient clinic with
dyspnea. He was suffering from progressive exertional dyspnea for 2 months. In transthoracic
echocardiography, there was large cyst attached to the posterior LV wall (Figure 1). Further as-
sessment was done by cardiac computed tomography scan. Cardiac CT confirmed a 37x33 mm
calcified cystic mass in posterior wall (Figure 2). Abdominal CT scan showed a calcified multipl
cystic lesions in the liver. Albendazole 400 mg/PO every 12 h was started and the patient was
referred for cardiac surgery.

Conclusion: Left ventricle HC can mimic LV aneurysm and it should be one of differential diag-
nosis of cystic cardiac lesions in endemic areas. Increased awareness is essential, amongst cardiac
physicians and diagnosticians. In endemic areas, suspicious cystic lesions should be dealt with
carefully and rapid diagnosis should be made using different imaging modalities followed by early
pharmacological and surgical management. Whereas echocardiography is simple and useful in the
diagnosis of cardiac hydatid cysts, computed tomography and MRI provide further information,
such as morphologic features, the extent and anatomic relationships of the cysts.

Figure 1. Large cyst attached to the
posterior LV wall in transthoracic
echocardiography.

Figure 2. Calcified cystic mass in left ventricular posterior wall
in cardiac CT.
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Intrakardiyak kitle: mitral aniiler kazeoz kalsifikasyon
Gorkem Yildiz, Aysegiil Ulgen Kunak, Tolga Kunak

T.C S.B Antalya Kepez Devlet Hastanesi, Kardiyoloji Klinigi, Antalya

Mitral aniiler kazedz kalsifikasyon, mitral aniiler kalsifikasyonun(MAK) nadir bir formudur. Cok
fazla bilinmedigi icin intrakardiyak tiimor, abse, vejetasyon ve trombiis ile karigabilmektedir. Ge-
nellikle tedavi gerekmemektedir. Goriintiileme yontemleri ile tani konulabilmesine karsin bazi
hastalarda gereksiz tetkik ve tedavilere neden olmaktadir. Bu olguda, gastrointestinal kanama
etiyolojisi aragtirihirken kardiyak iifiiriim tespit edilen ve yapilan ekokardiyografi ve bilgisayarl
sonucunda saptanan mitral aniiler kaze6z kalsifikasyonunu sunmaktay1z.

Sekil 1. Apikal 4 bosluk ve parasternal kisa aks 2 boyutlu transtorasik ekokardiyografide (2-D TTE) (A
ve B) posterior mitral liflet bazaline tutunan diizensiz ekodens kitle, merkezinde ekolusen alan ¢evresinde
kalsifikasyonlar mevcut (Sar1 oklar). LV, sol ventrikiil; LA, sol atriyum; RA, sag atriyum.
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Sekil 2. Kisa aks kontrastli ve kontrastsiz 64-kesit bilgisayarli tomografi (BT)’de (A ve B) yiiksek dansiteli

¢ift katmanli (diisiik dansiteli merkez ve yiiksek danisteli kabuk) kitle (sar1 oklar), mitral aniiler kazetz
kalsifikasyon tanisini dogruluyor.
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Ekokardiyografide sol atriyal kitle ayirici tanisi
Halil ibrahim Biter. Sinem Cakal, Ziya Apaydin, Mehmet Mustafa Can

Haseki Egitim ve Arasgtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

80 yasinda kadin hasta halsizlik, istahsizlik, epigastrik agr1 hemoglobin degerlerinde diisme ile da-
hiliye klinigine bagvurmus. Hastanin bilinen hipertansiyonu mevcuttu. Aterosklerotik kalp hastali-
g1 oykiisii yoktu. Medikasyon olarak amlodipin 10 mg 1*1 kullaniyordu. Hastaya anemi etyolojisi
ayirict tanisi i¢in gastroskobi+ kolonoskobi planlanarak kardiyolojiye konsulte edildi. Hastanin
EKG’si normal siniis ritminde idi. Alinan anamnezde atriyal fibrillasyon dykiisiine rastlanmadi.
Hastanin yapilan Transtorasik Ekokardiyografisinde sol atriyum iginde dig1 solid, igi kistik yapida
kitle imaji izlendi. kitle imajinin mitral kapak i¢inde hareketli oldugu izlendi. Sol atrryal mixoma?
Rabdomiyosarkom? Sol atriyal apendiks anevrizmasi?, Perikardiyal kitle? 6n tanilarini kesinles-
tirmek igin Transozefageal Ekokardiyografi (TOE) planlandi. TOE’de kitlenin intrakardiyak olma-
dig1, perikard diginda seyrettigi solid kisminin sol ventrikiile kistik kisminin ise sol atriyuma bast
yaptig1 goriildii. cekilen toraks BT de kitlenin paradzefageal hiatal herni oldugu ve Transtorasik
Ekokardiyografide (TTE) posteriordan yansimaya neden olarak intrakardiyak kitle imaji verdigi
saptandi. Bu nedenle TTE’de intrakardiyak kitle goriildiigiinde, mutlaka TOE ile ayirici tan1 ya-
pilmali. TOE’de extrakardiyak kitle goriildiigiinde paraozefageal hiatal herni de akla getirilerek
hastanin Torax BT goriintiilemesi yapilmalidir.

Sekil 1. Transtorasik ekokardiyografide mit-
ral kapak icinde girip ¢ikan ici kistik disi
solid kitle goriintimii.

Sekil 2. Transozefageal ekokardiyografide sol atri-
yuma disardan basi yapan extrakardiyak solid kitle
gortintimii.

Sekil 3. Transozefageal ekokardiyografide int-
rakardiyak kitle olmadiginin goriintiilenmesi.

Sekil 4. Torax BT de sol atriyum ve ventrikiile disar-
dan basi yapan paraozefageal hiatal herni goriintiisii.
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Covid golgesinde bir infektif endokardit vakasi
frem Oktay, Sefa Tatar, Nergiz Aydin, Ahmet Liitfii Sertdemir, Yakup Alsancak

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

infektif endokardit (IE) intrakardiyak yapilarin endotelyal yiizeylerinin mikrobiyal enfeksiyonu
neticesinde ortaya cikan ve tedavi edilmedigi takdirde 6liimciil olabilen bir hastaliktir.Gelismis
iilkelerde yapilmig epidemiyolojik ¢aligmalarda yaklasik 6/100 000 olan IE sikligmin son yillarda
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arttigr ve IE’nin, sepsis, pndmoni ve intraabdominal infeksiyonlardan sonra yagami en ¢ok tehdit
eden 4. infeksiyon oldugu goriilmiistiir. Stafilokokkal tiirler ana sebep olan organizmalardir ve kan
yoluna enfekte santral vendz katater, arteriovendz kateter, arteriovendz graft veya arteriovendz
fistiiller yoluyla bulasir. Yerlesik venoz kateterlerin enfeksiyon oranlar1 en yiiksektir ve ciddi me-
tastatik komplikasyonlar ile iligkilidirler. Bizde bu vakamizda Covid 19 6n tanist ile takip edilen
intravenoz kateteri olan hemodiyaliz hastasinda korona enfeksiyonu ekarte edildikten sonra tespit
edilen IE’de tan1 ve tedavi siirecinin korona enfeksiyonu siiphesinde nasil yol aldigini anlatmay:
amagladik. Bilinen diabetes mellitus, hipertansiyon, kronik bobrek yetmezligi olan 71 yasinda er-
kek hasta 5 giin 6nce ates, oksiiriik, istahsizlik, nefes darlig sikayeti ile acil servise bagvurmus.
Mevcut semptomlar varliginda hasta covid 6n tanisi ile covid servisine yatirilmig. Covid testleri
negatif gelen ve bilgisayarli toraks tomografisinde akcigerde multipl septik emboliler ve kaviter
akciger lezyonu olmasi, atesi 38 derece, C-reaktif protein (CRP) 189, prokalsitonin 1.52 olan has-
ta katater enfeksiyonu 6n tanisiyla nefroloji servisine yatirilmig (Sekil-1). Takibinde antibiyotik
yaniti olmayinca ve kan kiiltiiriinde de stafilokokkus aereus iiremesi iizerine tarafimiza enfektif
endokardit 6n tanisiyla danigildi. Transtorasik ekokardiyografide (TTE) trikiispit kapak lateral le-
aflet tizerinde vejetasyon ile uyumlu siipheli imaj izlendi.Yapilan transozefajial ekokardiyografide
(TEE) trikiispit kapak lateral leaflet iizerinde 2.0%1.2 cm? ebatlarinda vejetasyon ile uyumlu imaj
izlendi (Sekil 2-3). Vejetasyon boyutunun 1 cm ‘den biiyiik olmasi ve septik embolileri nedeniyle
kalp damar cerrahisi tarafindan operasyon planlandi. Embolizasyon IE’nin sik bir komplikasyo-
nudur. Beyin ve dalak sol taraf IE’de en stk embolizasyon alani iken septik pulmoner emboli sag
taraf [E’de yaygindir. Vakamizda da trikiispit dogal kapak iizerinde vejetasyonun saptanmast septik
pulmoner emboliyi desteklemektedir ve cerrahi endikasyon olusturmaktadir. Nitekim iilkemizin
ve pek tabi diinyamizin i¢inde bulundugu Covid 19 pandemisinin oldugu bu dénemde IE semp-
tomlarindan en 6nemlisi olan ates, Covid 19 enfeksiyonu icin de tipik bir semptom olmaktadir.
Risk faktorleri bulunan hastalarda IE tanisi atlanabilmekte tani ve tedavi gecikebilmektedir. Risk
faktorleri olan bireylerde, Covid 19 testleri ile korona enfeksiyonu ekarte edildikten sonra, ge¢
kalmadan IE ayirici tanisina gidilmeli ve bu hastalarda {E 6n tanisi her zaman akilda tutulmalidir.

Sekil 3.
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A rare cause of syncope: Apical biventricular hypertrophic
cardiomyopathy complicated by atrial flutter

Tufan Cinar, Siiha Asal, Mert ilker Hayiroglu, Niirgiil Keser, Ahmet Liitfullah Orhan
Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

A 62-years-old male patient was admitted to our emergency service with symptom of palpitation
and syncope attack. The patient’s palpitation developed about 6 hours prior, and he had a brief pe-
riod of syncope attack following palpitation. On medical history, the patient had only mild chronic
obstructive pulmonary disease. The patient did not have any family history of cardiomyopathy. The
patient had tachycardia, irregular pulse, and blood pressure of 130/80 mmHg on physical exam-
ination. No pathological findings were present on neurological examination. Electrocardiography
(ECG) revealed an atrial flutter (AFL), left axis deviation, and ST segment depression along with T
wave negativity on the leads I, aVL, and V4-V6. Two-dimensional transthoracic echocardiography
examination showed an isolated hypertrophy located at the left (LV) and right ventricular (RV)
apex with sparing the interventricular and posterior septum (Figure 1, Video 1-2). Despite the treat-
ment with IV amiodarone, normal sinus rhythm was not restored. Therefore, the patient was sched-
uled for electrical cardioversion. After two failed attempts of 125J and 2001 of direct cardioversion,
sinus thythm was obtained by 275J biphasic cardioversion. Coronary angiography revealed normal
coronary arteries. A cardiac magnetic resonance imaging (MRI) study was performed to confirm
diagnosis. On cardiac MRI examination, the four-chamber long-axis view showed a clear illus-
tration of apical hypertrophy both on the LV and RV apex with sparing the interventricular and
posterior septum (Figure 2, Video 3). Also, there was no thrombus formation and involvement of
interventricular and posterior septum of both ventricles in a two-chamber short- and long axis view
in cardiac MRI (Figure 3A-B, Video 4-5). Among hypertrophic cardiomyopathy (HCMP) cases,
the RV involvement is usually in diffuse character and, it is found approximately 30% of such
cases. However, as shown in our case, both the LV and the RV showed a typical apical hypertrophy
pattern and sparing the interventicular and posterior septum, which is an extremely rare clinical
entity. In addition, to the best of our knowledge, this might be the first case of adult patient who
had a very clear demonstration of apical biventricular HCMP using cardiac MRI. Prior studies
have demonstrated that arrhythmic events are more frequent in patients with apical HCMP than
normal subjects. In particular, atrial fibrillation is the most commonly seen arrhythmia followed
by ventricular tachycardia and AFL. Although the exact relationship between AFL and HCMP is
uncertain, those with AFL were older, male, and had higher burden of comorbidities. In terms of
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clinical perspective, apical biventricular HCMP should be kept in mind when assessing patients
presenting with syncope and AFL even though it is very rare.

Figure 1. Two dimensional transthoracic echocardiog-
raphy image showing a hypertrophy located at the apex
of the left (*) and the right ventricular (#).

Figure 2. A clear illustration of isolat-
ed hypertrophy (yellow arrows) locat-
ed at the apex of both ventricular on a
four-chamber cardiac MRI Abbrevia-
tions: MRI: magnetic resonance image.

Figure 3. (A) A two-chamber short-axis cardiac MRI showing no involvement of interventicular and pos-
terior septum of LV (yellow arrows) and free wall of the RV (white arrow) (B) Still frame from parasagittal
two-chamber cardiac MRI showing no thrombus formation on the LV apex Abbreviations: LA = left atrium,
LV = left ventricular, RA = right atrium, RV = right ventricular, IVS = interventricular septum, PW = poste-
rior wall, MRI: magnetic resonance image.

OB-67

A snake —like quite mobile and huge thrombus in the right atrium
protruding into the right ventricle: A mortal massive pulmonary
thromboembolism

Nuray Kahraman Ay, Aydin Nadir, Erdem Karagop, Nijad Bakhshaliyev, Asim Enhos,
Ahmet Bacaksiz, Mahmut Uluganyan, Nusret A¢ikgoz, Ramazan Ozdemir

Department of Cardiology, Bezmialem University Faculty of Medicine, Istanbul

‘We want to present a case of 65 year old woman with mortal massive thromboembolism caused by
a huge snake- like mobile right atrium thrombus protruding into the right ventricle that revealed by
echocardiography and embolized to pulmonary artery after a few minutes.Cardiogenic shock and
severe right heart failure has become. Angiojet rheolytic thrombectomy performed, but the patient
has died following the procedure.

OB-68

Lokositoklastik vaskiilit ile prezente olan Enterococcus Faecalis’e
bagh mitral kapak endokarditi

Ahmet Cagdas Yumurtas,' Duygu inan,> Ozan Tezen,' Nursen Keles'

'Dr. Siyami Ersek Gogiis, Kalp ve Damar Cerrahisi Egitim ve Aragtirma Hastanesi, Kardiyoloji
Klinigi, Istanbul

*[stanbul Bagaksehir Cam ve Sakura Sehir Hastanesi, Kardiyoloji Boliimii, Istanbul

infektif endokardit yillik insidanst 3-10/100.000 oranindadir. Giincel tami ve tedavi yontemlerin-
deki gelismelere ragmen halen yiiksek morbidite ve mortalite ile seyretmektedir. Tiim endokardit
olgularinin %35-15’inde etken olarak enterokok izole edilmistir. Cogunlukla sol taraf endokarditine
neden olan enterokoklar mitral kapagi aort kapagindan daha fazla tutar; ancak aort kapak endokar-
diti daha yiiksek oranda cerrahi girisim gerektirir. Bu olguda deri dokiintiileri sikayetiyle bagvuran
ve lokositoklastik vaskiilit nedeniyle arastirilirken mitral kapak endokarditi tespit edilen hastanin
tani ve tedavi siirecini inceledik. 63 yas, erkek, bilinen kronik bir hastalik 6ykiisii olmayan hasta 2
aydir devam eden halsizlik, siirekli yorgunluk hali, efor dispnesi ile bagvurdu. Fizik muayenesinde
bilateral 1+ pretibial 6dem, bilateral purpurik dokiintiiler mevcuttu. Hastanin bagvurusunda atesi
36.5°C, HGB:7.7 g/dL, CRP:15.5 mg/dL, sedimentasyon:80, serum kreatinin diizeyi ise 1.14 mg/
dL idi. Dokiintiilerden alinan biyopside lokositoklastik vaskiilit oldugu tespit edildi. On planda
i¢in Henoch-Schonlein Purpurasi/ANCA(+) vaskiilit diistiniilen hastadan immun panel gonderildi.
Takiplerinde atesi 38.4 dereceye kadar yiikselen hastadan kan kiiltiirii alindi. Hastaya ampirik anti-
biyoterapi baglandi. Hastanin kriyoglobulin testi pozitif saptandi. Hastadan alinan kan kiiltiiriinde
Enterococcus Faecalis liremesi olmas iizerine tarafimiza ekokardiyografik agidan degerlendiril-
mek iizere sevk edildi. Hastanin detayli transtorasik ve transozofajiyal ekokardiyografisi yapildi.
Ejeksiyon fraksiyonu %60 olan hastada ileri mitral yetersizligi ile birlikte mitral kapak posterior
leaflet lizerinde 23x16 mm’lik vejetasyon, anevrizma ve siipheli perforasyon, P2 skallopunda ise
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korda riiptiirii izlendi. Enteroccus Faecalis iiremesi olan hastaya ampisilin-sulbaktam ve gentami-
sin tedavilerine devam edildi. Hastaya kalp ve damar cerrahisi ekibi tarafindan mekanik protez
mitral kapak replasmani uygulandi. Hastanin hemodinamik ve laboratuar parametrelerinde iyiles-
me izlendi (Anemisi diizeldi, kriyoglobulin testleri negatiflesti). Post operatif 10. giinde dokiintii-
leri tamamen geriledi. Hasta post operatif 14. giiniinde sifa ile taburcu edildi. Sonug olarak loko-

sitoklastik vaskiilit bulgulari ile bagvuran her hastada malignite, otoimmun hastalik gibi tablolar
akla gelse de endokarditi de mutlaka ayirict tanimiza almaliyiz. Ozellikle bizim vakamizdaki gibi
subakut, klinik bulgular1 endokardit acisindan silik olan hastalarda altta yatan endokardit ihtimalini
diisiinerek hareket etmeliyiz. Taniy1 koyduktan sonra ise ivedilikle tedavi siirecini baglatmaliyiz.

Sekil 1. Mitral kapak iizerindeki vejetasyon. Sekil 2. Mitral kapaktaki vejetasyonun 3D go-

rilintiisii.

Sekil 4. Mitral kapaktaki vejetasyonun 3D go-

Sekil 3. Mitral kapaktaki flail leaflet imaji. riintiisii.

Sekil 5. Mitral kapaktaki 2 farkli ¢ikish yetersiz-
lik jeti.

Sekil 6. Mitral kapaktaki egzantrik jetin farkl
acidan goriintiisii.

Sekil 7. Hastada izlenen bilateral purpurik do-
kiintiiler.

OB-69

Atypical localization of cor triatriatum dexter mimicking atrial
septal defect: Incremental utility of 3D echocardiography

Duygu Geng,' Duygu inan, Can Yiicel Karabay,’ Nursen Keles,® Barig Giingor®

'Department of Cardiology, Merzifon Kara Mustafa Pasa State Hospital, Amasya
’Department of Cardiology, Istanbul Basaksehir Cam ve Sakura City Hospital, Istanbul
‘Department of Cardiology, Dr. Siyami Ersek Chest, Cardiovascular Surgery Training and
Research Hospital, Istanbul

A 48 year-old female patient with a history of mechanical mitral valve replacement presented
with symptoms of dizziness and lightheadedness. A twelve-lead electrocardiogram revealed nodal
rhythm with a rate of 40/mins. Transthoracic echocardiography (TTE) showed normo-functioning
prosthetic mitral valve and an atrial septal defect (ASD) was suspected at color doppler imaging
(CDI) (Figure 1A-B). The diameters of right ventricle, right atrium and inferior vena cava were
in normal range. Transesophageal echocardiography (TEE) showed an intact interatrial septum
without any shunt at CDI. However, a color flow was observed thru a membrane originating from
posterolateral wall extending to IAS next to ostium of inferior vena cava (IVC) (Figure 2A). This
flow was bidirectional occurring both during systole and diastole, generating pressure gradient
between posterior and anterior chambers (Figure 2B). 3D TEE images were acquired and the di-
ameters of the fenestration in the membrane was calculated as 0,8x0,9 cm (Figure 2C). These
findings were compatible with cor triatriatum (CT) dextrum with atypical localization. CT dextrum
is an extremely rare congenital anomaly which results from the persistence of the right sinus valve
of the embryonic heart. Prominent Eustachian valve and Chiari network should be considered in
differential diagnosis of CT dextrum. In our patient, TTE findings were mimicking ASD but after
extensive evaluation with 2D and 3D TEE imaging, CT dextrum was diagnosed. This congenital
abnormality was not associated with any symptoms and the patient was discharged uneventfully
after implantation of a dual chamber pacemaker.
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Figure 1. Parasternal short axis (A) and apical 4-chamber (B) view of 2D TTE. Significant tran-
septal jet flow is seen at IAS with color flow Doppler.

TiS0.3 Mi00

Figure 2. TEE with color Doppler showing false ASD like flow and intact IAS (A). CW Doppler
showing systolic retrograde flow to IVC with mean gradient of 9 mmHg, diastolic antegrade flow
to RA with mean gradient of 8 mmHg (B). 3D TEE showing a circumferential membrane next to
ostium of IVC that has an opening of 0.8x0.9 cm in diameter (C).

OB-70

A rare clinical presentation caused by atrial myxoma:
Right heart failure

Ferhat Dindas,' Sefa Erdi Omiir,? Emin Koyun,' Idris Bugra Cerik'

'Department of Cardiology, Cumhuriyet University Faculty of Medicine, Sivas
2Department of Cardiology, Tokat State Hospital, Tokat

Introduction: Primary heart tumours are rarely seen. Myxomas, which are included in this group
of tumours, are the most common primary benign neoplasms of the heart and approximately 75-
80% of them are found in the left atrium. Symptoms and indications may not be specific.

Case Report: In our case, a 72-year-old female patient, who had complaints of shortness of breath,
pain in the chest and swelling in legs that increased in the last three months. We present a case with
a myxoma in the right atrium with a dimension of 80x60x15 mm attached to the interatrial septum
according to the echocardiographic examination, which clinically shows signs of right heart failure,
almost completely obstructs the right atrium and extends to the right ventricle (Figure 1-3). Ascend-
ing aortic aneurysm was also detected on echocardiography. A right atriotomy was performed to
remove a mass with a dimension of 80x50 mm attached to the secundum septum compatible with
atrial myxoma (Figure 4). The ascending aortic dilatation was then repaired. In the pathological
examination, a gray-white bright patchy hemorrhagic tissue was reported as myxoma (Figure 5).
Discussion: Tumours found in the heart are less than 1% in the general population. The diagnosis
of myxomas is simple and does not require special imaging methods other than two-dimensional
echocardiography. Surgery is the primary treatment method. Pathologies caused by right atrial
myxomas in the tricuspid valve after surgical excision have been reported to be completely revers-
ible. Nevertheless, it is important to follow the valve pathologies caused by myxomas after surgery.

Conclusion: Despite the fact that the right atrial mass obliterating the cardiac chambers was re-
moved by surgery, the valve pathology caused did not regress.

Figure 1. Tumor extending to the right ventricle.

Figure 3. Tumor extending to the right ventricle. Figure 4. Tumor removed from the right atrium.
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Figure 5. Histopathological nature of myxoma.
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Asendan aort anevrizmasinin eslik ettigi sag ventrikiile fistiilize
olan sag koroner arter anevrizmasi olgusu

Yiicel Karaca,' Zeynep Ulutas,” ibrahim Aktas,® Cihan Yetis,' Fatih Giiven,' Necip Ermis'
!Inénii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya
’Elazig Fethi Sekin Sehir Hastanesi, Kardiyoloji Boliimii, Elazig

*Malatya Devlet Hastanesi, Kardiyoloji Klinigi, Malatya

“Inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi Kalp ve Damar Cerrahisi Anabilim
Dali, Malatya

Giris: Koroner arter fistiilleri, bir koroner arter ile bagka bir damar veya kalp odasi arasindaki anor-
mal iletisimden olusur. Konjenital kalp hastalig1 olgularinda, koroner arter fistiilleri prevalanslar
%0.08-0.4 arasinda ve kateterizasyon olgularinda %0.3-0.8 civarindadir. Koroner arter fistiilleri
konjenital olabildigi gibi travma, enfeksiyon ve iyatrojenik hasar gibi nedenlerle de olugabilmek-
tedir. Semptomatik olan hastalarda koroner arter fistiilleri, dispne, anjina pektoris sikayetleri ile
miyokard enfarktiisii, konjestif kalp yetmezligi ve endokardite neden olabilir.

Olgu Sunumu: Yirmi ii¢ yasinda bayan hasta, efor dispnesi sikayetiyle klinigimize bagvurdu. Her-
hangi bir kardiyovaskiiler risk faktorii olmayan hastanin Fizik muayenesinde kan basmeci 120/70
mmHg; nabzi 85 atim/dakika olarak olgiildii. Elektrokardiyogrami normal siniis ritmindeydi, ST
segment ve T dalga anormalligi saptanmadi. Yapilan transtorasik ve transozefagial ekokardiyogra-
fisinde sol kalp bosluklarinda daha belirgin olmak iizere tiim kalp bosluklari dilate, sol ventrikiilde
global hafif hipokinezi izlendi. Ejeksiyon fraksiyonu Simpson yontemiyle %50 olarak ol¢iildii. 4.7
cm olarak 6lciilen asendan aort anevrizmasi ve hafif aort yetmezligi izlendi. Renkli doppler ile aki-
mun izlendigi aortik sag kiispisten sag ventrikiile uzanan fistiil tespit edildi (Sekil 1). Siniis valsalva
anevrizma riiptiirii ve sag koroner arter anevrizmasi 6n tanilariyla yapilan kalp kateterizasyonunda
ekokardiyografide izlenen yapinin anevrizmatik sag koroner arter oldugu ve sag ventrikiile fistii-
lize oldugu tespit edildi (Sekil 2). Kardiyoloji-kalp damar cerrahi konseyinde alinan karar sonrasi
yapilan ameliyatta sag koroner arterin ostiumunun ileri derecede genis oldugu (Sekil 3) ve sag ko-
ronerin anevrizmatik seyredip sag ventrikiile acildig1 goriilerek tani tekrar dogrulandi. Sag koroner
ostiumu kontinii siitur ile kapatildi. Takiben ventrikiilo koroner bileske siitiirlerle kapatildi. Aorta
suprakoroner greft ile sandwich teknigi kullanilarak greft ile replase edildikten sonra sag koroner
artere aorta koroner safen baypass yapildi.

Sonug ve Tartisma: Koroner arter fistiillerinin klinik 6nemi, fistiil segmentinden kan akig miktari-
na, sag ve sol kalp odaciklarinda hacimsel yiike ve koroner ¢alma fenomenine yol a¢ip agmadigina
baglidir. Anevrizma formasyonunun, muhtemelen koroner arterdeki siirekli yiiksek akis nedeniyle,
koroner arter fistiilii olan hastalarinin %14-26’sinda meydana geldigi bildirilmektedir. Cerrahi veya
transkateter miidahale genellikle semptomatik hastalarda endikedir, ancak asemptomatik hastalar
i¢in cerrahi miidahale tartismahdir. Cogunlukla koroner arter fistiilii olan hastalar asemptomatik
seyreder. Semptomatik vakalar da, dispne, anjina pektoris sikayetleri ile miyokard enfark
konjestif kalp yetmezligi ve endokardit goriilebilir. Bu tiir vakalarmn belirlenmesi, bu kompllk“ﬂ-
yonlarin 6nlenmesi i¢in 6nemlidir.

Sekil 1. (A, B) Transtorasik ekokardiyografi- sag koroner arter anevrizmasi (C,D) transézefagial ekokardi-
yografisi- sag koroner arter anevrizmast.
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Sekil 2. (A) Sag koroner arter anevrizmasi (B) sag ventrikiile fistiil (kontrast gegisi).

bl &
Sekil 3. Sag koroner arter anevrizmasi.

OB-72

Bir angina sebebi olarak tek koroner arter anomalileri

Yakup Yal¢in, Emrullah Kiziltung, Mehmet Ridvan Yalgin

Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Olgu Sunumu: Elli bir yasinda kadin hasta son 6 aydir olan atipik vasifta gogiis agrisi yakinmasi
ile poliklinigimize bagvurdu. Ozgegmisinde hipertansiyon, hiperlipidemi, hipotiroidi, fibromiyalji
ve astim tanilar1 olan hasta diltiazem, perindopril+indapamid, atorvastatin, levotiroksin, pregaba-
lin, sertralin ve inhaler tedavi kullanmaktaydi. Fizik muayene, laboratuvar tetkiklerinde anlamli
bulgu saptanmadi. Elektrokardiyografi (EKG), normal siniis ritmi olarak degerlendirildi (Sekil
1). Ekokardiyografide (EKO) anlamli bir patoloji saptanmadi. Efor testi 7.9 mets, iskemik EKG
degisikligi saptanmadi ve iskemi agisindan negatif olarak degerlendirildi. Efor testi sonrasinda
klinik olarak takip edilmesine karar verilen hastanin atipik yakinmalarmin devam etmesi iizerine
hastaya KBTA yapilmasina karar verildi. Anatomik degerlendirmede sag superdominansi izlendi
ve Sol ana koroner arter (LMCA), Sirkumfleks arter (Cx) ve Sol 6n inen arterin (LAD) olmadig:
izlendi. Sag koroner arter (RCA) belirgin ektatik goriiniimde olup sol kalbi besleyen dallar RCA
orijinli oldugu saptandi. Anatomik degerlendirmede intramiyokardiyal veya interarterial seyir ol-
madig1 izlendi (Sekil 2-9). Daha 6nce efor testi yapilmasina ragmen, iskemi varligini daha objektif
degerlendirmek igin sintigrafik inceleme yapildi ve tiim miyokardda normal simirlarda perfiizyon
izlendi. Koroner kalsiyum skoru 0 olan hastanin medikal izlenmesine karar verildi. Hastanin hala
tibbi izlem ile takip edilmektedir.

Tartisma: Koroner arter anomalileri; say1, ¢ikis, seyir ve sonlanim anomalileri ile koroner arter
anevrizmalar seklinde goriilebilir. Koroner arter anomalileri genel popiilasyonda %0.4-1.6 sik-
higinda goriiliir. Tek koroner arter anomalisi (TKAA), tek bir koroner ostiumdan ¢ikan ve tiim
miyokardin koroner kan ihtiyacini kargilayan izole bir koroner arterin bulundugu, olduk¢a nadir
goriilen bir konjenital anomalidir. TKAA, genellikle tesadiifen saptanan, %0.024-0.066 sikliginda
goriilen konjenital bir anomalidir. TKAA, izole olabilecegi gibi koroner arter fistiilii ve bikiispit
aort kapag: gibi diger konjenital anormalliklerle iliskili olabilir. TKAA; koken, dallanma sekli
ve seyrine gore farkli tiplerde siniflandirilir (Tablo 1). Prognoz anomalinin anatomik dagilimina
gore degismektedir. Birgok hastada prognoz oldukca r. Ancak bazi olgularda angina pektoris,
miyokard enfarktiisii, ani 6liim ve kalp yetmezligi goriilebilir. TKAA’nimn klinik 6nemi; 6zellikle
geng insanlarda egzersiz ile iligkili ani 6liime neden olabilmesi ve mevcut aterosklerotik lezyonun
beklenenden ¢ok daha genis miyokard alanini tehdit etmesinden kaynaklanmaktadir. Ani 6liimle
en ¢ok RCA’nin sol TKAA’ dan koken alarak aorta ve pulmoner arter kokleri arasindan seyrettigi
tip iligkili bulunmugtur. Sonug olarak; TKAA’lar nadir goriilen anomaliler olmakla birlikte, hayati
tehdit edici sonuglara neden olmasi sebebiyle; klinik semptomlar, aterosklerotik kalp hastalig var-
1181, koroner anomalinin tipi dikkate alinarak tedavi planlanmalidir.
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Sekil 1. EKG.
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Sekil 2. Tek koroner arter
anomalisi.

Sekil 3. Tek koroner arter anomalisi. Sekil 4. Tek koroner arter

anomalisi.

Sekil 5. Tek koroner arter
anomalisi.

Sekil 6. Tek koroner arter anomalisi. Sekil 7. Tek koroner arter

anomalisi.

Sekil 8. Tek koroner arter anomalisi.

Sekil 9. Tek koroner arter anomalisi.

Tablo 1. Modifiye Lipton Smiflamasi

KOD TANIM
OSTEAL i o
BASLANGIC R Sag koroner siniis kaynakli
L Sol koroner siniis kaynakl
ANATOMIK < .
DAGILIM I Tek koroner arter normal sag veya sol koroner arter seyrini izler.
Tek koroner arter sag veya sol koroner siniisten ayrildiktan sonra
I kontralateral koroner arteri verebilmek igin genis bir transvers
govde halinde kalbin bazalini ¢aprazlar.
Tek koroner arter sa§ siniisten koken alir, gikigtan hemen sonra
III  LAD ve Cx tek bir govdeden degil, ayr1 ayn tek koroner arter
govdesinden gikarlar.
ARTER SEYRI A Biiyiik damarlarin dniinden (sag ventrikiil dniinden)
B Aort ve pulmoner arter arasindan
P Biiyiik damarlarin arkasindan
S Septal tip (interventrikiiler septum {izerinden)
OB-73

Patent foramen ovale tiineli icinde trombiis:

Nadir goriilen kriptojenik inme nedeni

Ziya Apaydin, Sinem Cakal, Mehmet Mustafa Can

Haseki Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Bilinen hipertansiyon, diabetes mellitus veya aterosklerotik kalp hastalig1 Gykiisii olmayan 45 ya-
sinda saghkl kadin hasta, iskemik inme ile norolojiye bagvurmus. Norolojik tetkikler sonucunda
boyun BT anjiografi normal, beyin bt anjiografi normal, ilk beyin diffiizyon MR da sag temporal
lobda subkortikal diizeyde milimetrik boyutlu difiizyon kisitlayan odak mevcuttu (akut lakiiner
enfarkt). Kontrol beyin difiizyon MR da bilateral sentrum semi ovalede inferior ve parietelde sub-
kortikal derin beyaz cevher yerlesimli yer yer birbiri ile birlesen T2A-FLAIR hiperiintens sinyal
artiglari izlendi. Hasta iskemik inme ayirici tanisi igin kardiyolojiye konsulte edildi. Yapilan EKG:
Normal sinus ritmi. Transtorasik Ekokardiyoyografide patoloji saptanmadi. 48 saatlik ritm holterde
atrial fibrillasyon veya aritmi saptanmamasi iizerine hastaya Transozefageal Ekokardiyografi ya-
pildi. Transozefageal Ekokardiyografide Tunnel tip 1 patent foramen ovale (PFO) saptandi. Tunel
uzunlugu 1.5 cm idi. Tunel iginde 0.5%0.3 cm boyutunda mobil trombiis izlendi. Hastaya warfarin
sodyum INR 2-3 olacak sekilde baslandi. Kontrol Transézefageal Ekokardiyografi sonucuna gére
patent foramen ovalenin perkiitan yolla kapatilmasi planlanlanarak hasta taburcu edildi. Geng sag.
likl1 hastalarda iskemik inmede patent foramen ovalenin etyolojik faktor oldugu gergegi bilinme-
sine ragmen, foramen ovale iginde trombiis ¢ok az vakada gosterilebilmistir. Bu nedenle iskemik
inme etyolojisinde PFO kapama karar1 halen tartismal bir konudur. Biz bu vakada tunnel i¢indeki
trombiisii gostererek PFO’nun iskemik inme etyolojisindeki roliinii kanitladik.
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Sekil 1. Atrial apendiks icinde trombiis
izlenmedi.

Sekil 2. Resimde tiinel tip pfo goriilmektedir.

Sekil 3. Tiinel tip pfo i¢inde trombiis.
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Atriyal septal defekt kapama cihazinin malpozisyonuna bagh
gec donem trombiis gelisimi
Selda Murat,' Bektas Murat,2 Gurbet Ozge Mert,* Kadir Ugur Mert'

!Eskisehir Osmangazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Eskigehir
’Eskisehir Sehir Hastanesi, Eskigehir
*T.C S.B Eskisehir Yunus Emre Devlet Hastanesi, Kardiyoloji Klinigi, Eskisehir

Girig: Atriyal septal defekt (ASD) eriskinlerde en sik karsilagilan konjenital kalp anomalilerin-
dendir. Perkiitan girisimle ASD kapatilmasi cerrahiye alternatif olup cerrahi ile karsilagtirilabilir
sonuglar elde edilmistir. Kateter yoluyla ASD kapatma isleminde erken donemde cihaz emboli-
zasyonu, aritmi, trombiis gelisimi gibi komplikasyonlar nadir olarak goriilebilir. Ge¢ donemde
nadiren trombiis olusumu bildirilmistir. Bu olgu sunumunda perkiitan ASD kapatilmas: sonrast
ge¢ donemde disk iizerinde trombiis olusumuna bagh gelisen gegici iskemik atak (GIA) klinigi ile
bagvuran bir olguyu sunuyoruz.

Olgu Sunumu: Elli dort yasindaki erkek hasta kisa siireli, ani gelisen konusmada bozukluk ve
bas donmesi nedeni ile néroloji boliimiine bagvurusunda GIA tanist konuldu. Anamnezinden 2013
yilinda ASD nedeni ile perkiitan kapama yapildigi 6grenilen hasta tarafimiza konsiilte edildi. Has-
taya yapilan Transtorasik ekokardiyografi (TTE) incelemesinde ASD kapama cihazinin sol atriyum
tarafina yerlestirilen diskin inferior segmentinin sag atriyuma malpoze oldugu izlendi (Sekil 1).
Cihaz iligkili olabilecek komplikasyonlarn tespit edilmesi icin hastaya Transdzefageal Ekokar-
diyografi (TEE) planlandi. Yapilan TEE incelemesinde cihazin malpoze olan diskinin iizerinde
trombiis goriiniimii izlendi (Sekil 2). Koroner siniis, pulmoner venler veya kapak leafletlerinde
cihaz iligkili olabilecek herhangi bir obstruksiyon veya embolizasyon bulgusuna rastlanmadi, ayni
zamanda erozyon ve deformasyon bulgusu izlenmedi. Yapilan kontrast ekokardiyografi de belirgin
bir shunt yoktu. Cekilen EKG de ve 24 saatlik holter monitorizasyonda atriyal fibrilasyon, AV blok
gibi bir aritmi izlenmedi. Hastaya antikoagulan baslanmasina karar verildi, warfarin baglanarak
INR degeri 2-3 arasinda tutulacak sekilde doz ayarlamasi yapilarak taburcu edildi.

Tartigma ve Sonug: Bu hastadaki defekt daha 6nce perkiitan yontemle kapatiimistir. Kateter yo-
luyla ASD kapatma isleminde erken donemde cihaz embolizasyonu, aritmi, trombiis geligimi gibi
komplikasyonlar nadir olarak goriilebilir. Endotelizasyonun ilk 6 ayda tamamlandigi bilinen hasta-
larda cihaz iizerinde ge¢ donemde trombiis olusumu son derece nadirdir. flk 6 aylik dsnem diginda
antiagregan veya antikoagulan kullanimi 6nerilmemektedir. Yeni nesil cihaz kullaniminm artmast
nedeni ile trombiis gelisimi de gitgide azalmaktadir. Yapilan bir calismada cihaz diskleri tizerinde
trombiis olugsma siklig1 %0 .4 olarak bildirilmistir. Cihazin veya disklerin iizerinde trombiis olusma-
st istenmeyen ve siklikla beklenmeyen bir durumdur. Ge¢ dénem de kapama cihazi iizerinde trom-
biis gelisimine cihazin uygun teknikle yerlestirilmemesi sebep olabilir. Literatiirde perkiitan ASD
kapatilmasi sonrasi ge¢ déonemde trombiis ile iliskili komplikasyonlara nadir rastlansa da ozellikle
tromboembolik olay geciren ve cihaz malpozisyonu olan hastalarda trombiis gelisebilecegi ve bu
agidan dikkatli olunmasi gerektigi akilda tutulmalidir.

TISOS Mi12 Tis02 mios

Sekil 1. ASD kapama cihazinin TTE ile goriintiisii. Sekil 2. ASD kapama cihazimin TEE ile goriintiisii.
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Kuadrikiispit aort kapak: Nadir bir konjenital vaka

Bengisu Keskin Meri¢ Umit Yagar Sinan, Dogag Oksen, Rukiye Yildirim,
Veysel Oktay, Okay Abaci, Mehmet Serdar Kiigiikoglu

Istanbul Universitesi Cerrahpasa, Kardiyoloji Enstitiisii, Kardiyoloji Anabilim Dali, Istanbul

Dort yaprakeikl (Kuadrikiispit) aort kapak (KAK) oldukga nadir bir konjenital kalp hastaligi-
dir. Koroner arter anomalisi, ventrikiiler septal defekt, patent duktus arteriozus, subaortik stenoz,
valsalva anevrizmast, hipertrofik kardiyomiyopati, biiyiik arter transpozisyonu, Fallot tetralojisi,
ve mitral yetersizligi gibi diger anomalilerle birliktelik gosterebilmektedir. Bu hastalarin ¢ogunda
yetiskinlik doneminde aort yetersizligi gelismektedir. Bu bildiride, nefes darhgi ile bagvuran ve
kuadrikiispit aort kapak saptanan 45 yaginda bir kadin hasta sunduk. Kuadrikiispit aort kapak ol-
dukga nadir (insidans1 %0.008-%0.033) bir semilunar kapak anomalisidir (1). Ekokardiyografinin
yaygilasmast ile daha sik tani almaya baglamustir (2). izole goriilebilmekle birlikte hastalarin
%18-32’sinde diger konjenital kalp hastaliklar1 eslik edebilmektedir. Bu hastalarda kapak yeter-
sizligi daha belirgin olmak iizere fonksiyon bozuklugu sik olarak gozlenmektedir (3). Hastalarin
yarisindan fazlasinda, yetigkinlik doneminde kapak yetmezligine bagl operasyon ihtiyaci dog-
maktadir. Operasyon karar trikiispit aort kapak ile benzer endikasyonlar 1s13inda verilmektedir.
Bilinen kronik hastalik ykiisii olmayan 45 yasinda kadin hasta, son 2 aydir olan nefes darhigi ile
polklinigimize basvurdu. Fizik muayenesinde aort odakta 2/6 diyastolik { olan tespit edi-
len hastanin, istirahat elektrokardiyografik (EKG) incelemesinde anlaml bir degislik gozlenmedi.
Transtorasik ekokardiyografik (TTE) incelemede, kalp bosluk ve boyutlari normal, ejeksiyon frak-
siyonu (EF) %60, kisa eksen goriintiilemede siipheli kuadrikiispit yapida aort kapak ve hafif aort
yetersizligi (AY) olan hastaya transozefagial ekokardiyografi (TOE) yapildi. 4 Dért kiispisli aort
kapagin diyastolde “’X”, sistolde diktortgen sekli oldugu ve tiim kiispislerin esit boyutta oldugu
izlendi. Renkli Doppler inceleme ile hafif aort yetersizligi gozlendi (Resim 1). Ek anomali varligint
aragtirmak amaciyla kardiyak MRI’a manyetik rezonans goriintiileme (KMR) yapilan hasta da ek
malformasyon saptanmadi. Fonksiyonel kapasitesi New York Kalp Cemiyeti (NYHA) 2 olan ve
AY hafif diizeyde olan hastaya medikal takip karar1 alindi. Sonug olarak; Kuadrikiispit aort kapak
nadir goriilen semilunar kapak anomalisidir. Siklikla aort yetersizligi ile iliskili olmasina ragmen
ileri yaglarda aort darligina da neden olabilmektedir. Ek anomalilerle birlikte olabilecegi unutulma-
mal1 ve tedavi karar1 ti¢ yaprake¢ikli aort kapak ile benzer degerlendirilmelidir.

Sekil 1. TEE/MR.

OB-76

Ajite salinle yapilan kontrast ekokardiyografide atriyal septal defekt
ve kor triatriatum dexter birlikteligi

Ferhat Dindas,' Sefa Erdi Omiir,2 Emin Koyun,' Idris Bugra Cerik'

!Cumbhuriyet Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Sivas
*Tokat Devlet Hastanesi, Kardiyoloji Klinigi, Tokat

Girig: Cor triatriatum dexter (CTD), sag atriumun bir zar tarafindan ikiye boliindiigii son derece
nadir bir konjenital anomalidir. Bu zar siniis venozus sag valfinin siirekliliginden olugan embriyo-
lojik bir kalintidir. Tahmini cor triatriatum insidansi1 konjenital kardiyak malformasyonlarin %0.1°i
olarak bildirilmistir.

Olgu Sunumu: Yirmi dort yag erkek hasta nefes darligi sikayeti ile poliklinigimize bagvurdu. Fizik
muayenede, sistolik 2/6 siddetinde iifiiriim duyuldu. Ekokardiyografisinde ejeksiyon fraksiyonu
normal siirlarda, 1. derece mitral ve trikiispit yetersizligi ve 1.7 cm boyutunda sekundum tip
atriyal septal defekt (ASD) gériildii (Sekil 1). Interatriyal septumdan sag atriyum igine dogru ASD’
yi kucaklamayan anormal membran goriiliiyordu (Sekil 2). Sag kalp bosluklari hafif genis olan
hastaya ajite salinle kontrast ekokardiyografi yapildi. Ajite salin uygulamasinin erken doneminde
negatif kontrastlanma ve sag atriyum icerisinde membranla ayrilan bolgeye kontrast gecisi olmadi
(Sekil 2 ve 3). Hastaya CTD ve sekundum tip ASD tanist konuldu. Transozofageal ekokardiyografi
ve kardiyak bilgisayarli tomografiyi kabul etmeyen hastaya perkutan ve cerrahi riskler konseyde
goriisiildii. Hastanin da onayiyla cerrahi islem planlandi.

Tartisma: Nadir goriilen CTD anomalisi siniis venozus sag valfinin gerilememesi sebebiyle sag
atriumu iki odaciga ayirir. Her ne kadar CTD’ in embriyolojik agiklamasi dstaki kapaginin normal
olusumu ile ayni olsa da, atriyal septuma bitisik kaldiginda boliinmiis bir atriyum goriiniimii verir.
iki odaciktan distalde olani trikiispit kapagi ve sag atriyal apendiksi, proksimalde olan1 inferior
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vena cava’ y1 kapsayabilir. Atriumdaki septasyon goriintiisii bazen enfektif ve trombojenik kaynak-
larla karisabilir. Hem ostaki kapaginin ekokardiyografik goriiniimiinii ve anatomik varyantlarini
hemde karisabilecek patolojileri bilmek 6nemlidir. Sag atriyum i¢inde rastlanan siipheli memb-
randz yapilarin ostaki kapagmin farkli seyri olabilecegi diistiniilmeli ve kesitsel ekokardiyografi
ile de degerlendirilmelidir. Ayrilma derecesine bagl olarak CTD’ nin seyri degiskenlik gosterir ve
CTD izole bir anomali olarak ortaya ¢ikabilecegi gibi Ebstein anomalisi, trikiispit kapak anomali-
leri, interatriyal defektler ile iliskili olabilir. Asemptomatik hastalar baska nedenlerle kalp cerrahisi
gegirmedikge tedaviye ihtiyag duymazlar. Obstriiktif semptomlari olan hastalar igin cerrahi veya
perkiitan membran rezeksiyonu gerekir.

Sonug: Olgumuzun 6zelligi hem sekundum tipi ASD hemde CTD bir arada seyretmis olup litera-
tiir taramamizda son derece nadir bulunmasidir. Stipheli ekokardiyografi bulgularinda ajite salin
uygulamas: mutlaka akilda tutulmalidir.

Sekil 1. Ajite salin uygulama-
smin erken déneminde negatif
kontrastlanma.

Sekil 2. Sag atriyumda interatriyal
septumun orta kismindan baglayip
sag atriyum igine dogru uzanan
anormal membran yapisimin olustur-
dugu odacik ajite salin ile dolmuyor.

Sekil 3. Septumun orta kismin-
da lokalize olan sekundum tip
atriyal septal defekt.
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Kompleks sol ana koroner miidahalesi
Fatih Oztiirk
Yiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Sol ana koroner arter(LMCA), insan viicudundaki en 6nemli yapilardan biri olup miyokardin %75
veya daha fazlasina kan akimi saglar. Ciddi LMCA tikaniklig1 biitiin uzmanlarca bu damarmn lii-
meninde %50 veya daha fazla daralmanin olmasi seklinde tanimlanmigtir. Bu tanima esdeger bir
tanim olan LMCA hastalig1 esdegeri ise LMCA’da tikaniklik olmaksizin LAD ve CX arterin her
ikisinin de proksimalinde %70 veya daha fazla tikaniklik olmasiyla tanimlanur.

Olgu Sunumu: Doksan iki yasinda bayan hasta, gogiis agrist ile acil servise bagvuruyor. Ozgec-
misinde hipertansiyon, diyabetes mellitus ve astim hastaligi mevcuttu. EKG de st depresyonu ve
troponin yiikselmesi sebebi ile tarafimiza konsulte edildi. St yiikselmesi olmayan miyokart enfak-
tiisti (NSTMI) 6n tanist ile hasta tarafimizca kabul edildi. Hemodinamisi stabil olup labaratuvar
tetkiklerinde ck-mb ve troponin degerleri artmisti. Ekokardiyografide EF %30 anterior saha hipoki-
netik ve +2 mitral yetmezligi olan hasta kateter labaratuvarma alindi. Yapilan koroner anjiyografide
LMCA’dan LAD, CX ve IMA osteallerini igeren kalsifik %90-99 darlik tespit edildi. Ayrica IMA
proksimalinde %80 lezyon tespit edildi (Sekil 1). RCA plakli izlendi ve hastaya cerrahi revaskiila-
rizasyon nerilerek yogun bakima alindi. Hasta, yakinlari ve cerrahi doktorlari ile yapilan konseyde
hastanin cerrahiye uygun olmadig1 goriisii 6n plana ¢ikti, kendisinin ve yakinlarinin cerrahi iste-
memesi iizerine peruktan girisim planlandi. Isleme 8f JG ile femoral yol ile baslandi. Bu asamadan
sonra ilk olarak IMA proksimale 2.5%15 mm ila¢ kapli stent implantasyonu yapildi. Sonrasinda
LAD ve CX 1.5%¥12 mm balonlar ile predilate edildi ve LAD osteali kavrayacak sekilde 3.0%15
ilag kapli stent imlantasyonu yapildi (Sekil 2), CX de park edilen 3.5%15 mm noncomplian balon
ile LAD stenti crush yapildi. Takibinde LAD tekrar tellendi ve 1.5%15 bolon ile sitrat genisletildi.
CX e 3.5%28 ilag kapli stent implantasyonu yapild: (Sekil 3) ve proksimal optimizasyon (POT) ya-
pilarak LAD ve IMA tekrar tellendi ve 1.5%15 balon ile sitrat genisletildi ve LAD CX kissing bolan
islemi yapildi. IMA osteale TAP yontemi ile 2.75%15 ilag kaph stent implantasyonu yapilti (Sekil
5) takibinde triplkissing islemi yapildi (Sekil 6) ve final POT islemi ile isleme son verildi (Sekil 7).
Tartigma: LMCA lezyonlar1 mortalitesi yiiksek olan bir hastaliktir. Tedavi secenegi olarak cerrahi
6n planda olup, peruktan girisim se¢ilmis hastalarda tercih etmekteyiz. Bu hasta i¢in yasl ve ko-
morbit hadiselerinin olmasi cerrahi tedavi i¢in yiiksek risk olmustur. Perkiitan bifiirkasyon girisim
i¢in giiniimiizde LMCA lezyonlarinda double kissing mini crush 6n planda olmakla beraber bizim
vakamizda trifikasyon meveut olup LAD ile CX e mini crush islemi sonrasinda Cx ile IMA ya TAP
teknigi yapildi sonrasinda triplkissing islemi yapilip final potu ile tam aciklik sagland1.

AT

Sekil 1. LMCA lezyonu. Sekil 2. LAD 3.0%15 mm ilag kaph stent

imlantasyonu.
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Sekil 3. CX 3.5%28 mm ilag kaph stent imlan-
tasyonu.

Sekil 4. Kissing iglemi.

Sekil 5. TAP iglemi. Sekil 6. Triplkissing.

Sekil 7. Pot iglemi.

Sekil 8. Final gorintii.
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Pandemi doneminde nefes darhgi ile gelen her hastada COVID-19
pnomonisi diisiiniilmeli midir? Kardiyolojik aciller unutuldu mu?

Zehra Giiven Cetin, Mustafa Cetin, Ender Ornek
Ankara Sehir Hastanesi, Kardiyoloji Klinigi, Ankara

Kardiak hastalik 6ykiisii olmayan 75 yasinda kadin hasta acil servise iki giindiir devam eden gogiis
agrist ve 24 saat once baglayan nefes darlig: sikayetleri ile basvurdu. Fizik muayenesinde atesi
36.7 °C ve kan basmct 90/60 mmHg &l¢iildii. Tagikardik olan hastanin, apikal ve mezokardiak
odaklarda 2/6 sistolik iifiirim ve bilateral akciger bazallerinde ral tespit edildi. EKG de sinusal
tagikardi ve prekordial R progresyon kaybi izlendi. Hastanin laboratuvar incelemesinde beyaz kii-
resi 20.900 (%95.3 nétrofil, %2.9 lenfosit), serum kreatinin 1.56 mg/dl, CRP 0.039 g/1 (0-0.005),
troponin-I >25.000 ng/l olarak tespit edildi. Ekokardiografik incelemede sol ventrikiil segmenter
duvar hareket bozuklugu ve ciddi mitral yetmezlik izlendi, sol ventrikiil ejeksiyon fraksiyonu %35-
40 idi. Nefes darhig1 sikayeti olan hastanin laboratuvar incelemesinde 16kositoz, notrofili, lenfopeni
ve CRP yiiksekligi olmasi nedeniyle acil serviste Covid-19 pnomonisi siiphesi ile ¢ekilen toraks
tomografisinde bilateral buzlu cam opasitesinde infiltrasyonlar ve plevral efiizyon izlendi (Sekil 1).
Mevcut bulgularla ile enfeksiyon hastaliklarina danisilan hastaya PCR testi yapilmasi onerildi ve
hasta Covid-19 siiphesi olan hastalar i¢in ayrilan koroner yogun bakim tinitesine yatirildi. Antiag-
regan, antikoagiilan, antiiskemik ve diiiretik tedavisi baslandi. iki PCR testi de negatif gelen hasta
yatiginin iigiincii giiniinde katater laboratuvarma alindi. LAD ve Cx govdedeki %98 darliklara
basarili PCI yapildi. Takiplerinde kalp yetmezligi bulgular gerileyen hastanin medikal tedavisi
diizenlenerek taburcu edildi. Bu olgu kalp yetmezligi ile komplike olmus, ilk iki saat i¢inde ka-
tater laboratuvarina alinmasi gereken ST elevasyonsuz MI hastasinin Covid-19 siiphesi nedeniyle
tedavisinin nasil geciktigini gostermektedir. Pandemi déneminde nefes darlig: sikayeti ile acil ser-
vise gelen hastalara Covid-19 siiphesi ile yaklasilmasi olagandir fakat acil miidahale gereksinimi
olan klinik tablolarin ayirici tanist hizli bir sekilde yapilmalidir. Bizim olgumuzda troponin degeri
Covid-19 pnomonisine eslik eden myokarditte beklenmeyecek diizeyde yiiksek idi. Ayrica eko-
kardiografik bulgulari da myokardit ile ¢ok uyumlu degildi. Covid-19 enfeksiyonunun myokardit
tablosu ile prezente olabilecegi goz 6niinde bulundurulmakla birlikte ayiric1 tanida mutlaka akut
koroner sendrom diistiniilmedir. Toraks tomografisinde buzlu cam goriiniimii Covid-19 pnémoni-
sine spesifik degildir ve bir¢ok hastalikta goriilebilir. Bizim olgumuzda oldugu gibi kalp yetmezligi
de buzlu cam goriiniimiine sebep olabilir. Ancak ayirici tanida bazi ipuglari bulunmaktadir. Kalp
yetmezliginde bagl buzlu cam goriiniimii santral yerlesimlidir ve genellikle plevral efuzyon, septal
kalinlagmalar, kardiyomegali, pulmoner venlerde genisleme eslik eder. Covid-19 pnémonisinde
buzlu cam goriiniimii ise periferik ve multifokal yerlesimlidir, plevral efiizyon nadiren izlenir ve
organize pnomoni paternine hizli progresyon gosterir.
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Sekil 1. Toraks tomografi goriintiisii.

OB-79

Sol 6n inen koroner arter darh@ina eslik eden trikiispit
korda riiptiirii: Nadir bir olgu sunumu

Mehmet Ozgeyik, Bektas Murat, Ozge Turgay Yildirim
Eskisehir Sehir Hastanesi, Eskigehir

Giris: Trikiispit korda riiptiirii nadir goriilen ve gogiis travmasina bagh gelisebilen bir durumdur.
Sol ventrikiil anevrizmasi siklikla, sol 6n inen koroner arter (LAD) lezyonuna veya okliizyonu-
na eslik edebilmektedir. Biz burada, literatiirde su ana kadar goriilmeyen LAD okliizyonu ve sol
ventrikiil anevrizmasina eslik eden trikiispit korda riiptiirii olan bir hastay1 sunmay1 amagladik.

Olgu Sunumu: Altmis bes yasinda erkek hasta, 5 giindiir siiren nefes darhgi, halsizlik ve atipik
sirt agrist nedeniyle merkezimize bagvurdu. Fizik muayenesinde nabiz 85 bpm, kan basinct 90/60
mmHg, akciger bazallerinde ince krepitan raller ve Erb odaginda 3 derece sistolik iiftiriim mevcuttu.
EKG’de anterior derivasyonlarda patolojik Q dalgasi ve ST elevasyonu mevcuttu (Sekil 1). Tropo-
nin I 29660 pg/mL (0-34.2), CK-MB 27ng/mL (0-5.2) olarak saptandi. Transtorasik ekokardiyogra-
fide LV apikal duvarda 64x42 mm boyutlarinda dev anevrizma, sol ventrikiil ejeksiyon fraksiyonu
(LVEF) %10-15 ve trikiispit kapak septal yaprakgikta papiller korda riiptiirii goriildii (Sekil 2). EKG
bulgularmin anevrizmaya bagh olabilecegi diisiiniildii. Fakat kardiyak enzimlerin yiiksek gelmesi
iizerine, subakut anterior MI 6n tamisi ile koroner anjiografi iinitesine alindi. Koroner anjiografide
LAD proximal total tikali (Sekil 3) RCA’da ise ciddi bir lezyona rastlanmadi (Sekil 4). Hastanin
LAD arter lezyonuna PTCA ve stent implantasyonu yapildi. LAD icinde stent sonrasi no-reflow
fenomeni goriildii. Intrakoroner 10 mg clotinab infiizyonu uygulandi. Distale zayif akim goriildii ve
uzayan islem siiresi nedenli islem sonlandirildi. Ug giin sonra yapilan kontrol KAG’de LAD arter
distale TIMI-2 zayif akim goriildii (Sekil 5). Hasta trikiispit kapak onarimi ve LAD arter bypass
greftleme amaciyla kalp damar cerrahisine yonlendirildi. Fakat cerrahi 6ncesi ani kardiyak arrest
nedeniyle yapilan acil ekokardiyografide sol ventrikiil apikal bolgede serbest duvar riiptiirii goriildii.
Tartisma: Bu vaka sunumu; LAD arter lezyonuna eslik eden sol ventrikiil anevrizmasi ve trikiis-
pit korda riiptiiriiniin birlikte goriildiigii ilk vakadir. Literatiire bakildiginda, LAD arter trombozuna
%1-5 oraninda mitral kapak korda riiptiirii eslik etmektedir. LAD arter, sol ventrikiiliin biiyiik bir
kismi ve mitral papiller kaslar1 besledigi icin; LAD lezyonlar1 sonrasinda genelikle bu 2 anatomik
bolgede deformasyon beklenmektedir. Trikiispit papiller kaslar genellikle RCA’dan kanlanmakta-
dir. Nadir olarak LAD arterden beslenebilen anatomik varyasyonlar goriilebilmektedir. Bu vakada,
koroner anjiyografi sonrasi anatomik varyasyon olmadigi gosterilmistir (Sekil 3-4). Trikiispit korda
riiptiirii, baz1 durumlarda ciddi RCA lezyonlarina eslik eden LAD arter titkanmasina bagh olusmakta-
dir. Bu vakada, herhangi bir RCA lezyonuna rastlanmamig olmasi diger nadir 6zelliklerinden biridir
(Sekil 4). Sonug olarak, her ne kadar trikiispit korda riiptiiriiniin RCA lezyonlarma bagh goriilebildigi
bilinse de, ciddi LAD arter lezyonuna bagli bu tiir nadir vakalarin goriilebilecegi hatirlanmalidir.
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elevasyonu goriilmektedir.

Sekil 2. Ekokardiyografi goriint
mavi ok trikiispit papiller riiptiirii, beyaz
renkli ok sol ventrikiil anevrizmasini gos-
termektedir.

tinde

Sekil 5. Anjiografi goriintiisiinde
stent sonrasi LAD distale zayif
akim goriilmektedir.

Sekil 4. Anjiografi goriintiisiinde
non-kritik lezyonlari olan RCA go-
riilmektedir.

Sekil 3. Anjiografi goriintiisiin-
de LAD proksimal total okliiz-
yon goriilmektedir (ok).
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Differential diagnosis of STEMI: Increased awareness

of Salvador Dali

Siiha Asal, Emre Yal¢inkaya, Vedat Cigek, Mehmet Seker, Selami Dogan,
Sahhan Kili¢, Behruz Kenan, Samet Yavuz, Ahmet Liitfullah Orhan

Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

Introduction: Prompt diagnosis of acute ST segment elevation myocardial infarction (STEMI)
by the initial ECG is important in order to perform an urgent coronary angiography as soon as
possible and achieve successful revascularization, therewith improving mortality and morbidity.
Several diseases and conditions can mimic an acute myocardial infarction but may not benefit from
a revascularization strategy. Early recognition of non-ischemic ST segment elevation will prevent
wrongful diagnosis and improve treatment outcomes.

Case Report: A 79 years old female patient presented to emergency department with malaise,
nausea and atypical chest pain. An ECG was interpreted as indicative of STEMI due to ST seg-
ment elevation in aVR lead and diffuse ST segment depressions in the other leads (Figure 1). The
patient did not have any typical chest pain, diaphoresis or any complaints that can be interpreted
as an angina equivalent. Her chief complaint was a feeling of malaise for 2 days, and she had a
history of gastric cancer, chronic anemia, and recurrent red blood cell suspension transfusions due
to gastrointestinal bleedings. She had no prior history of coronary artery disease or diabetes. She
was on perindopril and indapamide for hypertension, and digoxin for atrial fibrillation. Transtho-
racic echocardiography showed normal left ventricular ejection fraction without any wall motion
abnormality. Cardiac biomarkers were within normal limits. Serum digoxin level was 2.6 ng/mL
(threshold 0.8-2 ng/mL). The patient was transferred to intensive care unit (ICU) with the diagnose
of digoxin toxicity. After 2 days in the ICU, serum digoxin level was 0.8 ng/mL and the patient
had no complaints.

Conclusion: If uncertainty about the STEMI diagnosis exists, repetitive ECG recordings, togeth-
er with additional information from echocardiography and laboratory testing, can be included as
long as it does not cause any delay in reperfusion therapy. Good knowledge and awareness of the
non-ischemic causes of STEMI is important to help diagnose these patients that might benefit from
other treatment than urgent revascularization. Digoxin is the common used medication for rate
control in atrial fibrillation patients. Overdose digoxin levels can have effects on ECG, as a sagging
ST segment depression most prominently seen in leads V4-5, commonly referred as Salvador Dali
moustache. This phenomenon can easily be misinterpreted as indicative of myocardial ischemia.
Therefore, digoxin toxicity should be kept in mind in AF patients in the differential diagnosis of
STEMI to improve treatment outcomes.

& SIS i Y EENFEE R
Figure 1. ECG shows ST segment elevation in aVR lead and diffuse ST segment depressions in the other
leads.

OB-82

Spontaneous coronary artery dissection in a patient using oral

contraceptives containing progesterone in the postpartum period
Arda Can Dogan, Kadriye Memi¢ Sancar, Ezgi Giiltekin Giiner, Alkim Atesli, Ahmet Giiner
Department of Cardiology, Istanbul Mehmet Akif Training and Research Hospital, Istanbul

A 30-year-old primigravida presented with chest pain, ST-segment elevation in electrocardiogram
leads V2 to V5 (Figure 1A), positive troponin I, and apical hypokinesia with a left ventricular
ejection fraction of 40%, 8 weeks following a cesarean section. The patient used oral contra-
ceptives containing progesterone in the postpartum period, there were no other risk factors for
coronary artery disease. Urgent coronary catheterization was carried out immediately. Diagnos-
tic coronary angiography was performed through right femoral artery route, which showed a
long, smooth-bordered proximal stenosis of the left anterior descending coronary artery (LAD),
starting at the ostium of the vessel, with filling defects and with Thrombolysis In Myocardial
Infarction (TIMI) flow grade 1 (Figure 2B-D, Video 1-3), the right coronary system and left
circumflex arteries were unremarkable. The patient was evaluated by cardiovascular surgeons
and cardiologists and surgery was scheduled. The patient successfully underwent surgery and the
LAD was revascularized with the left internal mammary artery. She was discharged uneventfully
and did well during the two weeks of follow-up. Spontaneous coronary artery dissection (SCAD)
is an uncommon cause of acute coronary syndrome and has been found in 0.2% to 4% of patients
with acute coronary syndrome undergoing invasive angiography. Fibromuscular dysplasia, arte-
riopathy, hypertension, migraine headache, extreme exertion or emotional stress and pregnancy
or postpartum condition are the main causes of SCAD. In contrast to the general population,
including young women in whom atherosclerotic disease is the main cause of myocardial in-
farction (MI), SCAD is the most common mechanism of pregnancy-associated MI and has been
documented in >40% of cases. The association of SCAD with female sex and pregnancy suggests
that sex hormones may contribute to its pathophysiology. In this case report, the fact that the
patient was in the postpartum period and also using oral contraceptives pill seems to be the most
important reason for the development of SCAD.
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Impact of youtube platform in the realm of mterventional
cardiology techniques such as: DK-crush

Flora Ozkalayc1,' Ali Karagoz?

!Department of Cardiology, Hisar Intercontinental Hospital, Istanbul
2Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital,
Istanbul

Introduction: Internet has become a widely used resource for obtaining medical information.
However, the quality of information on online platforms is still debated. Our goal is to evaluate
YouTube video platform regarding its’ usefulness and reliability in terms of teaching the steps of
DK-crush technique.

Methods: DK-crush, DK-crush stenting technique, DK-crush technique were the key words used
in YouTube search engine. All the videos were screened and those in English and Turkish and
videos without voice, yet involves the technique were included. We have evaluated the videos in
terms their educational credibility regarding to the coherence with DK-crush steps with reference
to the article published by Allison B. Hall et al. The educational credibility and quality of the videos
were evaluated according to the reference source with known scoring systems.

Results: A total of 26 videos met inclusion criteria and were included in the analysis. The median
number of views for each video was 1037 (IQR 194 to 4930) with a median duration of 8.55 (IQR
3.19 to 15.2). The median number of reference criteria found in each video was 12 (IQR 9.25 to 12),
most videos met all the essential criteria and have correlation with the scoring systems. Video scores
were not significantly correlated with video likes or number of views. Although most videos were
coherent with the reference technique, we found no significant relation between the scoring systems.
Conclusions: All of the videos on DK crush was prepared by healthcare professionals whether
as an individual or in the body of a congress webinar or health centre. Although known scoring
system were corelated with the educational quality of videos, their relation was not statistically
significant in terms of reflecting the quality and credibility of the videos. Yet comparing with the
reference publication most videos were coherent in terms of fitting the procedural steps.

Table 1. Basal features of YouTube videos

variables N=26(frequency)
mean duration(minutes) 8.55(3.19-15.2)
video account owner frequency
1-congress and symposium record 15(57.7%)
2-hospital records 1(3.8%)
3-individual websites 10(38.5%)
gender(given n:13) 11male (84.6%)
number of views 1037 (194-4930)
likes 46.6(2.2-63)
dislikes 0(0-1)

type of video

1-live videos 19(3:1%)

5. A 3(11.5%)
2-animation 4(15.3%)
3-livet+animation =
age(given n:13) 71(66-72)
reference concordance 12(9.25-12)

Table 2. Interobserver variability

Parameters Cronbanch's o
Modified-Discern Total 1 Modified-Discern Total 2 0,931

JAMA 1 JAMA 2 0.83
HONCcode 1 HONCcode 2 0.93

DKcrush Score 1 Total Surgery Point 2 0.92

Table 3. Correlation analysis with Spearmen’s rho test

vatiables DK-Crush step HonCode JAMA
HonCode -0.043 p:0.83 - -

JAMA -0.088 p:0.67  0.906 p<0.001 -

modified discern 0.32 p:0.10 0.66 p<0.001 0.61 p<0.001

36. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi
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Akut anterior myokard enfarktiisii olan bir vakada sol ana koroner
diseksiyonu komplikasyonu ve basarili yonetimi

Ersin Dogandzii, Pinar Demir Giindogmus, Mustafa Gokhan Vural, Koray Celal Demirel
29 Mayis Devlet Hastanesi, Kardiyoloji Klinigi, Ankara

Diinya genelinde, koroner arter hastaliklar1 (KAH) 6liimiin tek basina en sik nedenidir. Her y1l yedi
milyondan fazla kisi KAH nedeniyle 6lmektedir ve bu, tiim 6liimlerin %12.8’sini olusturmaktadir.
Hastane icinde kardiyak arrest olan hastalarin sadece dortte biri kurtarilabilmektedir. Biz bu olgu
sunumunda kardiyak arrest ile hastanemize bagvuran vesol ana koroner diseksiyonu geligen bir
hastayr sunmayi amagladik.

Olgu Sunumu: Elli bir yaginda erkek hasta acil servisimize gogiis agrisi sikayeti ile bagvurdu.
EKG c¢ektirdikten sonra ayaga kalktiginda kardiyak arrest gelisen hastaya hizli entiibasyon sonrast
15 dk kardiyopulmoner resusitasyon uyguland: ve hastada ritim saglandi. Tekrarlayan ventrikiiler
fibrilasyon ataklar1 nedeni ile ivedilikle kateter laboratuarina alindi. Dopamin infiizyonu basland.
Anjiografi masasinda yapilan EKO da aort diseksiyonu saptanmadi sag bosluklar normaldi ejeksi-
yon fraksiyon 35-40 Anterior duvar mid apikali septum ve apeks akinetik, lateral duvar hipokine-
tikti. Yapilan anjiografisinde sol 6n inen arter (LAD) diyagonal 2 sonras1 %100, Sirkiimfleks (Cx)
arter proksimal %99, RCA normal saptandi. LAD ye ivedilikle miidehale edildi ve sorumlu lezyon
stentlendi. Kan basinci dopamin altinda 80/40 mmhg olan hastada Cx e miidehale karar1 verildi. Cx
e miidehale sirasinda Sol ana koroner arterde kateter diseksiyonu gelisti. Sol ana koroner stentlen-
di. Cx deki kritik lezyon agildi ve isleme son verildi. Hastanin yogunbakim takiplerinde dopamin
infiizyonuna devam edildi. 6 saat sonra hasta extube edildi. 1 giin sonra tipik gogiis agrisi olan
hasta kontrol angiografiye alindi. Stentler agik saptandi. 5 giinliik takip sonrasi norolojik defekti
olmayan genel durumu toparlayan hasta 6nerilerle taburcu edildi.

Sekil 1. Anteroposterior Caudal: Cx lezyonlar. Sekil 2. Anteroposterior cranial basic: LAD D2

sonras1 %100.

. .

e o .

Sekil 6. Sol ana koroner stent sonrasi.

Sekil 5. Sol ana koroner diseksiyon.

Sekil 6. Sol 6n inen arter stent sonrasi anteropos-
terior kranial.
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Kan transfiizyonuna bagh koroner vazospazm

Emre Melik Faideci, Sevil Tugrul, Fahrettin Katkat, Ertugrul Okuyan

Bagcilar Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Girig: Kan transfiizyonu sirasinda transfiizyon reakasiyonlar1 goriilebilir. Akut olabilecegi gibi
gecikmis transfiizyon reakasiyonlari da goriilebilir. Yagamu tehdit edici olabilirler. Nadir olarak
kardiyovaskiiler komplikasyonlar goriilebilir. Ornegin; hipervolemi durumlari, anafilaktik tablolar,
mekanik hemolize ikincil koroner arter tikanmalar1 komplikasyonlara yol acabilir.

Olgu Sunumu: Altmig iki yas erkek hasta bilinen dsefagus varis kanama dykiileri var. Acil servisi-
mize kanli kusma sikayeti ile bagvuran hastanm yapilan tetkiklerinde hemoglobin (hb) degerinin 4
g/dl oldugu ve troponin I degerinin 70 oldugu saptantyor. Tansiyonu 110/60 nabiz 55 atim/dk. Aktif
gogiis agris1 yok. Bazal elektrokardiyografi de (EKG) ozellik yok (Video 1). Transtorasik ekokar-
diyografi de (TTE) ejeksiyon fraksiyonu (EF) %60 olarak saptandi. Hastaya hizli kan transfiizyonu
baglandi. 30. dakika da hastada bronkospazm hipotansiyon, dispne, bas dénmesi, soguk terleme,
bulanik gérme, bradikardi (38 atim/dk) biling bulaniklig: ve siddetli gogiis agris: gelisti. Anafilaktik
reaksiyona miidahele i¢in epinefrin uygulandi. Dispnesi diizeldi ancak gogiis agris1 ve hemodina-
mi diizelmedi. Bradikardi atropine yanit vermedi. EKG de D2-D3 avR de ST segment elevasyonu
D1-avL-V6 da ST segment depresyonu gozlendi (Video 2).TTE tekrarlandi; EF %25 global agir
hipokinetik saptandi. Hastaya koroner anjiografi (KAG) yapildi. Tiim koroner arterlerinde yaygin
spazm oldugu distal TIMI 1-2 akim oldugu goriildii (Video 3-4-5-6). Intrakoroner nitrogliserin son-
rast TIMI 3 akim sagland:. Tansiyon ve nabiz degerlerinde yiikselme goriildii. Hasta koroner yogun
bakim iinitesine aliarak nitrogliserin ve epinefrin infiizyonu baslandi. Hastanin bradikardisi diizeldi
(Video 7). Hastanin 2 sene 6nceki epikriz raporunda kan transfiizyonu sirasinda benzer olay yagan-
dig1 ve KAG yapildig1 yaziyordu. Eski KAG raporunda yaygin vazospazm oldugu belirtilmekte.
Kardiyak agidan stabil olan hasta takipler sonrasi genel yogun bakima transfer edildi.

Tartigma: 1- Yaygin koroner vazospazm igin olasi bir mekanizma anafllaktik reaksiyonda salinan
mediyatorlerin yol actig1 vazospazmdir. Anafilaktik reaksiyonlarda gelisen ani kardiyak arestlerin
nedeni yaygin koroner vazospazm olabilir. Tedavide nitrogliserin hayati 6neme sahiptir. 2- Kan
iiriinlerinde ki hb’de nitrik oksit (NO) depolama ve salmiminda degisiklikler olur. Intrakranial
hemorajilerde ki transfiizyonlarda serebral arterlerin vazospazmina yonelik olgu sunumlart da
mevcuttur. Bazal hb. diizeyi diisiik olan hasta da sinirl NO rezervi transfiizyon ile diliie olabilir.
3- 2,3 -difosfogliserat diizeyleri depo kandaki serbest oksijen seviyesini azaltir hizli transfiizyon
sirasinda koroner vazospazm gelismis olabilir. Bu veriler 1s1¢inda transfiizyon sirasinda gelisen
vazospazm kotii klinik sonlanim ile iligkilidir.

OB-86

OCT ile goriintiilenen madde kullanimina bagh
insitu koroner tromboz

Akar Yilmaz, Ertugrul Ercan, Emre Ertiirk, Istemihan Tengiz

Medikal Park Hastanesi, Kardiyoloji Klinigi, Izmir

Yirmi dort yasinda erkek hasta madde( yapay esrar, bonzai;sokak adi jamaica star) kullanimi son-
ras1 ani baglayan gogiis agrisi ile bagka bir hastaneye bagvurmus. EKG de akut anterior miyokard
infarktiisii saptanmus. Alteplaz verilmesinin ardindan agrisi kismen gerilemis ve EKG bulgularinda
diizelme izlenmis. Aralikli devam eden gogiis agrisi nedeniyle koroner anjiyografi amaciyla yon-
lendirilmis. Gelis EKG’ sinde siniis ritmi, vl de 1 mm, v2’de 2.5 mm, ve’de 0.5 mm ST elevasyo-
nu ve bifazik T dalgas1 v3-v5 R kaybi izlendi(Resim 1). Ekokardiyografide, apeks, anteroseptal,
mid-apikal anterior hipokinetik ef %40 olarak saptandi. Koroner anjiyografide; LAD ostiyumu ve
distal LMCA da trombiiz imaji izlendi (Video 1). Tirofiban infiizyonu verilmesinin ardindan 24
saat sonra kontrol koroner anjiyografiye alindi. LAD’ deki trombiisiin devam ettigi izlendi (Video
2). Ikinci kez tirofiban infiizyonu verilmesinin ardindan tekrar kontrol koroner anjiyografiye alind
(Video 3). LAD ostiyumunda kismi trombiis imajinin devam ettigi izlendi. OCT yapildi (Video 4).
OCT’de LAD ostiyumunda mural trombiis izlendi. Plak, plak riiptiirii, koroner diseksiyon goriin-
tiisii izlenmedi. Trombiis organize yapida, immobil idi. Insitu koroner tromboz oldugu diisiiniildii.
Stabil yapida oldugundan girisim diistiniilmedi. Klopidogrel 75 mg/giin, asetilsalisik asit 300 mg/
giin, atorvastatin 40 mg/giin, metoprolol 50 mg/giin ile taburcu edildi. Hasta 19 ay semptomsuz
takip edildi.
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Sekil 1. Gelis EKG.
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Emosyonel stres sonrasi koroner arter diseksiyonuna bagh
akut inferior miyokard infarktiisii

Sefa Erdi Omiir
Tokat Devlet Hastanesi, Kardiyoloji Klinigi, Tokat

Spontan koroner arter diseksiyonu (SKAD) akut koroner sendromlar arasinda nadir goriilen bir
durumdur. Bu durum daha ¢ok gebelikte ve postpartum donemde saptanir. SKAD stabil anginadan
kardiyojenik soka kadar uzanan bir prezentasyon ile karsimiza ¢ikabilir. Atereskleroz ve koroner
arter duvarini etkileyen enflamatuar siiregler bu duruma yatkinlik olusturur. Koroner arter diseksi-
yonunda vakanin erken teshis ve tedavisi sag kalimi artirir. Bizim vakamiz 41 yasindaki kadindi.
Hasta esi ile olan siddetli bir tartisma sonrasi baglayan gogiis agrisi ile acil servise bagvurdu. Has-
taya acil serviste gekilen EKG’nin Akut Inferior Myokard Infarktiisii ile uyumlu olmast sonrast
kateter laboratuvarima alindi.

Bulgular: Kirk bir yasindaki kadin hastada esi ile yasamis oldugu tartismanin ardindan ogun
emosyonel stres yasamig ve g6giis agrisi olmasi nedeniyle acil servisimize bagvurmus. G6g -
nis1 sikigtirict ve baski tarzinda olup terleme de eslik etmis. Hastada sigara dahil herhangi bir risk
faktorii bulunmuyordu. Acil servisteki genel muayenesinde genel durumu orta, kalp hizi 73/dk, ar-
ter kan basinci 100/70 mmHg, kalp ve akciger muayenesi normal sinirlar icerinde degerlendirildi.
Hastaya acil serviste cekilen EKG’sinde D2 de 0.5 mm, D3 te 2mm ve AVF’de 1.5 mm ST segment
elevasyonu, D1 ve AVL’de segment depresyonu saptand: ($ekil 1). Hastanm o an yapilan biyo-
kimyasal testlerinde kreatinin kinaz 1499 U/L, kreatinin kinaz MB (CKMB) 240 U/L, troponin I
19.56 ug/L, laktik dehidrogenaz (LDH) 381 U/L saptandi. Diger biyokimyasal parametrelerinde
anormal deger saptanmadi.

Yontem ve Gerecler: Hastaya sag femoral arterden 6 f sheat takildi. Koroner anjiografide judkins
OF kateterler kullanildi.

Sonuclar ve Tartigma: Yapilan koroner anjiografide sol ana koroner arter (LMCA) normal, sol
anterior decending arterde (LAD) DII sonrasi musculer bridge, circumflex arter (CX) normal
saptandi. Sag koroner arter (RCA) proksimal segmentinde yaklagik 32 mm diseksiyon saptandi
(Sekil 2 ve 3). RCA proksimal segmentteki diseksiyona 3.5x32 mm stent (BMS) implante edildi.
Ardindan proksimalde rezidii plak kalmasi iizerine proksimale 3.5x12 mm stent (BMS) implante
edildi. Tam agiklik ve TIMI III akimu sagland (Sekil 4). SKAD intima ve medya tabakalari arasin-
da meydana gelerek miyokardiyal kan akimmin bozulmasina ve sonug olarak iskemi olusumuna
sebep olmaktadir. Pretty 1931 yilinda 42 yaginda bir kadinda ilk SKAD vakasmi yaymlamistir.
De Maio SKAD vakalarmi 3 gruba ayirmig ve emosyonel strese bagli diseksiyonlar 3. grupta yer
almistir. SKAD sonrasi meydana gelen akut koroner sendrom vakalarimin tedavisi tartisgmali ol-
makla birlikte tanis1 koroner anjiografi ile konulmaktadir. Koroner anjiografi sonrasinda vakalarin
dortte iigiinde diseksiyon sol anterior desending arterde meydana gelmekteyken bunu sag koroner
arter izlemektedir. SKAD tek koroner arterde meydana gelmis ise tedavi stent implantasyonu iken
coklu damar tutulumlarinda cerrahi secenek goz 6niine alinmalidir. Vakamiz stent ile tedavi edildi.

Sekil 1. Akut inferior myokard infarktiisii ile
uymlu EKG.

Sekil 2. Koroner anjiografide sag koroner arter
proksimal bolgedeki diseksiyon.

Sekil 3. Koroner anjiografide sag anterior oblik
sag koroner arter proksimal bolgedeki diseksiyon.

Sekil 4. Diseksiyonlu segmentte stent implanta-
syonu sonrast TIMI 3 akim.
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A rare cause of pulmonary hypertension: Total systemic venous
return anomaly

Deniz Mutlu,' Burgak Kiligkiran Avcr,! Funda Oztung 2 Ersin Erek, Reyhan Dedeoglu,?

Selim Aydin* Bahar Temur,’ Kardelen Ohtaroglu Tokdil,' Hasan Tokdil,'

Orhan Furkan Karaca,' Zeki Ongen'

!Department of Cardiology, Istanbul University Cerrahpasa Faculty of Medicine, Istanbul
*Department of Child Health and Diseases, Istanbul University Cerrahpasa Faculty of Medicine,
Istanbul

SDepartment of Cardiovascular Surgery, Actbadem University Faculty of Medicine, Istanbul

Introduction: Total systemic venous return anomaly (TSVRA) is a rare anomaly which is charac-
terized by the coronary sinus, inferior (IVC) and superior vena cava (SVC) which drains into the
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left atrium. Almost all the cases reported to date have been reported in childhood. We would like
to report our case of pulmonary hypertension (PH) associated with TSVRA and its management,
which is extremely rare in adulthood.

Case Report: A 28-year-old female with known ASD and PH for 2 years was admitted to our clinic
because of progressive dyspnea (Functional Capacity IIT) and cyanosis. She had one successful
pregnancy. According to her physical examination, she had finger clubbing and central cyanosis.
Her pulse O2 saturation was %77 in room air. Her 6-minute walking test was 421 meters and she
desaturated at the end of the test. According to her transthoracic echocardiography, not only a large
atrial septal defect (ASD) (Figure 1), giant left atrium (LA), pulmonary artery aneurysm (55 mm),
but also advanced mitral and tricuspid valve regurgitation was observed. On the subcostal view, an
interrupted IVC-right atrium connection was observed. Right and left atrium was observed nearly
as a single atrium. Subsequently, transoesophageal echocardiography (TEE) was performed. Right
atrium and systemic vein connection (IVC, SVC) was not observed. Agitated saline was applied
to left brachial vein. The contrast was drained into the LA via a venous connection from above.
Thorax CT angiography was revealed, SVC was not observed on the right side. IVC was continued
with hemi-azygos vein at the infracardiac level, merged with left-sided SVC and drained to the
upper part of the LA. Moreover, hepatic veins were also merged with together and drained to the
LA. Unroofed coronary sinus was also observed. Right heart catheterization was also performed.
Her pulmonary artery pressure was 68/39(45) mmHg, Qp/Qs:0.93, PVR/SVR:0.59 were detected.
After the evaluation of the PH council, which also included congenital heart surgeons, it was decid-
ed to correct the systemic vein anomaly by operation. After the successful operation, systemic satu-
ration has been seen as improved, and he was discharged to come back for control 2 months later.

Discussion: Complex congenital anomaly evaluation should be performed at the experienced
centers. The presence of cyanosis should not always suggest that Eisenmenger physiology is de-
veloping. If Eisenmenger physiology has not developed in TSVDA, anomaly corrective surgery
is recommended to correct cyanosis and functional capacity. Patient selection is very important in
this regard, and it is necessary to decide with appropriate catheterization and imaging methods.

= i 115 bps
Figure 1. Upper left, transthoracic echocardiogram shows the large atrial septal defect (ASD) and giant
atria. Upper right: Transeusophageal echocardiogram shows the complex anatomy and large ASD. Bottom:
3D reconstruction echocardiogram of the large ASD.
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Pulmonary veno-occlusive disease treated successfully with
pulmonary arterial hypertension therapies

Giirsel Sen. Yalin Tolga Yaylal:
Department of Cardiology, Pamukkale University Faculty of Medicine, Denizli

Pulmonary veno-occlusive disease (PVOD) is a rare and devastating cause of pulmonary arteri-
al hypertension that is characterized histologically by widespread fibrous intimal proliferation of
septal veins and preseptal venules and is frequently associated with pulmonary capillary dilatation
and proliferation. PVOD and idiopathic pulmonary arterial hypertension (IPAH) may be consid-
ered at ends of the same spectrum, one is largely affecting venules and the other one arterioles,
respectively. A 21 year-old-man presented with exertional dyspnea and easy fatigability. He had no
significant medical history. He denied any other symptoms. His physical examination findings at
admission: BP:100/70 mmHg, P:70/min, 90% SpO2 on room air, a loud P2, and a grade 2/6 holos-
ystolic murmur at the left lower sternal edge. EKG showed a sinus rhythm, incomplete RBBB, and
RVH. Echocardiographic examination demonstrated: LA: 28 mm, LVED: 38 mm, IVS: 7 mm, PW:
7 mm, LVEF: 60%, RV basal: 48 mm, peak TRV: 4.3 m/s, sPAP: 86 mmHg, PA diameter: 42 mm,
IVC: 20 mm, RA area: 17 cm?, D sign (+), PE (-). His thoracal CT demonstrated a mosaic patern,
mediastinal LAP, centrilobular ground glass nodules and septal hypertrophy (Figures). PFTs were
normal. His DLCO was 15%. Then he underwent right heart catheterization (RHC) which demon-
strated: mPAP: 53 mmHg, mean RAP: 8§ mmHg, PVR: 12.8 WU, mVO2: 62%, Fick CI: 2.4 I/min/
m?, HR: 76 bpm, systemic BP: 111/ 77mm/Hg. His Hb was 16.8 g/dl and the rest of his laboratory
findings was normal including romatologic, HIV markers, and abdominal US. NT pro BNP level
was 2872 ng/L. His 6 MWD was 460 m (87% >> 79%). He had more variables in intermediate and
high risk zones than in low risk zone of the 2015 ESC/ERS risk table. His REVEAL 2.0 risk score
was 6 (low-risk category). Therapy with macitentan 10 mg once daily was started. After he has
tolerated macitentan, we added tadalafil 20 mg once daily. He was then titrated to 40 mg daily. His
6 MWD increased from 460 m to 810 m. His NT pro-BNP decreased from 2872 ng/L to 23 ng/L.
His updated echocardiographic examination demonstrated a significant decrease in right heart
chambers with normalization of other measurements. Genetic testing revealed EIF2AK4 mutation.

36. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

PVOD is a rare and fatal cause of PAH that is difficult to diagnose and treat. It is characterized by
extensive and diffuse intimal fibrotic occlusion of the small pulmonary veins or venules. PVOD
shares similar clinical manifestations with IPAH. Patients with PVOD carry a worse prognosis with
an estimated 1-year mortality rate of 74% and are at risk of developing life-threatening pulmonary
edema with targeted PAH therapy. The CT findings and the presence of EIF2AK4 gene mutation
strongly suggest the presence of PVOD in our case. There are no specific treatment recommenda-
tions for PVOD except lung transplantation in the long-term. We used up-front dual combination
therapy. He continues to do well without clinical worsening in the last 3 years.

» i . ;
' e
. e

Figure 1. Chest X-ray demonstrates enlarged
main pulmonary artery and no evidence of paren-
chymal disease.
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2015 ESC/ERS Risk Table
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Figure 3. He has more variables in intermediate and high risk silos than low risk silo.

Figure 4. CT of thorax demontraiting a mo-
saic pattern.

Figure 5. CT of thorax demonstrating mediastinal
lymph nodes.

Figure 7. CT of thorax demonstrating septal hyper-
trophies.
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Figure 6. CT of thorax demonstrating centri-
lobular ground-glass opacities.
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Figure 8. NT pro-BNP normalized on treatment
in 6 months.

Figure 9. Six minute walk distance much improved
on treatment.
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Akut pulmoner emboli tedavisinde intraarteryal
trombolitik uygulamasi

Veysel Oktay, Giirsu Demirci, Muhammed Furkan Deniz
Okan Tepeli, Mehmet Cihat Sahin

Istanbul Universitesi Cerrahpasa, Kardiyoloji Enstitiisii, Kardiyoloji Anabilim Dali, Istanbul

Girig: Akut pulmoner emboli (PE), venéz tromboembolizmin (VTE) bir alt bashgi olup, kar-
diyovaskiiler hastaliklar arasinda MI ve inmeden sonra iigiincii siklikta karsimiza ¢ikar. Klini
silik seyirli olabilecegi gibi hayati tehdit eden sekillerde de ortaya ¢ikabilmektedir. Risk faktor-
leri arasinda immobilizasyon, herediter hiperkoagiilopatiler, major cerrahi islemler, malignite vb.
durumlar rol oynar. Masif PE’de hemodinamik instabilite ve sok varliginda intravenoz trombolitik
uygulanmaktadir. Bu olguda acil servise nefes darlig: sikayeti ile bagvuran ve akut masif PE tanist
konulan hastaya y6nelik yapilan intrapulmoner trombolitik uygulamast tarif edilmistir.

Olgu Sunumu: Bilinen kronik hastalik dykiisii olmayan, 40 yaginda kadin hasta sabah saatlerinde
baglayan nefes darhigi ile acile servise bagvurdu. Hastanin yapilan degerlendirmesinde kan ba-
smct 110/65 mmHg, Nabiz: 110/dk (ritmik), ates: 36C, sPO2: %95 olarak saptandi. EKG’de SR,
RBBB ve S1Q3T3 bulgulart mevcuttu (Sekil 1). Laboratuar incelemelesinde D-dimer 4.64 yg/mL
(normal referans deger: 0-0.50 gz g/mL), PRO-BNP: 4120 pg/mL (normal referans deger: 5-66 pg/
mL) ve troponin-T 0,060 ng/mL (normal referans deger: 0-0.014 ng/mL) tespit edildi. Acil serviste
yapilan yatak bagi TTE’de LVEF: %60, RV diyastol sonu ¢api: 32 mm, Doppler ile orta-ileri TY,
TAPSE: 15 mm, D Sign, pulmoner arter peak sistolik basinct (PAB): 55 mmHg olarak goriildii. PE
diisiiniilen hastaya subkutanoz DMAH uygulandi ve Emboli tamisinin teyit edilmesi i¢in kontrastl
toraks BT cekildi. Toraks BT de bilateral pulmoner arterleri tutan masif PE ile uyumlu gériiniim
saptandi (Sekil 2). Koroner YBU’nde takibe alinan hastanin hemodinamisinin bozulmast iizerine
hasta kateter laboratuarma alindi. Sag femoral venden girilerek multipurpose kateter araciligiyla
ana pulmoner artere ulasildi. Invaziv olarak dlgiilen PAB sistolik 82 mmHg olarak 6lgiildii (Sekil
3). Ana Pulmoner Arter’e pigtail kateter yerlestirildi 10 mg Alteplaz (tpa) bolus olarak uygulan-
di. Bolus uygulama sonrast, pigtail kateteri yerinde birakilarak hasta 90 mg Alteplaz infiizyonu
uygulanmak iizere KYBU’ne alindi. 90 mg Alteplaz infiizyonuna 2 saat siiresince devam edildi.
infiizyon sona erince hasta kontrol amagli tekrar kateter laboratuarina alindi ve PAB sistolik ba-
sincmin 55 mmHGya geriledigi goriildii (Sekil 4). Pigtail kateteri ¢ekildi. Takip amagli KYBU’ne
alindi. Hastanim iglem sonrasi yapilan kontrol EKO’sunda LVEF: %60, RVd: 22 mm, Hafif TY,
TAPSE: 25 mm, PAB: 20 mmHG’ya geriledi. 48. Saatte ¢ekilen Pulmoner BT de emboli lehine
bulgu saptanmadi (Sekil 5).

Tartisma: Hemodinamik instabiliteye neden olan PE vakalarinda trombolitik uygulamasi hayat
kurtaricidir. Giintimiizde trombolitik ajanlarin uygulanma yolu ve verilis pozolojisi konusunda
farkli goriisler bulunmaktadir. Akut PE vakalarinda olgumuzda oldugu gibi Pigtail kateteri kullani-
larak direkt olarak pulmoner artere trombolitik ajanin verilmesi hizli, giivenilir ve etkinlik-maliyet
agisindan olumlu sonug verebilir.

i o
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Sekil 1. Islem 6ncesi EKG.

Sekil 2. islem 6ncesi toraks BT.

Sekil 4. Islem sonrasi toraks BT.

Sekil 4. fslem sonrasi invaziv pulmoner arter basing
Olciimii.
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Dasatinib: A rare cause of recurrent cardiac tamponade
Metin Coksevim, Murat Ak¢ay, Muhammed Uyanik
Department of Cardiology, Ondokuz Mayis University Faculty of Medicine, Samsun

Introduction: Dasatinib is second generation tyrosine kinase inhibitor (TKI) that can be used as
the first line for the treatment of Philadelphia chromosome (Ph) positive chronic myeloid leukae-
mia (CML). Its effectiveness is significantly higher compared to imatinib, the first generation of
this group of drugs.However, besides positive features, it has several increasingly reported car-
diovascular side effects such as pleural-pericardial effusion, pulmonary hypertension, prolonged
QTc interval, and platelet dysfunction. The aetiology of pericardial effusion is varied and depends
on the epidemiological background. However, pericardial effusion is common in the malignant
diseases due to both spread of the primary disease or as a side effects of antineoplastic drugs or
radiation therapy. Its’ clinical presentation may be with cardiac tamponade or pericardial effusion
in incessant or recurrent course. Here, we discussed a case that presenting with a drug-associated
recurrent cardiac tamponade who were treated with dasatinib 100 mg per day for chronic myeloid
leukemia.

Case Report: A 59-year-old female patient was admitted to the cardiology outpatient clinic with
complaints of shortness of breath, palpitations and fatigue. In her medical history she was di-
agnosed with CML three years ago and was treated with nilotinib up to six months. After that
time her medication changed into the dasatinib. After three months from dasatinib initiation she
treated for cardiac tamponade for the first time. At the time of her second admission, in her phys-
ical examination, it was detected that she had cold and sweaty extremities, pronounced jugular
venous distention, reduced heart sounds and abdominal tenderness. Vital signs were as follows:
blood pressure, 100/60 mmHg; heart rate, 100/min; respiratory rate, 17/min. Electrocardiography
showed electrical alternans with heart rate 100/min (Fig. 1a). Echocardiography showed massive
pericardial effusion all around the heart, with collapse of right atrium and right ventricle occurring
early during diastole (Fig. 1b). We performed echocardiography guided pericardiocentesis and
approximately 1000 ml of fluid was percutaneously drained. Pericardial fluid analysis showed
exudative nature of the fluid (effusion total protein 4.2 g/dl; albumin 2.83 g/dl; LDH level 305 U/
1t, albumin gradient 0.58; LDH ratio 1.5). After literature research, we thought that there may be
dasatinib associated pericardial effusion. The patient was re-evaluated by haematology and dasat-
inib therapy was replaced with nilotinib after BCR/ABL gen evaluation. After discontinuation of
dasatinib therapy, pericardial effusion was not repeated in the patient’s three and six months follow
up after dasatinib.

Conclusion: Recurrent cardiac tamponade is rarely seen complication related to the use of da-
sitinib. We should be kept in mind that dasatinib is a potential etiologically agent for pericardial
effusion especially when other possibilities are excluded.
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Figure 1. Electrocardiogram and echocardiograpic image of the patient.
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idiopatik pulmoner arteriyel hipertansiyon ile karisan bir kalp
hastaligi: Patent ductus arteriosus

Necip Ermis,' Zeynep Ulutas,? Yiicel Karaca,' Yakup Yigit'

!Inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya
’Elazig Fethi Sekin Sehir Hastanesi, Kardiyoloji Boliimii, Elazig

Giris: Patent duktus arteriozus (PDA), fotal hayattaki pulmoner arter ile aort arasindaki baglanti-
nin devam etmesi seklinde tanimlanir. Yetiskinde PDA vakasi nadirdir. Tanist yiiksek klinik farkin-
dalik gerektirir. Erigkin yagda tanisi konulan hastalarda; uzun siireli sol-sag santin neden oldugu
pulmoner vaskiiler rezistansda yiikselme, PDA’s1 genis olan vakalarda ise Eisenmenger sendromu
gozlenebilir. Patent duktus arteriozus, siniis venosus, atriyal septal defekt veya kismi anormal pul-
moner vendz doniis gibi bazi konjenital hastaliklarin tamisi siklikla atlanabilir ve hastalar yanhs-
likla idiyopatik pulmoner arteriyel hipertansiyon (IPAH) olarak siniflandirilabilir. Bu vakada dig
merkezde IPAH tanust ile takip edilmis ancak merkezimizde Eisenmenger sendromu gelismis izole
PDA tanis1 koydugumuz olgumuzu sunduk.

Olgu Sunumu: Yirmi alt: yaginda kadin hasta nefes darlig1, carpinti, bacaklarda sislik ve morarma
sikayeti ile klinigimize basvurdu. Hastanin anamnezinden dis merkezde IPAH tanisi konulup me-
dikal tedavi baglandigi ancak son 2 yildir kendisinin tedaviyi biraktigi 6grenildi. NYHA smif 2-3
idi. Fizik muayenede hafif juguler venoz dolgunluk, alt ekstermitelerde siyanoz ve comak parmak
izlendi. Kardiyak oskiiltasyonda sert P2 duyuldu. Kan basinc1 125/80 mmHg; nabzi 85 atim/dakika
olarak ol¢iildii. Elektrokardiografisinde sag ventrikiil hipertrofisi bulgular: vardi. Transtorasik eko-
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kardiyografi, sag kalp bosluklari dilate ve sag ventrikiil hipertrofik izlendi. Doppler ekokardiyogra-
fide konjenital kalp hastalig1 diistindiirecek herhangi bir sant izlenmedi. Trikiispit yetmezlik velosi-
tesi iizerinden pulmoner arter basinci 120 mm/Hg 6lgiildii (Sekil 1). Son iki yildir takipsiz olmasi,
medikal tedaviden fayda gérmemesi ve pulmoner arter basincinin ¢ok yiiksek olmasi nedeniyle sag
kalp kateterizasyonu planlandi. Sag kalp kateterizasyonunda pulmoner arter basinct 120/65 mm/
Hg (ortalama PAB:90 mm/Hg), pulmoner vaskiiler resistans (PWR) 13,8 woods iinite, QP/QS 1.1
olarak olgiildii. Ayrica aortagrafide genis PDA izlendi (Sekil 2). Santin 1.1 olmasi ve yiiksek PWR
nedeniyle hasta inoperable kabul edildi ve ambrisentan tedavisi ile takibealind1.

Tartigma: Konjenital kalp hastaligi olan erigkin hastalarin yaklasik %5-10"unda PAH oldugu
bildirilmistir. Ekokardiyografi tan1 i¢in en iyi non-invaziv yontemdir. Kesin tan1 kardiyak katete-
rizasyon ile konulur. Aortografi ile santin yeri kesin olarak belirlenip, defektin ¢ap: ve kapatma-
ya uygunlugu saptanir. Kiiciik santlar hemodinamik olarak 6nem tagimazlar ancak biiyiik santlar
pulmoner arter basmcinin yiikselmesine, sag kalp yetmezligine ve Eisenmenger sendromuna ne-
den olurlar. Tedavide cerrahi ve transkateter kapatma yontemleri kullanilabilir. PWR indeksi >8
olan hastalarda diizeltme Gnerilmez PAH spesifik ilag tedavisi baglanir. Biz bu vaka da eriskin yas
grubunda pulmoner hipertansiyon etiyolojisi arastirilirken nadir goriilen konjenital kalp hastaligi
PDA’un da her zaman 6n tanilarimizin icinde yer almasi gerektigini vurgulamak istedik.

Sekil 1. Transtorasik ekokardiyografi A-Apikal dort bosluk B-Apikal dort bosluk-trikiispit yetmezlik velo-
sitesi C-Parasternal dort bogluk D-Suprasternal pencere.

Rileic s ot 4
Sekil 2. Aortagrafi PDA: Patent duktus arte-
riozus Ao: Aort.
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Pulmonary embolism in a young man infected by COVID-19
pneumonia

Arda Can Dogan, Ahmet Giiner, Yal¢in Avci, Hicaz Zencirkiran Agus, Ezgi Giiltekin Giiner
Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

A 28-year-old man was admitted to our emergency department with 2-week history of progressive-
ly worsening dyspnea, fever (37.9 °C), dry cough. There was no history of major venous thrombo-
embolism risk factors including history of malignancy and deep vein thrombosis, obesity, smoking,
pregnancy, family history, and any drugs leading to thrombotic events. At clinical evaluation, he
appeared haemodynamically stable with blood pressure 145/80 mmHg, heart rate 90 bpm, with
slightly reduced oxygen saturation on room air (93%). Bedside transthoracic echocardiography
revealed normal right ventricular systolic function, mild enlargement in the right heart chambers,
and mild to moderate tricuspid regurgitation. A chest computed tomography angiography (CTA)
was performed, which revealed a saddle pulmonary embolism (PE) in the main pulmonary artery,
right pulmonary artery, and left pulmonary artery (Fig. 1A, B). Simultaneous chest CT scan de-
termined peripheral ground-glass opacities in bilateral lung parenchyma (Fig. 1C). The chest CT
scan findings of the patient were typical for COVID-19 pneumonia. The patient’s PESI score was
38, compatible with a low risk of mortality. Biochemical tests, including renal and liver function
indices, electrolytes, traditional coagulation parameters were presented in Table 1. Subcutaneous
enoxaparin (1 mg / kg twice a day), oseltamivir (2x75 mg) and hydroxychloroquine (2x200 mg)
were started immediately with the infectious diseases specialist recommendation. In addition,
thrombus was not detected in the bilateral lower extremity venous Doppler examination. On the 6th
day of admission, the patient was transferred to a pandemic hospital as the clinical and radiological
findings worsened (Figure 1D, Table 1). This case report is the youngest case of COVID-related
PE without a risk factor in the literature.
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Figure 1.
Table 1: Lak ry. findi at ad 2 and at ing of respiratory function.
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Covid-19 olgusunda hemodinamik instabilite yapan pulmoner
tromboemboli

Sevil Tugrul, Emre Melik Faideci, Baran Yavuz, Ertugrul Okuyan
Bagcilar Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Giris: Kritik hastalarda COVID-19 sadece pnomoniden degil, ayni zamanda ¢oklu organ yetmez-
liginden de 6liime neden olur..Yiiksek D-dimer diizeyleri olan COVID-19 pnémonili hastalarda
bilgisayarli tomografi (BT) de pulmoner tromboembolizm (PTE) bildirilmistir.

Olgu Sunumu: BT de atipik viral pndmoni bulgular1 olan (Sekil 1) Covid-19 testi +, 45 yagindaki
erkek hasta hospitalize edildi. Agir pndmoni tanimina uyan hasta yogun bakimda noninvaziv me-
kanik ventilasyon ile monitorize takip edildi. Laboratuvar tetkiklerinde d-dimer seviyesinde artis
oldugu goriildii (Sekil 2). Hasta standart doz profilaktik antikoagulan tedavisi almaktaydi. Takipler
sirasinda mobilize edildi. Mobilizasyondan 30 dakika sonra nefes darliginda artis ve saturasyonda
diisme izlendi.Giinliik arterial kan basinci takipleri stabil olarak seyreden nabiz araligi normal
olan hastanin klinik kotiilesme siirecinde hipotansif oldugu ve siniis tagikardisi gelistigi goriildii.
(Sekil 3) Klinik olarak PTE siiphesi olan hastaya transtorasik ekokardiyografi (TTE) ¢ekildi. RV
yiiklenme bulgulari oldugu gériildii. RV ejeksiyon paterninin bozuldugu, RV serbest duvar kontrak-
siyonunda azalma izlendi (Sekil 4). S1 -,Q3T3 paterni elektrokardiyografi de mevcuttu (Sekil 5).
Hastanin hemodinamisinin bozulmus olmasi toraks BT anjiografi yapilmasina engel olusturdugu
icin TTE ve klinik degerlendirmeye gore yiiksek olasiliklt PTE tanisi konularak masif PTE tedavi
algoritmasi uygulanmasina karar verildi. Hastaya alteplaz 100 mg 2 saatlik siirede infiize edildi.
r'TPA tedavisi sonrasi hastanin hemodinamisinde diizelme oldugu TTE de RV dilatasyonunun geri-
ledigi saturasyon degerlerinin yiikseldigi ve hemodinamik tablonun diizeldigi goriildii.

Sonug: Akut enfeksiyonlar artmig vendz tromboemboli riski ile iligkilidir. Koagiilopati siklikla
sepsiste goriiliir. Covid-19 hastalarinda; saglikli kontrollere kiyasla bozulmusg pihtilasma fonksi-
yonlart bildirmistir. Ek olarak, yiiksek D-dimer diizeyleri ile hastane ici COVID-19 mortalitesi
arasinda pozitif bir korelasyon oldugunu, potansiyel olarak bilinmeyen pulmoner emboli ile ilgili
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sorular artirdigi ve COVID-19 olan hastalarda BT pulmoner anjiyografinin olasi roliinii ve hizl
klinik kotiilesmeyi 6zetleyen makaleler mevcuttur. Antikoagulan profilaksisi altinda gelisen PTE
icin ek tavsiyelere ihtiyag vardir. Université de Paris de yapilan bir ¢alisma da Covid-19 hastala-
rina gekilen BT anjiografi de %24 oranin PTE saptanmis (Sekil 6). Ozetle, COVID-19 pnomonisi
icin hastaneye yatirilmasi gereken hastalar, kontrendikasyon yoksa, profilaktik antikoagulan tedavi
almalidir. Ayrica BT, Covid-19 tam ve takibinde genellikle kontrastsiz gerceklestirilir. Bununla
birlikte, COVID-19 hastaligi oldugu bilinen hastalarda PTE olabilir. PTE de gelisen RV iskemisi,
arteriovendz sant, akciger perfiizyonunun bozulmasi pulmoner enfeksiyonun yol agtigi kétii klinik
tabloya katki saglayacag: siiphesizdir. PTE; mortal ancak potansiyel olarak tedavi edilebilir bir
durum oldugu i¢in klinik siiphe halinde BT anjiyografi diistiniilmelidir.

Sekil 1. Her iki akciger parankiminde yaygin buzlu cam opasitesi alanlarina eslik eden
yer yer minimal parankimal infiltrasyon sahalar: atipik viral pndmoni ile uyumlu BT
bulgulari.
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Sekil 3. Sekil 4. Sag kalp bosluklarinin dilate oldu-
gu goriilmekte.
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Sekil 5.
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Snare ile embolize kilavuz telin ¢cikartilmasi
Hasim Tiiner,' Naci Babat®

!'Hakkari Devlet Hastanesi, Kardiyoloji Klinigi, Hakkari
*Yiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van

Girig: Santral venoz erisimin tibbi uygulamada kullanimi giinden giine yayginlasmaktadir. Bu
teknik, hemodiyaliz hemodinamik izleme; defibrilator ve/veya kalp pillerinin implantasyonu, ke-
moteraptik ilag verme, parenteral beslenme, veya endovaskiiler tedavileri igerir. Uzun dénemde
kataterin uygulama yerine ve kalis siiresine bagl olarak arteryel ve venoz fistiil, venoz tromboz
ve bunlara bagh komplikasyonlar (tromboz ve enfeksiyonlar) goriilebilir. Perkiitanoz ekstraksiyon
intravaskiiler yabanci cisimlerin alinmast igin altin standarttir. Bu yazida kronik bobrek yetmezligi
nedeni ile takip edilen bir hastada embolize olmus diyaliz kateter guidewire’in perkiitan yolla
¢ikarilma iglemini sunduk.

Olgu Sunumu: Elli dokuz yaginda erkek hasta, son donem bobrek yetmezligi tanisi ile nefroloji
servisinde takip ediliyordu. Hastaya hemodiyaliz planlanmig, hemodiyaliz kateteri takilmis. Kate-
ter guidewire embolize olmus. Hasta tarafimiza damsildi. Yabanci cismin perkiitan yolla ekstrak-
siyonuna karar veildi. Hasta kateterizasyon laboratuarina alindi. Skopi goriintiisiinde embolize ol-
mus guidewire’in proksimal sert kisminin vena cava inferiorun baslangi¢ kisminda (Seki 1), J olan
distal kisminin da external juguler ven bolgesinde oldugu goriildii (Sekil 2). Yapilan degerlendir-
mede kateterin perkiitan yolla ¢ikarilmasina karar verildi. Lokal anestezi sonrasi sag femoral vene
8 F kilif yerlestirildi. 7500 i iv heparin yapildi. 6F pigtail kateter yardimi ile embolize materyel
rotasyonlarla sarildi. Bu manevra ile embolize materyalin J ucu vena cava siiperior bolgesine kadar
tagindi. Ayn1 zamanda diiz ve sert olan distal kisiminin da J seklini aldig1 goriildii. Bu asamadan
sonra 8 F Judkins kateter araciligi ile 4 ilmekli st. jude marka periferik snare ile guidewire’in distal
kismu tekrarlayan manevralarla tuzaklandi ve 8 judkins kateterin i¢ine alindi sonra sistem komple
geri cekildi (Sekil 3). islem yaklagik 70 dk siirdii. komplikasyon yasanmadi.

Sonug: Embolize materyeler eken 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 yiiksek olup buradaki
en onemli faktGrler embolize cismin sekli ve uygun yerinden tuzaklanmasidir. Aksi taktirde olasi
bir vaskiiler zedelenme biiyiik damarlarda oldugu i¢in mortal seyretmesi s6z konusu olabilmekte-
dir. Bizim vakamizda guidenin distal sert kismu pigtaille tekrarlayan manevralar sayesinde J seklini
ald1 ve vaskiiler yaralanma ihtimali azaldi. Bundan dolay1 embolize materyali bu bolgeden tuzak-
lamay1 segtik. Islem basarili ve komplikasyonsuz gergeklesmesi ile ek bir vaskiiler girise gerek
kalmadan vakamizi tamamlamig bulunmaktayiz. Sonug olarak vaskiiler girisimlerde kullanilan
materyaller embolize olabilmektedir. Burada hizli bir invaziv girisim ve antikoagulasyon ile bu
komplikasyon basarili bir sekilde kontrol altina alinabilir.

!

Sekil 1. Guidewirem proksimal
sert kismi.

Sekil 2. Guidewirem distal hid-
rofilik J kismi.

Sekil 3. Guidewiremn distal sert,
J olmus kisminin periferik 4 il-
mekli snare ile tuzaklanip alin-
ma agamas.
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Aort darh@inin nadir goriilen bir nedeni: Okronozis

Sefa Tatar, frem Oktay, Yakup Alsancak, Hakan Akilli, Ahmet Seyfeddin Giirbiiz,
Ahmet Soylu, Mehmet Akif Diizenli

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

Alkaptoniiri, fenilalanin ve tirozin metabolizmasinda rol alan homogentisik asit oksidaz enzi-
mindeki genetik eksiklik sonucu olusan otozomal resesif gecisli nadir bir metabolik bozukluktur.
Homogentisik asit oksidaz enziminin yetmezligine bagl olarak homogentisik asidin 6zellikle bag
dokusu ve kikirdak gibi gesitli dokularda agirt birikimine bagl olarak gelisen mavi-siyah renk
degisiklikleri okronozis olarak adlandirilir. En 6nemli morbidite nedenleri, 4-6. dekadlarda gorii-
len okronotik artropati ve kardiyovaskiiler tutulumdur. Kardiyak tutulum olarak 6zellikle kapak
hastaliklarina neden olabilmektedir. Vakamizda nadir goriilen okronozis hastasinda meydana gelen
ciddi aort darligin1 anlatmay1 amacladik. Elli alt: yas erkek hasta, bilinen diabetes mellitus ve 12
yildir okronozis tanist mevcut. Hastanin kardiyoloji takibi bulunmamaktadir. Her iki dizde agri ve
bacaklarda sislik sikayetiyle fizik tedavi ve rehabilitasyon kliniginde yatmakta iken nefes darlig
bacaklarda sislik sikayeti nedeniyle tarafimiza konsulte edildi. Hastanin yapilan transtorasik eko-
kardiyografisinde ejeksiyon fraksiyonu %60 aort kapak ugclari yogun nodiiler kalsifiye gériiniimde
aort kapaga ait maximum gradient 87 mmhg, mean gradient 58 mmhg olarak izlendi. Aort kapak
alan1 0.5 cm? olarak hesaplandi (Sekil 1). Ciddi aort darlig1 olarak degerlendirilen hasta kardiyo-
loji ve kalp damar cerrahisi ortak konseyinde degerlendirildi. Hastanin spondiloartropatisi olmas,
skolyozu olmasi, alt ekstremitesinde hareket kisitlihgr, fleksiyon pozisyonu bulunmasi ve periferik
arterlerde kalsifikasyon nedeniyle hastaya ne cerrahi islem ne de perkiitan iglem planlanamadi ve
hasta medikal takip edilmeye karar verildi (Sekil 2). Okronozis hastaligi nadir goriilmekle birlikte
neden oldugu aort darligiyla literatiirde de nadir vakalar bulunmaktadir. Okronozisin bilinen kesin
tedavisi yoktur. Daha ¢ok semptomatik tedavi yontemleri kullanilmaktadir. Ciddi aort darlig1 gorii-
len okronozis hastalarinda cerrahi operasyon hastanin klinik durumuna fonksiyonel kapasitesine ve
fiziki 6zelliklerine gore bir secenek olabilmektedir. Biz de vakamizda nadir goriilen bir okronozis
vakasinda gelisen aort darhigma dikkat ¢ekerek okronozis tanisi alan hastalarda kardiyak tutulum
olabilecegini pek tabi kalp kapak hastaligina yol acabilecegi ve ciddi kardiyak patolojilere neden
olabilecegini vurgulamak istedik.

Aortada kalsifikasyon

Sekil 1.
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Different faces of hereditary thrombophilia in the same patient:
recurrent stent thrombosis, venous thromboembolism
and ischemic stroke

Ahmet Giiner, Ezgi Giiltekin Giiner, Mehmet Ertiirk
Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

A 42-year-old female patient was referred to the emergency service with signs and symptoms
of acute coronary syndrome (ACS). Targeted medical history showed a previous acute coronary
syndrome due to recurrent stent thrombosis (4 times), ischemic stroke without residual neurolog-
ical deficit, pulmonary embolism (Figure 1) and deep vein thrombosis. There was no history of
major cardiovascular risk factors including diabetes, hypertension, dyslipidemia, smoking, family
history, use of oral contraceptive, cocaine and any other drugs leading to thrombotic events. On
admission her blood pressure was 135/75 mmHg and pulse rate was 75 beats/min. Physical ex-
amination was unremarkable. An electrocardiography (ECG) indicated normal sinus rhythm with
ischemic T wave changes in the inferior leads (Figure 2). Transthoracic echocardiography revealed
mild mitral and tricuspid regurgitation, inferior wall hypokinesia, with an ejection fraction of 50%.
Diagnostic coronary angiography was performed through right femoral artery route, which showed
nonsignificant stenosis in left circumflex and left anterior descending artery. Subsequently, the
right coronary artery (RCA) ostium could be engaged with a 7 Fr Judkins Right-4 guiding catheter
(Cordis Corporation, Miami Lakes, Florida, USA). Contrast injection revealed thrombolysis in
myocardial infarction (TIMI) O distal flow due to acute thrombosis proximal to the stent (Figure
3A). Tirofiban infusion (25 mcg/kg bolus followed by 0.15 mcg/kg/min for 24 h) was started
immediately and the total occlusion was crossed with a PT2 guide-wire. Subsequently, a balloon
dilatation with a size of 3.0X15 mm (Simeks, Sesa Elektronik company, Turkey) was performed at
24 atmospheres for 30 s (Figure 3B). TIMI grade 3 flow was achieved again and there was also no
dissection or residual lesion (Figure 3C). The activated clotting time was 310 s under tirofiban and
half-dose unfractioned heparin. Fourth day following coronary intervention, chest pain recurred
without ST-segment elevations on ECG. Repeat angiography was immediately done. The stent was
totally re-occluded at its proximal side (Figure 3D). The patient subsequently underwent emergent
coronary artery bypass surgery. The right internal mammary artery was anastomosed to the RCA
under cardiopulmonary bypass. Due to recurrent thrombotic events, further genetic coagulation
tests were performed. MTHFR 677TT and PAI-1 4G/5G gene polymorphism were detected in the
genetic analysis of the patient’s thrombophilia panel (Table 1). Other tests such as protein C activ-
ity, protein S activity and activated protein C resistance were normal. The patient was anticoagu-
lated with warfarin to maintain international normalized ratio of 2.5 to 3.0. She was asymptomatic
at 4 months, and taking acetylsalicylic acid (100 mg/d), warfarin (7.5 mg/d), ticagrelor (180 mg/d)
for antithrombotic therapy.
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Figure 3.
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Cardiac involvement of hypereosinophilic syndrome without
hypereosinophilia mimicking acute myocardial
infarction with ST segment elevation

Kardelen Ohtaroglu Tokdil.' Eser Durmaz,' Hasan Tokdil,' Deniz Mutlu,'
Burgak Kiligkiran Avet,! Isil Bavunoglu,” Zeki Ongen!

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

2Department of Internal diseases, Istanbul University-Cerrahpasa Cerrahpasa Faculty of
Medicine, Istanbul

55 years old male, no previous medical history other than Type I Diabetes Mellitus, has admitted
to our emergency department with recent onset chest pain. He had a diagnosis of the hypereosinop-
hilic syndrome (HES) and discharged from the hospital the previous day due to completion of his
medical treatment and relief of symptoms. Pulse steroid treatment was given a three times during
hospitalization because of diagnosis HES. Last complete blood count before discharge has revea-
led the number of eosinophils was 100/mm?. His ECG revealed ST-segment elevation in precordial
leads (V,-V,) with reciprocal ST depressions in inferior leads. Patient transferred to catheterization
laboratory for primary percutaneous coronary intervention with a diagnosis of anterior ST-segment
elevation myocardial infarction. Coronary angiography demonstrated normal coronary arteries
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without the evidence of atherosclerosis and intracoronary thrombosis. Left ventriculography was
performed and global hypokinesia was detected. Patient transferred to the coronary care unit. ACE
inhibitor and beta-blocker therapy have been initiated. In previous transthoracic echocardiography
(TTE) to investigate to cardiac involvement when diagnosed with HES, the dimensions and systo-
lic functions of both ventricles were normal. Neither thrombus nor significant mitral regurgitati-
on was not observed. In TTE after coronary angiography, showed relatively normal cardiac size
and no thrombus, but new onset global hypokinesia with systolic and diastolic dysfunction was
noted. It is quite different with previous reports that showed thrombus in left ventricle. Despite
the diagnosis of HES, the reason to absence of hypereosinophilia in the complete blood count is
while initiating steroid therapy, it causes myocardium and the other tissues have been infiltrated
by eosinophils. While initiating steroid therapy, it causes to decrease eosinophil count in the perip-
heral blood, and increase in tissue. In our patient, we decided to reason of decreased left ventricle
ejection fraction and dynamic ST segment changes due to damage caused by eosinophils which
infiltrates myocardium. The patient was consulted with the haematology department. Pulse steroid
therapy was repeated for the following 3 days. Cardiac MRI scan was performed in order to make
a differential diagnosis and patchy late gadolinium enhancement was detected which is compatible
with HES. After pulse steroid therapy, the haematology department concluded that maintenance
therapy with imatinib and prednisolone was recommended.

OB-99

Postoperatif sistolik disfonksiyon

Emre Melik Faideci, Sevil Tugrul, Ertugrul Okuyan
Bagcilar Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Giris: Non-kardiyak ameliyatlardan sonra kardiyovaskiiler komplikasyonlar siktir. Major ameli-
yat geciren hastalarin %3’tinde peri-operatif miyokard enfarktiisii goriiliir. Postoperatif aritmiler
de sik goriilen bir morbidite nedenidir, atriyal fibrilasyon ve QT-uzamasi peri-operatif donemde
goriilebilir. Ancak postoperatif sistolik kalp yetmezligi miyokard enfarktiisii ve kalp cerrahisi di-
sinda nadirdir.

Olgu Sunumu: Kirk dért yas bayan hasta bilinen hastalik dykiisii yok. lomber disk hernisinden
opere ediliyor. Postoperatif uyandirma sirasinda hastada hipotansif akciger 6demi ve gogiis agrist
gelisiyor. Torax bilgisayarli tomografide akciger parankiminde buzlu cam gériiniimii tespit edi-
liyor.Kardiyak markir ve enzim degerlerinde yiikselme gelisiyor. Elektrokardiyografi de ozellik
saptanmiyor. Hastanin tarsntorasik ekokardiyografisinde (TTE) ejeksiyon fraksiyonu (EF) %35 sol
ventrikiil dilate degil, apikal agir hipokinetik diger segmentler hipokinetik. MI. uyumlu bulgular
olmasi ve instabilite sebebiyle koroner anjiografi (KAG) yapildi.Normal koroner arter saptandi.
Norepinefrin ve dopamin infiizyon baslandi. Vital bulgularinin diizelmesini takiben hastaya ramip-
ril 2.5 miligram (mg) ve metoprolol 50 mg 1*1 kalp yetersizligine yonelik olarak baglandi. 1 aylik
takip sonunda EF %55 oldugu goriildii.

Tartisma: 1) Hastanin lomber bolge cerrahisi gecirmis olmasi servikal bolgeye miidahele edil-
memis olmasi norojenik kardiyodepresan etyolojiyi diglamaktadir. 2) Hastaya sedasyon i¢in uy-
gulanan propofoliin miyokardiyal performans iizerinde ilaca bagh spesifik bir kardiyodepresan
etkisi oldugu ¢alismalar ile gosterilmistir. 3) Cerrahi stresin tetikledigi yaygin koroner vazospazm
geligsmis olabilir. Buna bagli sistolik disfonksiyon, miyokard hasari ve enzim yiikseklikleri gorii-
lebilir. 4) Postoperatif donemde artmus ihtiyaca bagl Tip-2 miyokard enfarktiisii gelisebilr ayrica
hastanin hipotansif olmas1 miyokardial hasar1 agirlastiran ek bir faktordiir. 5) Cerrahiye bagl hi-
perkoagulopati de plak zemininde olmayan koroner tromboembolilere yol agmis olabilir. trombiis
rezulasyonu sonrasinda yapilan KAG da normal koorner arter saptanmus olabilir. Postoperatif do
nemde miyokardial hasar gostergesi olan hastalarda hekimler diisiik doz aspirin ve statin tedavisini
giindeme almalilar.
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