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Degerli Meslektaglarimiz,

Tiirk Kardiyoloji Dernedi yil boyunca cesitli egitim programlar ve etkinlikler diizenlemenin yani sira
her zaman oldugu gibi Ekim ayinda Uluslararasi Katiimli Tiirk Kardiyoloji Kongresini 54. yila yakisir bir
seviyede gerceklestirmeyi planlamaktadir.

Hem katilimci sayisi hem yiiksek kalitedeki bilimsel icerigi ile ulusal ve uluslararasi diizeyde 6nde gelen
bilimsel kongrelerden biri olan aktivitemizin zengin igerigini, siz katiimcilarimiza hitap edecek genis bir
yelpazede doyurucu bir bilimsel program ve degisik sosyal etkinlikler ile sunmayi planlamaktayiz.

Bu yil gerceklestirecedimiz kongremize Avrupa Kardiyoloji Dernegi tiye lilkelerinden meslektaglarimizin
yani sira baska kitalardan meslektaglarimiz da katilacaklardir. Gegen yil 3000°e yakin kisinin katildig
kongremize katiimin bu yil daha da artmasini bekliyoruz. Kongremizde sizler i¢in en iyi programi
hazirlamaya gayret ettik. “Sempozyumlar”, “Karsit Goriis” ve “Nasil Yapalim” oturumlari ile kalp-
damar hastaliklariyla ilgili son bilgilerimizi giincelleyip tartisacagiz. “Giinliik Uygulamada Kardiyoloji“
oturumlarimizi gegen yil biiyiik ilgi géren “Pratik Kardiyoloji” bashgi altinda tiim Kardiyoloji pratigini
kapsayacak sekilde genislettik. Gecen vyillardaki yogun ilgi nedeniyle sayisini artirdigimiz, sertifika
verilen “Gériintiilii Interaktif Kurslar” ile bilgilerimizin yani sira becerilerimizi de gelistirecegiz.

Her oturumumuzda Tiirkiye'den ve diinyadan konularinda biiyiik agirhg olan degerli konugmacilar ve
tartismacilaryeraliyor. ESC, ACC, Tiirk Diinyasi Kardiyoloji Birligi, EHRA ve EAPClile ortak oturumlarimizin
dikkatle izlenecegine inaniyoruz.

Uluslararasi boyutu bu yil daha da giiclenen kongremiz yine hem TTB hem de UEMS tarafindan
kredilendirilecektir.

Kongremizde sizleri de aramizda gérmekten memnuniyet duyacagiz.

05 - 08 Ekim 2017°de 33. Uluslararasi Katiimh Tiirk Kardiyoloji Kongremizde bulugmak, bilgilerimizi
paylagsmak, dilegi ve saygilanimizla.

Prof. Dr. Mahmut Sahin, FESC Prof. Dr. Mustafa Kemal Erol
TKD Bagkani TKD Gelecek Bagkani
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Dear Colleagues,

In addition to its various training events and activities through the year, Turkish Society of Cardiology
has planned to hold this year's National Cardiology Congress in October at a high level to meet the
expectations on its 54" anniversary.

The congress, as a leading scientific event both at the national and international level with a remarkable
number of participants and high quality scientific content, is being designed to appeal to all participants
in a satisfactory way and broad range of its scientific program and diversified flavors of social events.

As well as our colleagues as members of European Society of Cardiology, there will be again our
colleagues from different continents as participants to this year’s congress. We expect to have a higher
number of participation to this year’s congress in which the number of participation was nearly 3000
last year. We have been working hard to prepare the best program for you. During our "Symposia“,
"Debates” and "How to Do" sessions, we will be updating our latest knowledge on cardiovascular
diseases. We have extended “Cardiology in Daily Practice” sessions which attracted real attention
last year, as “Practical Cardiology” to cover all the practices in Cardiology. We will advance our skills
besides our knowledge thanks to “Interactive Video Courses” which we have increased the number in
line with the high attention paid during the recent years and a certificate is provided to the participants
of the courses.

Every session will take place with participation of esteemed speakers and discussants from Turkey
and from around the globe. We strongly believe that our joint sessions with the ESC, ACC, Turkic World
Cardiology Association, EHRA and EAPCI will be closely followed by the attendees.

The congress having strengthened more than ever with its international flavor will again be credited by
the Turkish Medical Association and EBAC.

We will be more than happy to have you with us during our congress.

With hopes and best regards to meet you and share our information on 05 — 08 October 2017 for the
occasion of our 33" Turkish Cardiology Congress with International Participation.

Prof. Mahmut Sahin, M.D., FESC Prof. Mustafa Kemal Erol, M.D.
President of TSC President Elect of TSC
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A young man with reversible diabetic cardiomyopathy associated
with hyperosmolar hyperglycaemic state

Umut Kocabas', Ozgiir Yilmaz?, Volkan Kurtoglu?

'Department of Cardiology, Edremit State Hospital, Kardiyoloji Boliimii, Balikesir
*Department of Internal Medicine, Soma State Hospital, Manisa

A 20-year-old male patient with uncontrolled diabetes mellitus presented to our clinic with poly-
uria, polydipsia and weakness. On initial assessment, the patient was afebrile, with blood pressure
of 107/69 mmHg and physical examination showed no other abnormalities. The electrocardiogram
showed a normal sinus rhythm and a heart rate of 59 bpm without ischaemic changes. Laboratory
results revealed hyperglycaemia (glucose 1104 mg/dL), hyponatraemia (Na 121 mmol/L, corrected
Na 137 mmol/L), hypertriglyceridemia (triglyceride 1306 mg/dL), haemoglobin Alc 17.7%, neg-
ative high-sensitive troponin (<1.5 ng/L) and effective osmolality 345 mOsm/L. Arterial blood gas
analysis revealed pH 7.44, PCO2 37 .4 and bicarbonate 25.2 mmol/L. The patient was hospitalised
in the intensive care unit, and intravenous fluids and insulin therapy were started. Baseline transtho-
racic echocardiography revealed normal valvular functions and global left ventricular hypokinesis
with a spontaneous echo contrast and an ejection fraction of 42% (left ventricular end-diastolic and
end-systolic volumes were 96 and 56 ml, respectively), which was determined by the Simpson’s
method. Left ventricular end-diastolic and end-systolic diameters were 49 and 39 mm, respectively
(Figure 1; Video 1 and 2 in the Data Supplement). After transthoracic echocardiography, metopro-
lol, ramipril, trimetazidine and fenofibrate therapy was also started. The patient’s clinical condition
improved in 24 h and his blood glucose level decreased. Transthoracic echocardiography revealed
an improvement in the left ventricular systolic function with an ejection fraction of 54% at the
5-day follow-up and an ejection fraction of 70% (left ventricular end-diastolic and end-systolic
volumes were 92 and 27 ml, respectively) at the 15-day follow-up after blood glucose control. Left
ventricular end-diastolic and end-systolic diameters were 49 and 31 mm, respectively at the 15-day
follow-up (Figure2; Video 1 and 2 in the Data Supplement). The patient was discharged with inten-
sive insulin, metoprolol, ramipril and fenofibrate therapy and a programme of intensive follow-up.
We describe an unusual case of a patient with reversible diabetic cardiomyopathy associated with
uncontrolled diabetes mellitus and hyperosmolar hyperglycaemic state. Diabetic cardiomyopathy
is characterised by diabetes-related changes in the function of the myocardium without coronary
artery disease, hypertension or valvular heart disease. In the presence of hyperglycaemia, non-en-
zymatic glycosylation of proteins, reactive oxygen radicals and fibrosis lead to deterioration in left
ventricular contractile functions. Increased fatty acid oxidation, reduced calcium handling and acti-
vated neurohormonal functions also provide to this situation. Although no specific treatment exists
for diabetic cardiomyopathy, glycaemic control is the most important strategy for the prevention of
progression and the treatment of the disease.

Figure 1.

Figure 2.
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Bonzai bagimlis1 marjinal donérden mutlu sona yolculuk
Yelda Saltan, Ali Dogan, Emrah Ozdemir, Nuri Kurtoglu
Yeni Yiizyil Universitesi Tip Fakiiltesi Gaziosmanpasa Hastanesi, Kardiyoloji Boliimii, Istanbul

Giris: Son donem kalp yetmezliginin yayginlig1 arttikca, klinisyenler artan kalp transplantasyon
ihtiyacini kargilamak igin sayica yetersiz allogreft ile bas basa kalmaktadir. Kalp yetmezligi olan
hasta sayist ile donor sayist arasindaki bu uyumsuz fark, marjinal dondre ait kalp kullanimini
artirmigtir. Dondr kalpte azalmig sol ventrikiil ejeksiyon fraksiyonu (EF) geleneksel olarak greft
kullamlmamasinin 6nemli bir 6ngordiirii diir. Bununla birlikte, baslangicta optimum nakil kri-
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terlerini kargilamayan bazi donér kalpler transplante edildiginde iyi sonuglar almabilir.

Vaka: Subat 2017°de, son donem kalp yetmezligi olan 44 yasinda erkek bir hastay1 yatirdigimizda,
daha once bagka bilinen tibbi gegmisi olmayan, iilkemizde Bonzai olarak bilinen sentetik canna-
binoid bagimlist 26 yasindaki bir erkek donér hakkinda bilgilendirildik. Uyusturucuyu almasini
takiben balkondan diistiigiinii ve kritik kafa ici kanamasinin bulundugunu 6grendik. Yogun bakim-
da kisa bir siire sonra hemodinamik bakimdan dengesiz hale gelip, inotropik ajanlara herhangi bir
tepki vermedigi bildirildi. Beyin 6liimii testi dogrulandiktan sonra; yapilan ekokardiyogramda kalp
fonksiyonlar1 kabaca normal olarak rapor edildi.

Cerrahi teknik ve takip: Kalbin donorden alinmasi esnasinda hafif sol ventrikiiler hipokinezi
kaydedildi ancak nihai karar verilmisti: Kalp durduruldu, korundu ve alictya nakledildi. Anasto-
mozlar tamamlandiktan sonra allograft kalp kendiliginden caligmaya basladi. Bununla birlikte,
transplantasyon islemi sirasinda yapilan transdzofageal ekokardiyografide bilateral ventrikiiler
disfonksiyon oldugu gosterildi. Ameliyathaneden ¢ikmakta olan hastaya inotroplar ve santral ve-
noarteriyel ekstrakorporeal membran oksijenasyonu (ECMO) destegi verildi. Hasta yogun bakim-
da entiibe halde 4 giinliik takibin ardindan ekstiibe edildi ve ECMO’dan ayrildi. Ekstiibasyondan
sonra mevcut hemodinamik yetersizligin ve biventrikuler disfonksiyonun yani sira erken donemde
tibbi tedaviye cevap vermeyen direncli bir atriyal tasikardi tabloya eklendi ve ancak 100 joule ile
yapilan DC kardiyoversiyonun ardindan diizeldi. Kardiyoversiyonun ardindan mucizevi bi¢cimde
hasta hizla hemodinamik olarak kararli hale geldi; Ekokardiyografide sol ve sag ventrikiil fonk-
siyonlari iyilesti ve en sonunda transplantasyondan 34 giin sonra normal kardiyak fonksiyonlarla
taburcu edilebildi. Halen yaklasik olarak bes aydir normal kardiyak fonksiyon ile yeni bir sorun
olmadan takip edilmektedir.

Sonug: Siddetli norolojik hasar ve uyusturucu bagimliligr ile iliskili ciddi kardiyak disfonksiyonun
bulundugu allogreftte transplantasyonu takiben, ciddi sorun yaratan akut siddetli sol ventrikiil dis-
fonksiyonu; optimum ¢evresel kosullar ve uygun tibbi tedavinin ardindan normale getirilebilmistir.
Bunun gelecekte baska marjinal donor kalplerinin kullanimi konusunda kalp yetmezligi ekiplerini
cesaretlendirmesini timit ediyoruz.

Sekil 1. intraoperatif transozafegeal ekokardiyografi
goriintiisii.

Sekil 1. Postoperatif ekokardiyografi goriintiisii.
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ECMO destegi ile hayatta kalan fulminan miyokardit olgusu

Ayse Saatci Yasar!, Nihal Akar Bayram?, Hakan Siiygiin?, Melike Polat?, Hact Ahmet Kasapkara?,
Emine Bilen', Abdullah Nabi Aslan', Telat Keles?, Tahir Durmaz?, Engin Bozkurt®

!Ankara Atatiirk Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara
2Yildirum Beyazit Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Miyokardit, cesitli nedenlere bagli olarak gelisen miyokard inflamasyonudur. Degisik klinik
tablolarda ortaya ¢ikabilir. Fulminan miyokarditte baglangi¢ ani olup hizli progresif bozulma go-
riiliir. Tam diizelme olabilecegi gibi ciddi kalp yetersizligine bagli olarak 6liim olabilir. Bu nedenle
bu hastalar hizli ve agresif olarak tedavi edilmelidirler. Bu olguda standart tedaviye ragmen klinik
durumu hizla bozulan fulminan miyokarditli 30 yasinda bir erkek hasta sunuldu.

Olgu: 30 yasinda erkek hasta 3 giindiir olan halsizlik, nefes darlig1 ve bulant: sikayetleri ile acil
servisimize bagvurdu. Daha once kalp hastalig1 Sykiisii bulunmayan hastanin bir hafta 6nce bogaz
enfeksiyonu nedeni ile antibiyotik kullandig1 6grenildi. Yapilan fizik muayenesinde nabiz 120/
dk, kan basinci 85/45 mmHg idi. Akciger muayenesinde bazallerde sekretuar ralleri, kardiak mu-
ayenesinde ise S3 mevcuttu. Hastanin ¢ekilen elektrokardiyografisinde sinus tagikardisi (126/dk)
saptandi. Hastadan alinan tam kan tetkikinde hafif 16kositoz ve trombositopeni izlendi. Biyokimya
tetkikinde tire 95 mg/dl (N:10-48 mg/dl), kreatinin 3,17 mg/dl (N<1.2 mg/dl); seroloji tetkikin-
de CRP 328 mg/dl (N:0-5 mg/dl); kardiak hormonlardan troponin T 143.1 pg/mL (N:0-14 pg/
mL) saptandi. Ekokardiyografide sol ventrikiil sistolik fonksiyonlarmin azalmig oldugu goriildii.
(Ejeksiyon fraksiyonu: %35). Hasta koroner yogun bakima fulminan miyokardit tanisi ile yatirildi.
inotropik destek tedaviye yanit vermeyen hastaya intraaortik balon pompast takildi. Takibinde kan
basinci yiikselmeyen hastanin genel durumu giderek kotiilesti, solunum sikintist artti, kreatinin
degerleri 6 mg/dl’ye kadar yiikseldi. Idrar miktar1 giderek azaldi. Kan gazinda asidoz (pH:7.25,
satiirasyon %86.2) saptanan hasta entiibe edilerek mekanik ventilasyona baglandi. Yatiginin 3.
giiniinde mevcut tedavisine yanit vermeyen hastaya venoarteryel Ekstrakorporal membrane oksi-
jenasyon (ECMO) takildi. Takibinde hasta ekstiibe edildi ve daha sonra intraaortik balon pompa-
simdan ayrildi. ECMO siiresince heparin ile antikoagulasyon saglanan ve ACT 180-200 arasinda
tutulan hastada ECMO giris yeri olan sag subklavian arter bolgesinde hematom olustu ve hastada
sag list ekstremitede giic kaybr gelisti. ECMO destegi altinda hasta toplam 3 kez diyalize alind1.
10 giin ECMO desteginde kalan hastanin genel durumu giderek diizeldi ve sol ventrikiil sistolik
fonksiyonlar1 giderek artti. 10. giin sonunda hasta ECMO desteginden ayrildi. Kontrol ekokardi-
yografisinde sol ventrikiil fonksiyonlart normal izlendi. Sag aksiller bolgedeki hematomu rezorbe
olan hastanin sag iist ekstremite gii¢ kayb1 yavag yavas diizeldi. Taburculuk sonrasi 1. ay ve 6. ay
kontrollerinde genel durumu iyi olan hastanin sol ventrikiil fonksiyonlar normal izlendi.
Tartisma: Giin gegtikge teknolojideki gelismelere bagl olarak ECMO sistemleri daha kolay bir
sekilde uygulanabilmektedir. Tibbi tedaviye yanit vermeyen fulminan miyokarditli hastalar ECMO
tedavisi agisindan degerlendirilmelidir.
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Dev hiicreli miyokardit tedavisinde kullanilan immunosupresif
tedavinin nadir bir komplikasyonu: Ozefagus riiptiirii

Onur Kilicarslan, Khayal Mirzayev, Okay Abaci, Ahmet Yildiz, Barig Okgiin
Istanbul Universitesi Kardiyoloji Enstitiisii, Kardiyoloji Anabilim Dalt, Istanbul

Girig: Dev hiicreli miyokardit ani gelisen, progresif seyreden ve miyosit nekrozu ile karekterize
inflamatuar miyokardiyal bir hastaliktir. Dev hiicreli miyokardit tedavisinde kullanilan immuno-
supresif tedaviye bagl gelisen nadir bir komplikasyon olan 6zefagus perforasyonu sunulmustur.
Vaka: Kronik hastalik 6ykiisii olmayan 47 yasinda erkek hasta; 1 hafta 6nce iist solunum yolu en-
feksiyonu sonrasi baglayan progresif nefes darligi sikayeti ile bagvurdu. Fizik muayenesi asagidaki
gibidir: arteriyal kan basinci: 115/85 mmhg, kalp hizi: 110/dk, solunum sayist 22/dk ve oksijen
saturasyonu oda havasinda %90 idi. Her iki akcigerde orta zonlara kadar krepitan ralleri olan hasta-
nin mitral odakta 2/6 sistolik iifiirimii mevcuttu. Elektrokardiyogarfisi atriyal fibrilasyondu. Eko-
kardiyografisinde sol kalp bosluklarinda genisleme, global hipokinetik ve ejeksiyon fraksiyon %25
olarak degerlendirildi. Koroner anjiografisinde belirgin 6zellik olmayan hastanin yapilan kardiak
MR da subendokardiyal yama tarzinda kontrast tutulumu olmasi nedeniyle sarkoidoz veya miyo-
kardit diisiiniildii. Tedavi ile semptomlar: diizelmeyen hastanin yapilan endomyokardial biyopsi
de dev hiicreli miyokardit bulgular1 saptandi (Tablo 1). Siklosporin 1x200 mg, azatioprin 1x100
ve prednizolon 80 mg baglandi. Takiplerinde siddetli ani baslayan sirt agris1 olmasi iizerine ¢ekilen
akciger grafisinde mediastende genigleme olmasi iizerine toraks BT planlandi ve BT de 6zefagusta
riiptiir saptand1 (Sekil 1, 2).

Tartisma: Dev hiicreli miyokardit genellikle genglerde ve saglikli kisilerde goriiliir. Cok kisa
siirede kalp transplantasyonu yapilmayan ya da agir immiinsupresif tedavi uygulanmayan olgu-
lar genellikle 6liimciildiir. Tedavi de kullanilan immunosupresif tedaviye sekonder nadir gelisen
spontan gastrointestinal perforasyonlar éliimciil komplikasyonlardandir.iImmiinosupresif tedaviye
ikincil geligsen spontan gastrointesinal perforasyonlar siklikla barsakta olmasina ragmen nadiren
ozefagusta gelisebilir.

Sekil 1. Toraks BT de mediastinal yaygin hava. Sekil 2. Toraks BT de 6zefagus riiptiirii.

Tablo 1. Endomyokardial biyopsi materyalinde ¢alisilan immiinolojik belirtecler

Fenotip CD3 LFA-1 CD4SRO Perforin MAC-1
Hicre f mm2 839 364 116 2,14 78,43
Esik 14 14 40 2,9 40
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Which came first, the chicken or the egg?: a case report with two
diagnosis, peripartum cardiomyopathy versus tachycardia induced
cardiomyopathy

Suat Gérmel', Hasan Kutsi Kabul', Murat Celik', Uygar Cagdas Yiiksel', Yalgin Gkoglan',
Erkan Yildirrm', Cem Bar¢inl, Barig Bugan?, Salim Yasar®

'Department of Cardiology, Giilhane Training and Research Hospital, Ankara
2Department of Cardiology, Corlu State Hospital, Tekirdag
*Department of Cardiology, Etimesgut Military Hospital, Ankara

Peripartum cardiomyopathy (PPCM) is an uncommon disorder associated with pregnancy in which
the systolic cardiac heart failure happens and leads to symptoms of heart failure. PPCM may be
challenging to diagnose because symptoms of heart failure can be similar those of pregnancy.
Tachycardia in pregnancy is common and may cause concern for the wellbeing of both the mother
and the fetus. The cardiovascular system undergoes significant change in adaptation to pregnancy.
As a result of normal physiopathology, the need of increased blood circulation causes a bigger
heart to manage improved mechanical stretch. In pregnancy, heart rate increases by 25% and thus
sinus tachycardia, is a common clinical entity so that we generally classify tachycardias as a benign
cardiac arrythmias. However sometimes ongoing resistant tachycardias may be more serious and
they may cause tachycardia induced cardiomyopathy (TICM) with heart failure symptoms. Here
we report of the case of a young women presented to our intensive care unit after giving birth
a few days ago with heart failure clinic. At first sight the patient with usual echocardiographic
parametres of dilate cardiomyopathy was concordant to PPCM. In the meantime unexpected and
resistant tachycardia leaded us searching on a second alternative also, TICM. Unlike most of other
PPCM cases, significant benefit of rate control therapy and short recovering period are observed.
This result guided us to ask the question; “ have we ignored something while following these ladies
with heart failure?”.
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Figure 1. Sinus tachycardia.
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A rare case of tachycardia-induced cardiomyopathy secondary to
incessant atrial tachycardia originating from right atrial
appendix in a postpartum patient

Orgun Ciftci', Ersin Dogandzii', Keremcan Yilmaz', Mustafa Yilmaz?,

ilyas Atar', Mehmet Biilent Ozin'

'Department of Cardiology, Bagkent University Faculty of Medicine, Ankara
’Department of Cardiology, Baskent University Faculty of Medicine, Adana Research and
Application Center, Adana

Introduction: Tachycardia-induced cardiomyopathy and peripartum cardiomyoptahy are rare,
potentially reversible conditions. Peripartum cardiomyopathy is usually a diagnosis of exclusion,
and every attempt should be made to distinguish it from other cardiomyopathies, especially the re-
versible ones such as tachycardia-induced cardiomyopathy. We present here a case of tachycardia-
induced cardiomyopathy confused with peripartum cardiomyopathy, the symptoms and structural
changes of which were largely abolished following the ablation of the tachycardia.

Case: A 22-year-old woman presented to our outpatient clinic with progressive dyspnea and se-
verely reduced exercise capacity which first begun 3 months ago, 20 days after delivering a baby
by caesarean section at an outside center after an uneventful pregnancy. She had been diagnosed
with PPCMP and treated medically, but her symptoms had only partially regressed. Her past or
family history was not remarkable for any heart disorder. An electrocardiogram (ECG) showed a
narrow-complex tachycardia at a rate of 152 bpm with 1:1 relationship and a long R-P interval.
Upon administering intravenous diltiazem, temporary 2:1 atrioventricular block occurred, with p
waves negative in V1-V4, isoelectric/negative in V5, and positive in V6; biphasic in D1 and aVL,
negative in D3 and aVF, and aVR, and biphasic in D2 (Figure 1a). A 3D echocardiography showed
severe left ventricular systolic dysfunction with an EF of 19%. Left ventricular end-diastolic and
end-systolic volumes were 94 and 76 mL, respectively. Global longitudinal strain by speckle track-
ing echocardiography was calculated as -7.1% (Figure 3a). After necssary preparations, an electro-
physiological study (EPS) was performed.A total of 3 radiofrequency (RF) ablations to the earliest
points of activation each with a maximum intensity of 30 watts, a maximum temperature of 42°
C, and a maximum duration of 30 seconds with a Biosense Webster NAVISTAR cooled tip saline-
irrigated ablation catheter completely eliminated the tachycardia (Figure 2). A post-procedural
ECG showed sinus rhythm (Figure 1b).

Conclusion: TICMP is a rare, albeit potentially reversible, condition. Determination and elimina-
tion of the underlying arrhythmia is the gold standard management method for this cardiomy-
opathy. PPCMP can be falsely diagnosed in peripartum patients with TICMP. The differentiation
between the two is vital because TICMP has an effective therapy. Although very rarely encountered
in clinical practice, RAA atrial tachycardias may lead to TICMP. Although they have characteristic
p wave morphology, some variations may occur, as in our patient. While considered typically
problematic, elimination of RAA ATs can be faciliated and success rates increased by 3-D electro-
anatomic mapping systems and cooled-tip catheters.

Figure 1. Three-dimensional posteroanterior (A) and right lateral (B) views obtained by CARTO 3 system
showing the site of atrial tachycardia ablation. The earliest activation during atrial tachycardia is the ostium
of the right atrial appendix and shown in red color. Red dots represent ablation points where the tachycardia
was successfully eliminated.
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Figure 2. After the administration of diltiazem, a narrow-complex tachycardia with 2:1 atrioventricular
block most of the tracing, with p waves negative in V1-V5, biphasic in D1-aVL, and predominantly nega-
tive in inferior leads (D2, D3, and aVF).
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Figure 3. 12-lead ECG showing sinus rhythm after the ablation of the atrial tachycardia. Note that the p
wave axis and heart rate normalized compared to the pre-ablation ECG.

Figure 4. Near-normalization of left ventricular systolic function assessed as in figure
3A fallowing atrial tachycardia ablation.

Figure 5. Severely reduced left ventricular systolic function on transthoracic echocar-
diography using modified simpson’s method on admission.
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Perikardda hava olgusu: Spontan rezorbe olan biiyiik
pnomoperikardiyum
Tugce Colliioglu', Cetin Alak', Hiiseyin Dursun', Canan Altay?, Dayimi Kaya'

'Dokuz Eyli
*Dokuz Eyliil Universitesi Tip Fakiiltesi, Biyokimya Anabilim Dali, Izmir

Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Izmir

Girig: Pnomoperikardiyum, perikardiyosentez sonrast olduk¢a nadir goriilen ancak 6liimciil sey-
redebilen bir komplikasyondur. Burada perikardiyosentez sonrasinda belirgin pnémoperikardiyum
gelisen ancak klinigi stabil oldugu icin takip karari verilen ve bir aylik izlemde kendiliginden
gerileyen bir olgu sunmay1 amagladik.

Olgu: Oksiiriik, halsizlik sikayetleri ile dis merkeze bagvuran 38 yasindaki kadin hasta akciger
grafisinde kardiyomegali saptanmasi iizerine klinigimize y6nlendirilmis. Hastanin 2 yildir olan
prematiir over yetmezligi diginda bilinen kronik hastaligi bulunmamaktaydi. Fizik muayenesinde
kalp seslerinin derinden geldigi saptandi. Tansiyon 110/70 mmHg, EKG’sinde siniis tasikardisi
mevcuttu. Transtorasik ekokardiyografi (TTE)’sinde ciddi perikardiyal efiizyon ve sag ventrikiil
diyastolik basis1 saptanmasi iizerine perikardiyosentez islemine alind1 ve tek seferde yapilan
subkostal ponksiyon ile 1000 ml. transuda vasifta mayi bosaltilip, pigtail kateter serbest drenaja
birakildi. Ertesi giin yapilan kontrolde perikardiyal sivi geleni olmadigi igin hastanin pigtail kate-
teri ¢ekildi. Asemptomatik seyreden hastanin perikardiyal mai etyoloji amacli ¢ekilen PA akciger
grafisinde ve toraks BT’sinde ve perikardiyal boslukta en kalin yerinde 40 mm hava ile uyumlu
goriiniim saptandi (Sekil 1, 2). TTE de ise perikard i¢erisinde minimal s1v1 ve belirgin serbest hava
kabarciklar izlendi (Sekil 3). Hastanin hemodinamisi stabil oldugundan klinik olarak izlenmesi
karar1 alindi. Ibuprofen ve kolsisin tedavisi baglandi. Bir hafta sonra tekrarlanan toraks BT de
pnémoperikardiyumun bir miktar azaldig1 izlendi ve hasta taburcu edildi. Bir ay sonunda pnomo-
perikardiyumun tamamen kayboldugu (Sekil 4), hafif perikardiyal mayinin sebat ettigi goriildii.
Mayi etyolojisi agisindan yapilan mikrobiyolojik, serolojik, romatolojik ve radyolojik tetkiklerde
anlaml neden bulunamad: ve medikal tedavisinin 3 aya tamamlanmasi karar alindi.

Sonug: Pnémoperikardiyumun perikardiyosentez isleminde plevrada gelisen laserasyon veya
drenaj kateterinden geriye hava emilmesi sonucu gelistigi bildirilmistir. Tedavisine yonelik bir
goriis birligi bulunmamaktadir. Bizim olgumuzda plevra intakt oldugundan, kapali su alti drenaji
da kullanilmadigindan, pnémoperikardiyumun drenaj kateterinden geriye hava emilmesi sonucu
oldugunu diisiiniiyoruz. Hava miktar1 biiyiik capta olsa da klinigi stabil olan bir hastada invaziv

girisim yerine klinigin yakindan izlenmesi ve havanin absorbe olmasimi beklemenin uygun bir
yaklagim oldugunu diiiiniiyoruz.

Sekil 1. Toraks BT’de perikardiyal bosluktaki hava
gosterilmistir.

Sekil 2. PA akciger grafisinde perikardiyal
bosluktaki hava gosterilmistir.

Sekil 4. Hastanin birinci ay kontrol PA
akciger grafisi.

Sekil 3. Transtorasik ekokardiyografide sag ventrikiil apek-
sindeki perikardiyal mai ve hava kabarciklari gosterilmistir.

0S-09

Periaortic abscess a disastrous complication of Perceval sutureless
prosthetic aortic valve

Elton Soydan, Oguz Yavuzgil, Cemil Giirgiin

Department of Cardiology, Ege University Faculty of Medicine, Izmir

A 68 year old male patient admitted to our clinic with distress of breath and profound leg edema.
He had had these complians for several months despite high dose diuretics and no relief at all. His
medical history included hypertension, atrial fibrillation, diabetes mellitus and hypothyroidism.
In 2015 due to degenerative aortic valve stenosis he had a successful aortic valve replacement
surgery with Perceval sutureless bioprosthetic valve. On admission he looked pale, orthopneic
with finger tip oxygen saturation as 89%, blood pressure measured as 115/65 mmHg and no fever.
Biochemical tests showed a marked leucocytosis of 27710 and C reactive protein of 5,35. Electro-
cardiography showed an atrial fibrillation rhythm with a rate of 52/minute. He had a marked body
mass index of 42,5 entering the morbid obesity range. There were broad fine rales bilaterally in the
lung ausculation and a 3/6 systolic murmur in the aortic area. The abdomen was found enlarged
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with lower extremity edema extending through the thighs. Lung X-ray showed cardiomegaly with
bronchovascular redistribution signs distally extending in a diffuse pattern. During follow up fever
(>38*C) occured. Transthorasic echocardiography showed limited image resolution due to obesity
and a transesophageal echocaridography was performed. Moderate- severe mitral and tricuspid
regurgitation with pulmonary systolic pressure of 95 mmhg was found. Astonishingly aortic valve
leaflet movements was hardely noticed and there was a periaortic heterogenic irregular forma-
tion with dimensions of 4,1¥4,78 cm and valuoles in it. Colour doppler examination revealed a
blood flow communication between the aortic valve and the periaortic tissue. Cardiac tomograp-
ghy showed a periaortic abcess formation surroung the aortic root and extending through the left
main coronary artery disease. Perceval sutureless bioprosthetic valve was found destructed and
perforated due to enfection. Triple antibiotic regimen of Piperacillin Tazobactam and levofloxacin
was administered as the patient was allergic to Penicillin. Despite this broad spectrum antibiotic
regimen fever and enfection markers persisted renal function aggraviation and no improvement
ocurred. Patient was evaluated by the heart team for transcatheter aortic valve implantation(TAVI)
but found not appropiate and a surgery procedure was decided. During operation the periaortic
abcess was found extending through the anterior side of the heart, the bioprosthetic valve was
extracted and found destructed. Dilated aortic root was replaced by an aortic graft. Although a
hard and long procedure was successfully completed, patient’s heart did not begin working again
showing asystoly and the patient died at the end of operation.

Figure 1. Aortic root during surgical procedure. Aortic
root perforated.

Figure 2. Cardiac computed tomography. 3
dimension reconstruction of the Perceval su-
tureless bioprosthetic valve.

Figure 3. Cardiac computed tomography. Periarotic abcess
formation perforating the aortic root and extending through
the left main coronary artery.

Figure 3. Lung X-Ray. Cardiomegaly and
bronchovascular redistribution pattern.

Figure 5. Perceval sutureless bioprosthetic valve.
Destructed Perceval sutureless bioprosthetic valve.

Figure 6. Periaortic abcess during surgical pro-
cedure. Periaortic abcess destructing the biopros-
thetic valve.

Figure 7. Transesophageal
echocardiography. Periaor-
tic heterogenic irregular
formation.
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Nadir goriilen spontan pnomoperikardiyum olgusu

Miisliim Firat ikikardeg, Rabia Eker Akilli, Onur Sinan Deveci

Cukurova Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Adana

Pnémoperikardiyum nadir goriilen bir kardiyak patolojidir ve cogunlukla travmaya sekonder goz-
lenmektedir. Spontan pnomoperikardiyum ise daha nadir olarak goriilmektedir. akciger kanseri ta-
nist ile takip edilen 56 yasinda erkek hasta acil servise nefes darlig1 sikayeti ile bagvurdu. Hastanin

tinden bir y1l 6nce bu taniy1 aldig1, kemoterapi sonrasi opere edildigi ve ardindan radyoterapi
ogrenildi. Hastanin bagvuru esr daki fizik incel inde kan basinci 102/65 mm/Hg,

kalp hiz1 110/dakika idi, sag akciger orta ve alt zonlarda solunum seslerinin azalmasi diginda pa-
tolojik bulgu saptanmadi. Hastanin ¢ekilen elektrokardiyografisinde ritim siniistii ve yaygin voltaj
diisiikliigii izlendi (Sekil A). Postero-anteriyor akciger grafisinde ise sag hiler bolgede kitle imaji
veren dansite artis1 ve kalbi ¢epecevre saran serbest hava golgesi saptandi (Sekil B). Bilgisayarl
toraks tomografisinde sag subhiler parakardiyak alanda 8x4 cm ebatinda kitle ile uyumlu lezyon,
sag plevral effiizyon ve kalbin anteriyor komsulugunda belirgin olmak iizere kalbi saran serbest
hava tespit edildi (Sekil C). Transtorasik ekokardiyografide sol ventrikiiler ejeksiyon fraksiyonu
yeterliydi (%67) ve pndmoperikardiyuma bagh kardiyak basi bulgular: izlenmedi (Sekil D). Ta-
kibinde gogiis cerrahisi klinigine konsiilte edilen hastada yogun bakimda 6nce solunum ardindan
kardiyak arrest gelisti, kardiyopulmoner resiisitasyona cevap alinamayan hasta exitus oldu.

Sekil 1. Pnémoperikardiyum olgusunun elektrokardiyografi, postero-anteriyor akciger grafisi, toraks to-
mografisi ve transtorasik ekokardiyografi bulgulari. Sekil A: Elektrokardiyografi Sekil B: Postero-anteriyor
Akciger Grafisi Sekil C: Toraks Tomografisi Sekil D: Transtorasik Ekokardiyografi.

Pulmoner hipertansiyon | Pulmoner vaskiiler hastalik
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Koroner arter ile koroner siniis arasinda fistiil sonucu gelisen
sekonder pulmoner hipertansiyon

Yiicel Kanal, Idris Yakut, Senay Funda Dereagzi, Yesim Akin, Omag Tiifekgioglu, Hatice Sasmaz
Ankara Tiirkiye Yiiksek Ihtisas Hastanesi, Kardiyoloji Béliimii, Ankara

Giris: Koroner arter fistiilleri epikardiyal koroner arter ile bir kalp odacigi,major damarlar (vena
kava, subpulmoner venler ve pulmoner arter) veya diger vaskiiler yapilar (mediastinal damarlar,
koroner siniis) arasindaki anormal baglantilardir. Koroner anjiografi serilerinde insidansi %0.1 ola-
rak bulunmustur. Hem sag hem de sol koroner arterlerden gelisebilmesine ragmen, sag koroner ar-
ter tutulumu daha siktir (%50-55). Sag ventrikiil de en sik distal baglant1 yeridir. Cerrahi olgularin
%T7’sinde koroner siniis drenaji tespit edilmistir. Koroner fistiillerle ilgili klinik basvuru tipi, sant
hacmi ve diger kardiyak durumlara bagldir, ancak hastalar siklikla asemptomatik kalirlar. Efor
dispnesi, yorgunluk, konjestif kalp yetmezligi, pulmoner hipertansiyon, endokardit ve aritmiler
semptomatik olan hastalarm sik basvuru nedenlerindendir. Semptomatik hastalar, ciddi santi olan
veya asemptomatik olup ileride komplikasyon riski yiiksek olan (koroner ¢alma, anevrizmalar,
biiyiik santlar) hastalar cerrahi kapama ve perkiitan yolla coil embolizasyon yapilarak kapatilabilir.
Olgu: Daha 6nce sistemik hipertansiyon ile takipli olan 74 yaginda kadin hasta son 6 ay icerisin-
de progresif ilerleyen efor dispnesi ile bagvurdu. Anjiyotensin reseptdr blokorii, beta blokor ve
aspirin kullanan hastanin fizik muayenesinde S2 sert ve sabit ¢iftlesmis; alt ve mid mezokardiyal
odaklarda 2/6 sistolik iifiirim mevcuttu. EKG’de sag dal blogu izlendi. Akciger grafisinde kar-
diyotorasik oran artmig, pulmoner conus belirgin, sag kalp smir1 geniglemisti ve budanmis agac
manzaras1 mevcuttu. Transtorasik ekokardiyografisinde senil dejeneratif aort kapagi ve buna bagh
20/13 mmHg gradient, ciddi trikiispit yetmezligi, sag bosluklarda ve pulmoner arterde genisle-
me vardi. Hesaplanmis sistolik pulmoner arter basinct 90 mmHg idi. Koroner siniis anevrizmatik
dilate ve sag atriuma acilmaktaydi.Genis bir koroner arterin kavernéz AV fistiil seklinde koro-
ner siniise agildig1 ve buna bagh ciddi sol-sag sant (Qp/Qs = 1.6) olustugu gozlendi. Pulmoner
hipertansiyonun etiyolojisinin AV koroner biiyiik fistiil oldugu ve fizyolojinin soldan saga sant
seklinde galistigi anlagildi. Koroner BT anjio da sol ana koroner arter kalibrasyonu artmig,sol ana
koronerin; LAD-Cx dallanma diizeyinden koken aldig: diisiiniilen ve koroner siniis ile iligkili fistiil
mevcut olup bu trasede belirgin kalibrasyon artmis dilate tortiyoze vaskiiler yapilar izlendi. Hasta
da pulmoner hipertansiyon gelismesi sebebiyle ameliyat karar1 alindi.Hasta ameliyat icin Kalp
damar cerrahisine yonlendirildi.

Tartisma: Koroner fistiillerle ilgili klinik bagvuru tipi, fistiil biiyiikliigii ve sant hacmine baglh-
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dir. Semptomatik hastalar, ciddi santi olan veya asemptomatik olup da ileride komplikasyon riski
yiiksek olan (koroner ¢alma, anevrizmalar, biiyiik santlar) hastalar cerrahi kapama veya perkiitan
yolla embolizasyon yapilarak kapatilmalidirlar. Olgumuzda pulmoner hipertansiyon gelistigi icin
cerrahi endikasyon konmustur.

Sekil 1. Apikal dort bosluk goriintii SPAB. Sekil 2. Dilate koroner siniis.

Sekil 4. Koroner fistiil kisa aks.

Sekil 3. Kardiyak BT anjio 3 Boyutlu. Kalin siyah ok;
LAD ince siyah ok; CX Beyaz ok; anormal vaskiiler
yapi. goriintiisii, siyah ok: fistiil.

Sekil 5. Koroner fistiil kisa aks renkli doppler

0S-12

Kist hidatit embolizasyonuna sekonder gelisen pulmoner
hipertansiyon

Idris Yakut, Yiicel Kanal, Yesim Akin, Senay Funda Dereagzi, Omag Tiifekgioglu,
Cemal Levent Birincioglu, Hatice Sagsmaz

Ankara Tiirkiye Yiiksek Ihtisas Hastanesi, Kardiyoloji Boliimii, Ankara

Giris: Kist hidatit hayvan yetistiriciliginin fazla oldugu bolgelerde yogunlagmaktadir. Hastalik
genellikle karaciger ve akcigeri tutar ancak kalbe yerlesmesi nadirdir (%0.02 vakada). Sag kalp
kist hidatitlerinde pulmoner arteriyal embolizasyon ise daha da nadir bir durumdur.

Vaka: 2004 yilinda atipik gogiis yakinmalari ile hastanemize basvuran 60 yasindaki kadin hastada,
tetkiklerinde sol ventrikiil serbest duvaria yerlesimli biiyiik kist hidatit saptandi. Hastaya sonra-
sinda hastanemizde kist rezeksiyonu yapilip hayat boyu albendazol proflaksisi dnerildi. Yaklagik
bir y1l sonra albendazol’e bagli gelisen karaciger fonksiyon testlerindeki bozulma sonucu albenda-
zol tedavisi durdurulmustur. Hastada 2015 yili sonunda gelisen progresif efor dispnesi nedeni ile
yapilan transtorasik ekokardiyografide sol atrium arkasinda, sag atriumda ve mediastende yerles-
mis birden fazla, degisik boyut ve morfoljilerde hidatit kistleri izlendi. Trikiispit yetmezligi iize-
rinden hesaplanan sistolik pulmoner arteriyal basing 50 mmHg ve pulmoner yetmezlik iizerinden
ortalama pulmoner basing 29 mmHg olarak 6l¢iildii. Pulmoner basing yiiksekliginin nedeni hidatit
embolizasyonu olarak diistiniilerek pulmoner BT anjiyografi ¢ekildi. BT de intrakardiyak, medias-
tinal ve sag-sol pulmoner arterlerin distallerine dogru yerlesim gosteren liimeni parsiyel obstriikte
eden ¢ok sayida hidatit kist izlendi. Grup IV pulmoner hipertansiyon kabul edilen hastaya kist
rezeksiyonu ve pulmoner endarterektomi planlandi. Ancak operatif riski yiiksek olmas1 nedeniyle
hasta operasyonu kabul etmedi bu nedenle tekrar anti-paraziter tedavi baglandi.

Tartisma: Kist hidatit endemik bolgelerinden gelen hastalarda agiklanamayan atipik kardiyak ya-
kinmalarda kardiyak kist hidatiti diisiinmek gereklidir. Ozellikle kalbin sag tarafi kistlerinin komp-
like olarak pulmoner arteriyal yataga embolize olmasmin prognostik énemi mevcuttur, bu yiizden
tan1 ve tedavi 6nem kazanmaktadir. Kalbin sag tarafi kist hidatitlerinde pulmoner basing da yiiksek
saptanmis ise tanida pulmoner BT anjiyo degerlidir.

Sekil 2. 2Pulmoner BT anjiografi. Intrakardiyak,
mediastinal ve sag-sol pulmoner arteriyal embo-
lize olmus kistler.

Sekil 1. 2004 sol ventrikiil kistektomi sonrasi.
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Sekil 3. Sag pulmoner arter distalinde mul-
tiple hidatit kistleri.

Sekil 4. Sol ve sag atrial kist hidatik (2015).
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Sekil 4. 2004 yilinda tespit edilen preoperatif sol
ventrikiil kist hidatigi.

Sekil 5. 2015 yilinda dispne ile bagvuran hastanin TY
tizerinden artmus sistolik pulmoner basinci.
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Percutaneous treatment of pulmonary arteriovenous malformation

Hasan Ar1, Tahsin Bozat, Mehmet Melek, Berat Uguz, Ahmet Tiitiincii, Veysi Can, Selma Ari,
Gokhan Ozmen, Kubra Doganay, Burcu Cavlan, Mustafa Kinik, Caglar Kog, Sait Ismailler

Department of Cardiology, Bursa Yiiksek Ihtisas Training and Research Hospital, Bursa

Pulmonary arteriovenous malformations (PAVMs) are abnormal direct communications between a
pulmonary artery and pulmonary vein, resulting in an intrapulmonary right to- left shunt. PAVMs
can be simple (consist of a single feeding vessel and a nonseptated aneurysmal sac with a single
draining vein) or complex type (consist of multiple feding arteries, multiple draining veins, and
septated arteriovenous connections). Complex PAVMs constitute approximately 10% of these le-
sions. Most of the cases are associated with hereditary hemorrhagic telangiectasia. There is another
group of cases where no obvious cause is found, thus classifying them as idiopathic. Physiologic
consequences depend on the degree of right-to-left shunt and include hypoxemia, dyspnea, and
cyanosis. PAVMs predispose to complications of paradoxical systemic embolization, including
stroke and brain abscess. We report a case of a patient affected by a large idiopathic PAVMs on
the right lung.

Case: A 23-year-old male patient admitted to our clinic with complaints of fatigue and shortness of
breath. On physical examination, clubbing was detected, in the PA lung x-ray an opacity increase
in right paracardiac area viewed (Figure 1). The arterial oxygen saturation was 90%, hemoglobin
18,9 and Hct 56.8. Pulmonary multislice CT showed multiple PAVMs at the right inferior lobe of
lung (Figure 2). Pulmonary angiography showed complex type PAVMs (Figure 3). The PAVMs
of the right inferior lobe of lung was occluded with 3 Amplatzer Vascular Plaque II (18 mm, 10
mm, 8 mm) (Figure 4). After the procedure we showed that the arterio venous flow has decreased
(Figure 5). The procedure was performed under unfractionated heparin treatment and endocarditis
prophylaxis. The patient was discharged in good clinical condition, on clopidogrel 75 mg/day and
acetylsalicylic acid 100 mg/day for six months. Endocarditis prophylaxis was recommended to the
patient if an interventional or surgical procedure was performed.

Conclusion: Occlusion with the use of vascular plaque is the treatment of choice and is safe and
effective in experienced hands for PAVMs. Collateralization and recanalization may occur, so life-
long follow-up is important. Antibiotic prophylaxis for procedures with a risk of bacteremia is
recommended in all patients with PAVM.

Figure 2. A: Multislice CT image of pulmonary AVM anterior view B:
Multislice CT image of pulmonary AVM posterior view.

Figure 1. Clubbing of hand and
foot fingers.

Figure 5. Angiographic view
of pulmonary AVM after device
occlusion.

Figure 3. Pulmonary angiograph-
ic view of AVM.

Figure 4. Fluoroscopic view of
occlusion devices.
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Step up approach overcoming warfarin resistance by increasing
daily dose up to 90 mg

Hiiseyin Goksiiliik, Yusuf Atmaca, Nil Ozyﬁncij, Memmed Memmedov, Semih Oztiirk, Cetin Erol
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Resistance to warfarin has been described as the inability to prolong the prothrombin time or raise
the international normalized ratio (INR) into the therapeutic range. Patients who need more than
105 mg per week (15 mg/day) should be considered warfarin-resistant.

Case presentation: A 37-year-old woman, who had mechanical mitral valve replacement surgery
2 years ago, presented to our clinic with ineffective INR level. Warfarin treatment had been started
after surgery but INR could not be raised to the effective level with the maximum dose of 15 mg/
daily. The patient was followed up for 2 years with this treatment (average INR:1,2). Because of
the subtherapeutic INR level, subcutaneous LMWH therapy was started 2 months ago. Patient was
referred to our hospital for analyzing of the warfarin resistance.Mechanical mitral valve evaluated
with TTE and reported as normal without any thrombus and leaflet dysfunction. Her warfarin dose
was continued with 20 mg/daily (INR:1.14) and up-titrated progressively (until to a maximum
of 50 mg per day) but she failed to reach a therapeutic INR level (1,48). We eliminated acquired
causes of warfarin resistance with a dietary history and blood examination. In order to explain the
molecular basis of underlying warfarin resistance, the VKORC1 and CYP2C9 gene analysed using
PCR.Gene analysis was reported as VKORC1-1173T (1173C/T) polymorphism and CYP2C9 1*1*
genotype in the patient. Warfarin dose requirements didn’t increase in these genotypes. Her warfa-
rin dose was progressively increased, when the daily drug dose reached to 90 mg with an INR level
of 3.12 (Figure). After this dose INR increased to 6.35 and warfarin dose was decreased gradually.
At the end of the drug dose titration and INR level adjustment, INR was stay a stable level between
2.5-3.2 with a constant warfarin dose of 37.5 mg/weekly on follow up.

Discussion: Warfarin resistance is uncommon and reporting with the 0.1% prevalence on the pa-
tients who are under warfarin treatment. Warfarin resistance categorizes as acquired or hereditary.
Acquired causes of warfarin resistance may result from different situations: nonadherence to thera-
py. high intake of vitamin K, diminished absorption of warfarin, increased clearance, drug interac-
tions.The first inherited warfarin resistance was reported in the 1960s. However, VKORCI gene
mutations has been determined recently as underlying mechanism. Recent studies have shown that
genetic polymorphisms of CYP2C9 (metabolize predominantly S-warfarin, the more active enan-
tiomer) and VKORCI have major contributions to the variability in warfarin dose and response in
the context of hereditary resistance. Several mutations in CYP2C9 (CYP2C9%2 and CYP2C9*3)
affect the clearance and dose requirement.With the clinical factors (e.g.age,weight) and genotype
information (VKORC1, CYP2C9), optimizing warfarin dose has clinical importance in patients
with mechanical valve replacement as in our patient.
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Figure 1. INR-warfarin dose.
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Persistent left superior vena cava and left sided inferior vena cava
coincidance with coronary sinus aneurysm: surprise on transient
cardiac pacemaker implantation

Emre Ozdemir, Sadik Volkan Emren, Cem Nazli, Mehmet Tokag, Nihan Kahya Eren

Department of Cardiology, Izmir Katip Celebi University Atatiirk Training and
Research Hospital, Izmir

Systemic venous anomalies without other congenital heart defects are usually asymptomatic and
found out incidentally and always during a vascular interventions or other surgeries. At the time
coronary sinus (CS) dilatation is a well-known reason of persistent left superior vena cava (PLS-
VC) and can detect on echocardiography, left sided inferior vena (LSIVC) dreaning to PLSVC
is a rare cause for CS dilatation. These anomalies of the major veins always detects while an
interventional access needed to reach right side of the heart. Venography performing is necessary
to be sure about the unexpected anatomic variations before vasculer interventions. A 60 years-old
man had a 5 years-old DDD cardiac permenant pacemaker with sick sinus syndrome indication
admitted to emergancy departmant with syncope, AV total block was detected on ECG. Telemetric
communication could not succeed and pacemaker genarator was accepted as EOL. We decided

to use a transient cardiac pacemaker via transfemoral venous access but transient lead could not
able to reach right ventricule (RV) from femoral vein approach. After femoral venography was
performed, we saw an unknown left sided IVC which continued with persistant left SVC and both
two drained via CS to RA, only right SVC to RA directly. An external transient cardiac pacemaker
used to increase cardiac beat until urgency DDD generator have been exchanged. Also we saw the
PLSVC and LSIVC both draining to aneurysmatic CS as seen femoral venography.Otherside an
aberrant hepatic vein seen directly to right atrium at CT angiography that could not detect on femo-
ral venography. Various procedures involving the right side of the heart, such as electrophysiologic
studies, right heart catheterization and temporary pacing have need for ready access to the IVC via
the transfemoral approach. Unexpected anatomic anomalies of the IVC can make these procedures
difficult. PLSVC is the most common thoracic venous anomaly with a prevalence of 0.3-0.5%
in the general population. Left-sided IVC is relatively less prevalent (0.2-0.5%) compared with
PLSVC.In any suspected patient, venous imaging is therefore required to define the pattern of
cardiac venous return at central venous catheter placement prior to use of their device. Permanent
pacemaker and cardioverter-defibrillator implantation on patients with PLSVC can also become
complicated because of difficulties reaching to the target by the anomalous venous anatomy and
problems with lead instability and displacement. In our case although he had a 5 years-old DDD
cardiac pacemaker because of right subclavian vein access used at implantation there was no
knowledge about LSIVC and PLSVC concomitance. 5 year ago if left subclavian vein access was
prefered instead of right subclavian vein, the interventionist had been faced an unexpected failure
or complication. Because of this possibility, venography before an intervention will success all
procedure safety and beware of complications.

Figure 2. A: Dilated CS sown with black arrow; B and C: PLSVC and LSIVC become a combination and
drained to CS; D: Right SVC shown on venography drained to RA and leads inside.
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femoral arteries were punctured using introducer sheaths of appropriate size. Embolization of the
left ITA was performed by ipsilateral approach. The introducer sheath was positioned in the IIA
over a stiff guidewire to provide sufficient support through tortuous anatomy. The AVP device was
deployed in the main trunk of the left IIA using the pull back technique as recommended (Fig 2).
Afterwards the first step for IBE procedure was the positioning of a femoro-femoral through wire
with a snare. The IBE component was introduced over a 0.035 stiff guide wire and “through-and-
through” wire, and deployed 10 mm above the right internal iliac origin. A 12F and 45-cm length
sheath was crossed over for catheterization of the right ITA. It was advanced over the “through-
and-through” wire and placed at the level of the side branch. A 0.035 short tip stiff guide wire
was introduced inside 12F sheath, and internal iliac component was advanced over the wire and
deployed in the ipsilateral internal iliac artery. After successfully deployment of the IBE, a standard
Excluder device is placed to the abdominal aorta via the contralateral site and connection with
using a bridging stent with the IBE component was performed. The angiography confirmed the
complete exclusion of right CIAA and the absence of endoleak (Fig 3). Postprocedural BT (Fig 4)
The patient had left sided buttock claudication first 30 days after the procedure, however it disap-
peared during follow-up.

Conclusion: IBE seem to be a feasible and safe procedure in the treatment of aortoiliac aneurysm,
maintaining the patency of ITA and reducing the risk of pelvic complications.

Figure 3. CT venography-angiography A: Left sided IVC; B:cardiac pacemaker leads in right SVC; C: Left
persistent SVC; D: IVC posed on the left of aorta.

Figure 1. Preoperative 3D CT-angiography Figure 2. Angiogram after Amplatzer Vascular Plug
demonstrated a distal abdominal aortic aneurysm 4 deployment to left internal iliac artery showing a
of a 58-mm diameter accompanied by a 37-mm good result.

and 33-mm aneurysm of the right and left com-

mon iliac artery respectively.

Figure 4. An aberrant hepatic vein draining directly to right
atrium detected at CT.
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Figure 3. Deployment steps. (A) Bifemoral access with a 16F (IBE side) and 12F sheaths. The first step is
the positioning of a femorofemoral through wire with a snare. (B) Angiography performed to visualize the

0S-16 origin of the internal iliac artery. IBE component loaded on the aortic wire and the femorofemoral through
wire and partially deployed with the internal branch 10 mm above the internal iliac origin. (C) Deployment
Endovascular repair of aorta and bilateral common iliac artery of the internal iliac component according to the landmark on the stent graft and ITA bifurcation. (D) Stan-

. oqe ; . dard Excluder device is placed to the abdominal aorta via the contralateral site. (E) After deployment of
aneurysms using GORE Excluder iliac branch endoprosthe51s the excluder stent graft, connection with a bridge between the IBE component and the aortic stent graft. (F)
Erkan Yildinm', Uygar Cagdas Yiiksel', Murat Celik', Baris Bugan?, Yalgin Gokoglan', Completion angiography with exclusion of the aneurysm and patency of the left ITA.

Salim Yasar', Suat Gormel', Mustafa Koklii', Hasan Kutsi Kabul', Cem Bargin'

'Department of Cardiology, Giilhane Training and Research Hospital, Ankara
2Department of Cardiology, Corlu State Hospital, Tekirdag

Introduction: The applicability of standard EVAR in AAA has been challenged by involvement
of the common iliac arteries (CIA).Usually, the endovascular approaches include embolization and
endoluminal stenting of one or both internal iliac artery (ITA) in order to create a distal landing
zone.However, the ITA embolization may result in erectile dysfunction, buttock or thigh claudica-
tion, paraplegia, and sphincter dysfunction.To address these issues, several endovascular strategies
have been proposed to preserve at least 1 internal iliac artery. We herein report a treatment of
bilateral CTAA by GORE iliac branch endoprosthesis (IBE), subsequent embolization and covering
of the contralateral ITA

Case: An 76-year-old man was admitted with an asymptomatic infrarenal aortic aneurysm of 58-
mm diameter accompanied by aneurysm of the bilateral common iliac arteries (right CIA=37 mm;
left CIA=33 mm) (Fig. 1).Given the age and comorbidities the patient was scheduled for endo-
vascular treatment with GORE EXCLUDER IBE.Our strategy was placement of an IBE device at
the right side and sacrificing the left IIA by the Amplatzer Vascular Plug (AVP) and covering it to
prevent backflow from left the internal iliac artery. The procedure was performed under conscious
sedation and local anesthesia. After intravenous application of 5000U of heparin, the common

Figure 4. Postprocedural 3D BT angiography
demonstrated the complete exclusion of both iliac
aneurysms without signs of endoleak and patency
of the right internal iliac artery. IBE=iliac branch
endoprosthesis.
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New access site for coronary angiography: Snuff box
Emrah Bayam', Regayip Zehir', Can Yiicel Karabay?, Khagani Isgandarov', Kenan Toprak'
!Department of Cardiology, Kartal Koguyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

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

Coronary angiography and percutaneous coronary artery intervention are important tools for the
diagnosis and treatment of coronary artery disease. Nevertheless both technical and pharmacologic
advances, bleeding and vascular complications remain problematic. Coronary angiography and
percutaneous coronary artery intervention can be done via transradial, transfemoral, or transbra-
chial access. With recent trials supporting the safety and decreased bleeding risk associated with
the radial approach, radial access has become more popular. Recent studies demonstrate a trend
toward improvement in outcomes of death and myocardial infarction, whereas previously, the data
only supported decreased bleeding, early ambulation, and improved patient satisfaction. These
information will increase the number of operators choosing this approach as their default. Herein;
a case was reported where coronary angiography was performed by punching through the radial
artery snuff box (fovea radialis). A 55-year-old man was interned for coronary angiography with
a diagnosis of stabil angina pectoris.The patient had diabetes mellitus and hypertansion. He was
obese and could not sleep with her back for a long time due to herniation of the disc. Therefore,
angiography was planned from the radial artery rather than the femoral artery. Radial angiography
was done by puncture through the snuff box region, considering that it may be more comfortable
and safe for the patient. The medial border (ulnar side) of the snuff box is the tendon of the exten-
sor pollicis longus.The lateral border (radial side) is a pair of parallel and intimate tendons, of the
extensor pollicis brevis and the abductor pollicis longus. The proximal border is formed by the
styloid process of the radius. Deep to the tendons which form the borders of the anatomical snuff
box lies the radial artery, which passes through the anatomical snuff box on its course from the
normal radial pulse detecting area, to the proximal space in between the first and second metacar-
pals to contribute to the superficial and deep palmar arches. Radial angiography from the snuff box
allows for easier palpation and punching, less risk of neuropathy, bleeding and less compression
after the procedure. As a result, it may be preferable to perform the procedure from the snuff box
in patients who are planned for radial angiography because of the safer, easier, and lesser risk of
complications.

ARATOMIC AL
SHLUFF BOX

Figure 1.
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AKut inferiyor miyokard infaktiisiine yol acan floppy wire ile
diizelen nitrata direncli koroner vasospasm olgusu

Murat Akgay', Serkan Yiiksel', Mustafa Yenergag?, Metin Coksevim', Ahmet Yanik?,
Goksel Dagagan®, Ozcan Yilmaz!

!'Ondokuz Mayts Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Samsun
2Samsun Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Samsun
30rdu Medicalpark Hastanesi, Kardiyoloji Boliimii, Ordu

Girig: Akut miyokard enfarktiisiinde patofizyolojide temel olarak, aterosklerotik plagin yirtilma-
styla trombiis olusumu ve damar tikanikligiyla sonuglanan kompleks siire¢ gelisir. Ancak emosyo-
nel stres, anksiyete, sigara, kokain gibi farkli faktorlerle tetiklenen direngli koroner vazospazm da
enfarktiise yol acabilmektedir.

Olgu: 48 yasinda bayan hasta, emosyonel stres sonrast baglayan 6 saattir var olan tipik vasifli
gogiis agrisiyla hastanemize bagvurdu. Fizik muayenesinde 6zellik saptanmadi. Koroner arter has-
talig1 risk faktorii olmayan hastamin EKG’sinde D2, D3, aVF ST-segment elevasyonu izlendi (Sekil
1). Laboratuarda c¢Tn I degeri 6.5 ng/ml, kiitle CK-MB 240 ng/ml yiiksekligi diginda ek patoloji
saptanmadi. Ekokardiyografisinde EF %48, inferoposteriyor duvar hipokinetik izlenen hasta, in-
feriyor miyokart infarktiisii tanisiyla koroner anjiyografiye alindi. Koroner anjiyografide sirkumf-
leks arter proksimali ve distalinde darlik izlendi. Spazm olabilecegi diisiiniilerek tansiyonu 110/60
mmHg olan hastaya, 200 mcg nitrogliserin intrakoroner olarak 3 kez tekrarlandi. Darliklarin de-
vam ettigi goriildii. Distal darligin perkutan girisim acisindan degerlendirildigi hastada, floppy
wire (CholCE, Boston Scientific*) ile proksimal ve distal darliklar gegildikten sonra, darliklarn
sirastyla diizeldigi, spazm oldugu goriildii (Sekil 2, Video 1). islem sonlandirildi, takibinde gogiis
agrisi tekrarlamayan, sikayeti olmayan hastaya nifedipin, isosorbid 5-mononitrat, atorvastatin ve
asetilsalisilik baglanarak onerilerle taburcu edildi.

Tartisma: Predispozan faktorleri olan hastalarda 6zellikle gen¢ bayanlarda koroner iskemiye yol
acan koroner vazospazm akilda bulundurulmaldir. Spazmin dinamik yapisidan dolay: yiiksek
doz nitrat, kalsiyum kanal blokerleri, diagnostik kataterin geri almip beklenmesi vb. manevralarla
spazmin diizeldigi olgular literatiirde mevcuttur. Olgumuz nitrata yanitsiz olup, floppy wire ile ko-
roner spazmin ve darliklarin diizelmesiyle sira digidir. Koroner vazospazm ile aterosklerotik darlik
ayrimu agisindan dikkatli olunmali, vazospazm siiphesi devam eden olgularda ayrim netlestirilene
kadar perkutan koroner girisimden kag¢inilmalidir.
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Sekil 1.

Sekil 2.
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Protez mitral kapak hastasinda es zamanh sag ve sol koroner
sistem embolisinin neden oldugu ST segment elevasyonlu
miyokard enfarktiisii

Serhat Sigirci!, Siileyman Sezai Yildiz', Kudret Keskin', Buket Bambul Sigirci?,

Kadriye Kiligkesmez'

ISisli Hamidiye Etfal Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

2S.B. Istanbul Egitim ve Aragtirma Hastanesi, Patoloji Klinigi, Istanbul

Giris: Protez kalp kapak hastalarinda tromboembolik olaylar major morbidite ve mortalite neden-
lerindendir. Antikoagiilan tedavi alan bu hastalarda sistemik embolizasyon nadir bir komplikasyon
olup (yilda %0.5-1.7), embolilerin ¢ogu serebrovaskiiler olay semptomlart ile klinige yansimakta-
dir. Biz burada, sistemik embolizm olmaksizin ayni anda bilateral koroner embolinin yol agtig1 ST
segment elevasyonlu miyokard infarktiisii olgusunu sunduk.

Vaka: 50 yaginda kadin ani gelisen angina ve sonrasinda gelisen halsizlik, kusma, bayilma sika-
yeti acil servise getirildi. Biling bulanikligi olan hastaya romatizmal kapak hastaligi nedeniyle
4 yil 6nce protez mitral kapak replasmani yapildigi 6grenildi. 2 giindiir Warfarin kullanmadig1
ogrenilen hasta, soluk, terli ve dispneik goriiniimdeydi. Monitorde nabiz 50/dk, TA: 70/40 mmHg
olgiildii. EKG’de atriyoventrikiiler (AV) tam blok, DII, DIII ve AVF de ST segment elevasyonu
izlenen hasta Akut Inferior Miyokard Infarktiisii tanisi ile Klopidogrel 600 mg ve Asetilsalisilik
asit (ASA) 300 mg yiiklemesi yapilarak katarter laboratuarina alindi. Koroner anjiografide Left
Anterior Descending arterde 6zelik saptanmadi, Circumflex (Cx) arter Obtuse Marginal 1 (OM)
dali hizasindan total tikali izlendi. Right Coronary Artery (RCA) ostealden total tikali izlendi.
RCA floppy tel ile gegildi, trombiis aspirasyonu ile biiyiik bir trombiis aspire edildi. RCA’da TIMI
III akim izlendi ve bir plak olmadigi goriildii. AV blok diizeldi ve nabiz 80/dk izlendi. Sonra Cx
lezyonu floppy tel gegildi, ardigik trombiis aspirasyonu ile Cx’de TIMI III akim izlendi. Cx arterde
de plak lehine degerlendilebilecek imaj goriilmedi ve hasta koroner yogun bakim iinitesine nakle-
dildi. Gelis INR degerinin 1.5 oldugu goriildii. Sistemik muayenesinde emboli bulgusu olamayan
hastanin kranial tomografisinde 6zelik saptanmadi. Hastaya Warfarin 7.5 mg/giin, ASA 100 mg/
giin, Klopidogrel 75mg/giin ve Enoksaparin 0.8 2x1 tedavisi diizenlendi. Transtorasik ve Transo-
zefagial ekokardiyografide Ejeksiyon Fraksiyonu %355 izlendi, mitral kapakta herhangi bir trombiis
imaji ve fonksiyon bozukluguna rastlanmadi. 3. giinde 7.5 mg/giin warfarin ile INR nin 2.5 oldugu
goriildii. Aspirasyon materyalinin mikroskobik incelemesinde yogun fibrin demetleri arasinda kan
elemanlarmin oldugu goriildii. Mikroskopide yag hiicresi izlenmemesi de koroner arterde plak
riiptiiri olmadigimi destekledi. Ek problemle karsilagilmayan hasta 6. giinde Klopidogrel 75mg/
giin + ASA 100mg/giin + Warfarin 7.5 mg/giin tedavisi ile taburcu edildi.
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Tartisma: Protez kapak tombiisiiniin baska hicbir sisteme embolizasyon olmadan ayni anda hem
sag hem de sol koroner sistem embolizasyonun goriilmesi oldukea ilgingtir. Biz literatiir aragtirma-
mizda boyle bir vaka ile kargilasmadik. Ayrica protez kapak hastaliklarinda goriilen akut koroner
sendromda ncelikle koroner embolizm diisiiniilmelidir. Bu hastalarin ¢ogunda altta koroner arter
hastalig1 olmadigindan igleme trombiis aspirasyonu ile baglamak gereksiz anjioplasti uygulamala-
rinin dniine gegebilir.

Sekil 1. Gelis elektrokardiogram. Atrioventrikiiler tam blok ve D2, D3 AVF'de ST segment ele-
vasyonu.

-

Sekil 4. Koroner anjiografi 2. A: Trombiis Aspirasyonu Sonrasinda RCA’da TIMI ITI Akim B: Trom-
biis Aspirasyonu Sonrasinda CX’de TIMI IIT Akim.
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Sekil 5. Trombiis Aspirasyon Ma-
teryali. RCA ve CX Trombiis As-
pirasyonu ile Gelen Trombiisler.

Sekil 6. Trombiis Aspirasyon Materyali Mikroskopisi. Yogun Fibrin Demet-
leri Arasinda Kan Hiicreleri.
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Kronik tam tikah sag koroner arter girisimi sirasinda nadir goriilen
bir komplikasyon: Aortokoroner diseksiyon

Murat Tulmag, Faruk Aydinyilmaz, Hamza Sunman, {lkin Guliyev, Tolga Cimen, Sadik Acikel
Ankara SB Diskapi Yildirim Beyazit Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara

Kronik total okliizyon (KTO), girisimsel kardiyolojideki tedavisi en zor lezyon tiplerinden biridir.
Artan operator deneyimi, yeni teknikler ve kilavuz tel teknolojisindeki gelismeler islem bagarisin
ve uzun dénem damar agikhigini arttirmaktadir. Bununla birlikte KTO nun perkiitan revaskiilari-
zasyon basaris1 daha diisiik, ekipman maliyeti, radyasyon maruziyeti ve total olmayan lezyonlara
uygulanan PKG’ye gore restenoz oranlari daha fazladir. Ayrica komplikasyon oranlar1 da KTO
olmayan lezyonlara gore daha fazladir. Bu olgu sunumunda KTO revaskiilarizasyonu sirasinda
nadiren karsilagilan bir komplikasyon 6zetlenmeye calisilmistir. 46 yaginda diyabet ve hipertansi-
yon Oykiisii olan kadin hasta, yeni baslangich tipik gogiis agristyla acil servise bagvurmus. Yapilan
tetkiler sonucunda ST-yiikselmesiz miyokard enfarktiisii tanistyla koroner yogun bakima kabul
edildi. Koroner anjiografisinde sol on inen arterinde(LAD) %70-80 darlik, sirkiimfleks arterinde
plaklar ve sag koroner arterinde(RCA) %100 tikaniklik saptandi. RCA distali soldan retrograde
doluyordu. Hastaya oncelikle cerrahi revaskiilarizasyon onerildi. Ancak hastanin cerrahiyi kabul
etmemesi nedeniyle akut koroner sendromdan sorumlu diisiiniilen LAD darhig: perkiitan yolla re-
vaskiilarize edildi. RCA lezyonu KTO olarak diisiiniildii ve iskemi varliginda revaskiilarize edil-
mesi planlandi. 2 ay sonra yapilan miyokard perfiizyon sintigrafisinde inferior duvarda anlaml
iskemi tespit edilmesi iizerine RCA KTO lezyonuna perkiitan girisim planlandi. Girigim oncesi
yapilan koroner anjiografisinde LAD stentinin agik oldugu izlendi. LAD ye 6F sol judkins tanisal
kateter konulduktan sonra RCA ostiumuna 7F sag judkins kilavuz kateter yerlestirildi. Mikrokata-
ter destegiyle (Corsair, Asahi) Fielder XT ve Sion BIUES (Asahi) teller kullanilarak lezyon gegildi.
2.0x30 mm ve 2.5x30 mm semi-komplian (Artimes) balon ile lezyon predilate edildi. Takiben
2.5x18 mm everolimus salimmli (Xience, Abbott Vascular, CA) stent implante edildi. 2.75x15
mm non-komplian balon ile post dilatasyon yapildi. Daha sonra RCA ostealinde aortaya uzanim
gosteren diseksiyon izlendi. Bunun iizerine ikinci bir 2.75x38 mm everolimus salinimli (Xience)
stent osteale implante edildi. Diseksiyonun sinirlandig: goriilerek hasta takibe alindi. Hastaya to-
raks bilgisayarli tomografik (BT) anjiografi yapildi ve RCA ostium bolgesinde milimetrik diseksi-
yon oldugu ve distale uzanim gostermedigi belirlendi. Ekokardiyografisinde minimal perikardiyal
efiizyonunun artig olmamasi ve hastanin hemodinamik olarak stabil olmasi nedeniyle kalp-damar
cerrahisiyle ortak olarak oncelikle medikal takip planlandi. Hastanin yaklagik bir haftalik takibinde
iskemik degisikligi olmadi, hemodinamisi stabil seyretti ve perikardiyal mayisinde artig olmadi.
Kontrol BT anjiografisinde diseksiyon flebi izlenmedi. Hasta optimal medikal tedavi ile taburcu
edildi. Hasta iigiincii ay kontroliinde asemptomatikti.

Sekil 1. RCA anjiosu. Sekil 2. Lezyonun gegilmesi.
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Sekil 3. Lezyonun gegilmesi 2. Sekil 4. Predilatasyon.

Sekil 5. Stent implantasyonu. Sekil 6. Stent sonrasi poz / diseksiyon.

Sekil 8. RCA osteale stent yerlestirilmesi.

Sekil 10. REKO.
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Sol atriyumda obstriiksiyona yol acan primer kardiyak tiimor:
Malign mezenkimoma

Edibe Betiil Bérklii', Muhammed Keskin?, Goérkem Ayhan', Tolga Sinan Giiveng',
Hiilya Kagik¢ioglu'

'Dr. Siyami Ersek Gégiis, Kalp ve Damar Cerrahisi Egitim ve Aragtirma Hastanesi,
Kardiyoloji Klinigi, Istanbul
*Sultan Abdiilhamid Han Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Kardiyak tiimorler nadirdir ve primer tiimorler sekonder olanlara gore ¢ok daha az goriiliir. Primer
kardiyak tiimorlerin cogunlugunu bagta atriyal miksoma olmak iizere benign tiimorler olustururken
primer malign tiimérler oldukca azdir. 49 yasinda kadin hasta hastanemize son 1 yildir olan ve
giderek artan nefes darlig: sikayetiyle geldi. Fizik muayenede 6zellik saptanmayan hastaya tamsal
amagla yapilan transtorasik ekokardiyografide (TTE) sol atriyum (LA) igerisinde LA’y1 dolduran
ve mitral kapakta maksimum 14 mmHg, ortalama 6 mmHg gradient olusturan kitle izlendi. Kit-
lenin yerlesiminin ve sinirlarimin daha iyi degerlendirilebilmesi amaciyla yapilan transozofageal
ekokardiyografide (TOE) LA iginde LA arka duvarindan orjin aldig1 diisiiniilen 5x4 cm capinda
nonhomojen, yer yer litik alanlar iceren diizgiin yiizeyli kitle imaj1 saptand: ($ekil 1, 2). Kardi-
yak manyetik rezonans incelemede kitlenin sag inferior pulmoner vene uzandig: goriildii. Hastaya
operasyon oncesi yapilan koroner anjiyografide kitlenin sirkumfleks arterden kanlandig gozlendi
(Sekil 3). Miksoma oldugu diisiiniilen kitlenin rezeksiyonu sonrasi yapilan patoloji incelemesin-
de osteoid degisiklikler gosteren malign mezenkimoma oldugu saptandi. Primer/ sekonder timér
ayirmmi agisindan yapilan pozitron emisyon tomografisi/bilgisayarl tomografide (PET/BT) metas-
taz lehine bulgu saptanmamas: iizerine kitle primer kardiyak tiimor olarak kabul edildi. Hastaya
radyoterapi (RT) ve kemoterapi (KT) uygulandi. Klinik agidan stabil olan hasta kardiyoloji ve
onkoloji tarafindan takip ediliyor. Primer kardiyak tiimérler nadirdir ve genellikle yumusak doku
tiimorlerinden meydana gelir. Nadir olmasi nedeniyle bu tiimérlerle ilgili veriler genel olarak vaka
bildirimlerinden elde edilmistir. Siklig1 az olsa da 6liimciil seyretmesi nedeniyle cerrahi olarak tam
rezeksiyon yapilmasi tedavinin en énemli basamagini olusturmaktadir. Kiiratif rezeksiyon sonrast
RT ve KT konusunda net bir veri bulunmamaktadir.
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Sekil 1. Transozofageal ekokardiyografi sol atriyumu dolduran, litik
alanlar igeren kitleyi gostermektedir.

Sekil 2. Transozofageal ekokardiyografi renkli doppler incelemede
mitral kapakta obstriiksiyona yol acan sol atriyal kitleyi gostermektedir.

Sekil 3. Koroner anjiyografi sirkumfleks arterden kanlanan sol atriyal
kitle imajin1 gostermektedir.
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Paravalvular septal abscess

Gorkem Kus', Nermin Bayar?, Zehra Erkal?, isa Oner Yiiksel?, Goksel Cagurici?,
Erkan Koklii?, Selguk Kiigiikseymen?, Gamze Yeter Korkmaz?, Sakir Arslan?

'Department of Cardiology, Agri State Hospital, Agri
2Department of Cardiology, Antalya Training and Research Hospital, Antalya

28-year-old male patient was admitted with shortness of breath and weakness. His past medical
history is remarkable for rheumatic heart valve disease for which he underwent mechanical aortic
valve replacement. Mobitz type 2 atrioventricular block was detected in the admission electrocar-
diogram (ECG), however there was no any block on his old ECGs. On transthoracic and trans-
esophageal echocardiography, compatible views with septal-like paravalvular abscess and severe
aortic regurgitation were revealed (Figure 1, 2, Video 1-2). Left ventricular size and function were
within normal limits. Re-operation has been suggested to hemodynamically stable patient. This
case was presented due to remind the relationship between new-onset AV block and abscess forma-
tion, also demonstrative echocardiographic images.

Figure 1.
showing paravalvular abscess (aortic short axis).

Transesophageal echocardiography Figure 2. Transesophageal echocardiography

showing paravalvular abscess (aortic long axis).
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A rare cause of left ventricular mass: cardiac hemangioma
Cihan Altin', Hakan Giilli?, Ziya Gokalp Bilgel*

!Department of Cardiology, Baskent University Faculty of Medicine, Izmir Hospital, Izmir
’Department of Cardiology, Baskent University Faculty of Medicine, Adana Hospital, Adana

Introduction: Cardiac hemangiomas are rare tumors of the heart and mostly documented as iso-
lated case reports in literature. Herein we present a case with cardiac hemangioma which is a
extremely rare cause of left ventricular mass.

Case: A 56-year-old woman was referred to our cardiology clinic for a left ventricular mass. She
had been suffering from palpitation for 3 months. She had no known cardiac or systemic disease.
On transthoracic echocardiography; 2.0x2.0 cm? hyperechoic, rounded, mobile mass with clear
borders protruding and swinging within the left ventricle cavity were detected (Fig. 1). Left ven-
tricular size and function were normal. There were no valve pathologies except mild mitral regur-
gitation. Transesophageal echocardiography revealed a homogenous round mass with a pedicle
in originated in anteroseptal wall of left ventricle (Fig. 2). On thorax computed tomography scan
there was no other pathology. For further evaluation; cardiac magnetic resonance imaging was
performed and showed an isointense round mass with diameter of 2.3x2.1x1.6 cm® in anteroseptal
wall of the left ventricle (Fig. 3). Preoperative coronary angiography revealed normal coronary
artery and tumor blush (septal branches were feeding the tumor) (Fig. 4). Patient was operated,
the mass measured 2.3x1.5x1.0 cm® with its pedicle completely excised (Fig. 5). Pathological
diagnosis was hemangioma. She was discharged with no complication on postoperative Sth day.
On follow-up; there was no evidence of recurrence in 6th months after the surgery.

Discussion: Because echocardiography has become a popular examination tool, the incidence of
cardiac masses has recently increased. Although cardiac hemangiomas are usually diagnosed in-
cidentally, it may result in outflow tract obstruction, coronary insufficiency, or congestive heart
failure. Clinical presentation may vary according to the location, size, and extension of the tumor.
Symptoms are usually due to compression of cardiac structures or obstruction of outflow tracts.
Tumors located in the interventricular septum which is near to atrioventricular node, may cause
arrhythmias or sudden cardiac death. In the differential diagnoses of cardiac masses; in addition to
primary or metastatic cardiac tumor, thrombus, myocardial cyst, and vegetation should be kept in
mind. Coronary arteriography can confirm the diagnosis by showing the characteristic findinds of
cardiac hemangioma; “tumor blush” which highlights the vascular nature of the tumor. The natural
history of cardiac hemangiomas is unpredictable. Surgical resection is treatment of choice due to
its unpredictable natural course. Although recurrence was reported in limited case, postoperative
long-term outcome is favorable. In our case, patient was asymptomatic without any evidence of
echocardiographic recurrence at 6-month follow-up.

Figure 1. Preoperative transthoracic echocardio-
graphic image showing a hyperechoic, rounded,
mobile mass.

Figure 2. Preoperative transesophageal echocar-
diographic image showing a homogenous round
mass with clear borders protruding and swinging
within the left ventricle cavity.

Figure 3. Preoperative magnetic resonance
image of mass.

Figure 4. Preoperative coronary angiography showing
the characteristic findinds of cardiac hemangioma; “tumor
blush” which highlights the vascular nature of the tumor.

Figure 5. Image of excised cardiac mass.
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A right ventricular mass presented with ventricular tachycardia

Edibe Betiil Bérklii', Duygu inan', Ayca Giimiisdag', Aylin Safak',
Muhammed Keskin?, Ozlem Yildirimtiirk!

'Department of Cardiology, Dr. Siyami Ersek Chest, Cardiovascular Surgery Training and
Research Hospital, Istanbul
*Department of Cardiology, Sultan Abdiilhamid Han Training and Research Hospital, Istanbul

Cardiac tumors are rare and most of them are metastatic (secondary) tumors. Right ventricular (RV)
masses are also rare and generally diagnosed incidentally during imaging studies. A 53 year-old
female patient presented with symptomatic ventricular tachycardia (VT) (Figure 1). Because of the
patient was hemodynamically stabil on admission we try medical cardioversion for VT with amio-
darone. However medical cardioversion was failured and electrical synchronized cardioversion was
performed. Bedside transthoracic echocardiography (TTE) revealed right ventricular mass extend-
ing to the right atrium ( RA). In order to obtain detailed information about mass transesophageal
echocardiography (TEE) was performed. The imaging showed a nonhomogeneous mass with mul-
tiple lytic areas filling the almost all RV cavity and extending to RA by invading the septal leaflet
of tricuspid valve. There was severe tricuspid regurgitation due to invasion of tricuspid valve. The
short axis view of TEE showed that the mass surrounds the aortic annulus (Figure 2). There was no
invasion of neighboring structures of the left sinus of Valsalva. On the other hand the ostium of right
coronary artery could not be observed because of the mass invasion which explains the mechanism
of VT. Contrast enhanced abdominal and thoracic computed tomography and positron emission
tomography was performed for furher invastigation. All imaging studies showed multiple pathologi-
cal lymphadenopathies in cervical, mediastinal and abdominal regions which made us consider the
primary diagnosis was lymphoma. We offered the patient resectional biopsy from cervical region.
But the patient refused the biopsy and she died in a few weeks due to rapid clinical deterioration.
TTE which was performed 2 days before the patient’s death showed increased volume of the mass
(Figure 3, 4). Instead of cardiac tumors are rare, they have high mortality rate. Malignant masses
in RV and RA are often asymptomatic and when they are diagnosed, disease is usually in advenced
stage. Early diagnosis of primary tumor and application of suitable treatment combination with pos-
sible surgical resection of mass are key points of disease management.
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Figure 1. Electrocardiogram
| A
| iy ¥ r.lll |“II |!“l' I5 shows ventricular tachycardia
e

caused by right ventricular mass.

Figure 2. Transesophageal echo-
cardiography shows the right
ventricular mass surrounding the
aortic annulus.

Figure 3. Transthoracic echocar-
diography shows the huge mass
filling the right heart cavities.

Figure 4. Transthoracic echocar-
diography shows right ventricular
mass surrounding the aortic annu-
lus from short axis view.
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Left atrial wall vegetation after dental procedure

Tiirkan Seda Tan Kurklu, irem Dinger, Demet Menekse Gerede Uludag, Nazli Turan,
Nil Ozyiincii, Mustafa Kiligkap, Hiiseyin Goksiiliik, Cetin Erol

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Infective endocarditis (IE) is a mortal disease. Despite improvements in its management, IE re-
mains associated with high mortality and severe complications. Antibiotic prophylaxis is highly
recommended for patients with any prosthetic valve, including a trans catheter valve, those in
whom any prosthetic material was used for cardiac valve repair, the ones with a previous episode
of IE with congenital heart disease (CHD), or any type of cyanotic CHD. Native valves such as
MVP, however, are not recommended when dental procedures are planned.

Introduction: 2015 infective endocarditis guideline recommends prophylaxis for high risk pa-
tients for a guideline specified procedure. But infective endocarditis prophylaxis is not recom-
mended for functional valve diseases such as mitral valve prolapses.

Case: A 33-year-old patient was admitted to our hospital with lost weight and persistant fever for
two months. He is controlled annually for mitral valve prolapses with moderate mitral regurgita-
tion. The patient had reciewed dental root canal procedures two months ago. After these proce-
dures, his symptoms had begun. Transthoracic echocardiography demonstrated vegetation near
the mitral valve but could not show the exact place. So, we examined trans oesophageal echocar-
diography. TEE demonstrated mobile vegetation held on the lateral left atrium through the anterior
mitral leaflet. And also, we examined eccentric mitral regurgitation through the lateral left atrium
which is the same place as vegetation.Six blood culture bottles on presentation all grew S. sangui-
nis (alfa haemolytic streptococcus) which is a member of the strep. viridans family associated with
normal oral flora.After 3 days, his fever stopped but he felt some weakness on his left arm. After
neurology consultation, he had a cranial MRG. MRG demonstrated a haemorrhagic embolic area
(septic emboli?).Through the haemorrhagic cranial area cardiac surgery was found highly risky
because of using intraoperative anticoagulation therapy. A week later the patient felt left epigastric
pain. After abdominal CT examinations, splenic infarction was demonstrated. Emergency TEE was
found and neither vegetation nor mass was seen. Six weeks later we decided to finish the antibiotic
therapy. After last TEE control the patient was discharged from the hospital.

Discussion: Our patient has MVP and wasn’t given prophylaxis before the dental procedure. He
had neither immunodeficiency nor hematologic malignity. And also, any immunologic disease was
found. A population based study has shown that, MVP patients with moderate mitral regurgitation
or flail leaflet are notable risk of developing infective endocarditis as compared to those without
mitral regurgitation. Our case has MVP with moderate mitral regurgitation accordingly he has high
risk within MVP patients. Our case is rare infective endocarditis case due to low risk for infective
endocarditis And also, a rare case for vegetation area.

Figure 1. Eccentric mitral regurgitation.

Figure 2. Mobile vegetation through the anterior
mitral leaflet.
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Two cases with persistent left superior vena cava with absence of
right superior vena cava
Umut Kocabas', Giilgiin Vaiz?, Giizin Zekica, Selen Bayraktaroglu®

'Department of Cardiology, Edremit State Hospital, Balikesir
’Department of Cardiology, Lefkosa State Hospital, Lefkosa, Kibris
*Department of Radiology, Ege University Faculty of Medicine, Izmir

Introduction: Persistent left superior vena cava (PLSVC) affects 0.3%-0.5% of the population.
PLSVC with absence of right SVC (isolated PLSVC) is an extremely rare venous anomaly. Iso-
lated PLSVC is generally asymptomatic and it is an incidental finding while performing invasive
procedures or non-invasive imaging. This report presents two cases illustrating isolated PLSVC.
Case 1: A 63-year-old woman presented to outpatient clinic with recurrent syncope episodes. The
12-lead electrocardiogram showed high-grade atrioventricular block with a rate of 42 bpm. In
transthoracic echocardiography, the coronary sinus (CS) was dilated (CS ostium size: 27 mm)
(Figure 1, Panel A) and patient has undergone contrast echocardiography with prediagnosis of
PLSVC. Saline administration was done through left brachial vein and CS opacified just before
right atrium. Also, agitated saline injected from right brachial vein that showed opacification of CS
before right atrium (Figure 1, Panel B). Computed tomography showed the absence of right SVC
and the drainage of PLSVC to CS (Figure 2, red arrows).

Case 2: A 61-year-old woman presented to outpatient clinic with symptoms of shortness of breath
and palpitation. Transthoracic echocardiography revealed dilated CS (CS ostium size: 32 mm)
(Figure 3, Panel A-B) and agitated saline injected from both right and left arm that showed opaci-
fication of CS before right atrium (Figure 3, Panel C-D). Computed tomography and three-dimen-
sional reconstruction images showed absence of right SVC and the venous drainage via left sided
SVC and azygous venous system (Figure 4, arrows).

Discussion: PLSVC is present in 0.3% of the general population and in 4.3% of congenital heart
disease. Isolated PLSVC occurs in only 10-20% cases of PLSVC. PLSVC can be incidentally
detected during right heart invasive procedures. However, PLSVC may cause technical difficulties
during cardiac device implantation. Thus, patients should be observed carefully before intervention
and should be suspected with an abnormally dilated CS. Contrast echocardiography is the most
easy and useful technique for the evaluation of PLSVC and computed tomography venography
will confirm the diagnosis.
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Figure 1. Transthoracic echocardiography showing dilated coronary sinus (Panel A) and
coronary sinus opacification before right atrium after agitated saline injection from both
right and left arm (Panel B) (RA: right atrium, RV: right ventricle, CS: coronary sinus).

A

Figure 2. The sagittal oblique reformatted CT image demonstrates the drainage of per-
sistent left superior vena cava to coronary sinus. (Panel A, arrows). Axial CT images show
the absence of right SVC and the drainage of persistent left SVC to coronary sinus (red
arrows).There is also left pleural effusion (white arrow) and left lower lobe atelectasis
(blue arrow) (Panel B).

Figure 3. Transthoracic echocardiography parasternal long axis view (Panel A, black ar-
row) and apical view (Panel B) showing dilated coronary sinus and coronary sinus opaci-
fication before right atrium after agitated saline injection from both right and left arm
(Panel C-D, white arrows) (LA: left atrium, LV: left ventricle, RA: right atrium, RV: right
ventricle, CS: coronary sinus).
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Figure 4. The three-dimensional volume rendered CT image and sagittal oblique refor-
matted CT image shows the persistent left superior vena cava and axial contrast enhanced
CT image shows absence of right superior vena cava (SVC) and the venous drainage via
left sided SVC (red arrow) and azygous venous system.
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Coral reef aorta as an extremely rare cause of secondary hypertension

Bihter Sentiirk', Ebru Ozpelit', Hatice Ozdamar', Aytag Giilcii?,
Aylin Ozgen Apaydin', Bahri Akdeniz'

!Department of Cardiology, Dokuz Eyliil University Faculty of Medicine, Izmir
Department of Radiology, Dokuz Eyliil University Faculty of Medicine, Izmir

A 71 year old woman was admitted to emergency department because of severe dyspnea and was
diagnosed as hypertensive pulmonary edema. Her blood pressure was 230/140 mmhg on admis-
sion. After the acute management in ED including noninvasive mechanical ventilation she was
transferred to cardiology clinics. The physical examination after clinical stabilization included,
2/6 systolic murmor on aortic focus and also 3/6 systolic murmor on back both in thoracic and
abdominal regions. During hospitalization period antihypertensive therapy was upgraded including
valsartan — hydrochlorothiazide, furosemid, spirinolactone, nebivolol, amlodipine and doxazosine.
She was investigated for secondary hypertension causes. Biochemical parameters including creat-
inin and electrolyte levels were all in normal range. Renovascular Doppler USG was also normal.
Computarized tomography showed diffuse calcification of descending aorta, both in thoracic and
abdominal levels. Calcified plaques in aortic walls were protruding into the lumen causing sig-
nificant obstruction (Figure 1). The minimal cross sectional area of aorta was 7 mm? in thoracic
region and 5 mm? in abdominal region just below the level of renal artery ostea. Internal mam-
marian arteries were significantly enlarged and there were collaterals between internal mammrian
and epigastric arteries. The radiologic appearence of the aorta was diagnosed as ‘coral-reef aorta’
which was an extremely rare pathology. Coral reef aorta (CRA) is a rare disease characterized by
atherosclerosis, calcification, and stenosis of the abdominal aorta, being described as rock-hard
calcifications in the visceral part of the aorta. These calcifications often resemble the growths of
hyperplastic bone, though abnormalities in serum calcium are not found. Actually our patient’s
serum calcium level was also normal. This disease entity was first described in 1984 with a series
of nine patients with obstructive lesions of the suprarenal aorta, which they named “coral reef
aorta” because the lesions resembled those oceanic structures. It is estimated that fewer than 200
cases of CRA have been reported in the literature worldwide since 1984. The exact etiology of the
disease is not clear. The major clinical presentations are severe hypertension, heart failure, visceral
ischemia and intermittent claudication. The patients in literature undergone either surgery with
graft replacement and endarterectomy or endovascular balloon angioplasty. However in our case,
the extensive nature of the severe calcifications did not permit any intervention that the patient was
followed conservatively. The case reported here is of particular relevance because it documents
that visceral aortic tight stenosis might be responsible for severe hypertension. Early diagnosis and
management is important because the disease is progressive in nature and such delays may lead to
a prohibitive state for any intervention.

Figure 1. BT angiography.coral reef aorta.
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Pacemaker implantation in dextrocardia with congenitally-corrected
transposition of the great arteries: A report of three cases and
a literature review

Orcun Ciftei', Ersin Dogandzii', Keremcan Yilmaz', Mustafa Yilmaz?,
ilyas Atar', Mehmet Biilent Ozin'

'Department of Cardiology, Bagkent University Faculty of Medicine, Ankara
’Department of Cardiology, Baskent University Faculty of Medicine Adana Research and
Application Center, Adana

Introduction: Dextraocardia is a rare anomaly defined as right-sided thoracic localization of the
heart. It occurs with different anatomic variations, namely situs inversus, situs solitus, and situs
ambiguous that define the localization of internal organs and heart chambers relative to their usual
locations. Other cardiac anatomic and morphological anomalies including congenitally corrected
transposition of great arteries (C-TGA) frequently accompany dextrocardia. C-TGA, abone or with
dextrocardia, is highly complicated by AV conduction disease both before and after corrective
surgery, necessitating permanent pacemaker implantation. Since dextrocardia, both alone and with
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C-TGA, is a rare condition, most operators are unfamiliar with pacamaker implantation in this
condition. We herein aimed to report three cases with dextrocardia accompanied by C-TGA under-
going PM implantation and to provide a discussion of the relevant literature.

Patient data: Patient 1: A 13-years-old girl was diagnosed situs inversus dextrocardia (Figure
1) and received a left Blalock-Taussig shunt. At the age of 5 years, at which time her pulmonary
stenosis was addressed, the ventricular septal defect closed (Rastelli operation), and an epicardial
pacemaker (VVIR) was placed on the epicardial surface of the non-systemic, morphological left
ventricle. At the age of 10, her pacemaker elective replacement indicator activated and replacement
of the pulse generator with concurrent endocardial pacemaker lead implantation was planned. A
bipolar ventricular pacing lead with atrial sensing capability was placed at the apex of the morpho-
logical left ventricle via active fixation with systemic venous entry from the left-sided subclavian
vein (Figure 1A). The electrocardiogram (ECG) after pacemaker implantation is shown in Figure
1B. Patient 2: A 12-years-old boy with situs inversus dextrocardia underwent surgery for the Ras-
telli procedure at 3 years of age. A single-lead epicardial ventricular pacemaker was placed on the
epicardial surface of the non-systemic ventricle. At the age of 8 years, the epicardial pulse genera-
tor was depleted and surgically removed, and transvenous pacemaker implantation was scheduled.
An active endocardial pacemaker lead was advanced from the right-sided subclavian vein and
implanted at the interventricular septum via active fixation (Figure 2A). The ECG after pacemaker
implantation is shown in Figure 2B. Patient 3: A 5-years-old boy underwent Rastelli operation,
which consisted of VSD closure and placement of a pulmonary conduit to relieve the pulmonary
stenosis. Two weeks later, he was referred to our clinic for unresolved episodic complete AV block
after the operation. A single chamber pacemaker was placed into a left-sided prepectoral pace-
maker pocket, and a single active ventricular lead was passed to the morphological left ventricular
apex via the left-sided subclavian vein (Figure 3A). The ECG after pacemaker implantation is
shown in Figure 3B.
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Figure 1. Patient 1: A: Final position of the pacemaker lead in the morphological left ventricular apex,
shown by the superimposition of the final fluoroscopic image of the lead on the schematic drawing of the
patient’s cardiac anatomy. B: 12-lead electrocardiogram taken after pacemaker implantation with right and
left arm leads reversed.

Figure 2. Patient 2: A: Final position of the pacemaker lead in the morphological left ventricular apex,
shown by the superimposition of the final fluoroscopic image of the lead on the schematic drawing of the
patient’s cardiac anatomy. B: 12-lead electro
left arm leads reversed.
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Figure 3. Patient 2: A: Final position of the pacemaker lead in the morphological left ventricular apex,
shown by the superimposition of the final fluoroscopic image of the lead on the schematic drawing of the
patient’s cardiac anatomy. B: 12-lead electrocardiogram taken after pacemaker implantation with right and
left arm leads reversed.
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Massive air embolism during pacemaker implantation and
its successful treatment

Tugge Colliioglu, Cetin Alak, Hiiseyin Dursun, Dayimi Kaya
Department of Cardiology, Dokuz Eyliil University Faculty of Medicine, Izmir

Introduction: Pulmonary artery air embolism (PAE) is a rare and potentially fatal complication of
pacemaker implantation. Herein, we describe a case of massive PAE during cardiac resynchroniza-
tion therapy with defibrillator (CRT-D) which was treated promptly.

Case Presentation: A 64 year- old- male with a history of admitted our emergency room with
ventricular tachycardia episode. He had a history of non-obstructive hypertrophic cardiomyopathy.
ECG revealed complete right bundle branch block with a QRS duration of 150 msec. Transthoracic
echocardiography showed thickened interventricular septum and posterior wall and a reduced ejec-
tion fraction of 30%. Coronary angiography revealed calcified plaque in the coronary arteries. We
decided to perform CRT-D implantation. Three separate punctures from left subclavian vein were
obtained. The sheath orifice was occluded by finger until the right ventricular lead was inserted.
However the patient took a deep breath at this point which resulted shortness of breath, a blood
pressure of 60/40 mmHg, and O2 saturation of 65% that was dropped from 96%. As soon as we
saw the massive air embolus in the main pulmonary trunk on the fluoroscopy (Figure 1), the pa-
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tient was inhaled 100% oxygen with mask, given intravenous fluid in bolus, right ventricular lead
implantation, noradrenaline administration and a 6 F sheath indwelled into right femoral vein for
air aspiration. A 6 F pigtail catheter positioning into main pulmonary trunk was based on fluoro-
scopic guidance and air aspiration was repeatedly performed by 50 cc syringe. Air was success-
fully aspirated and disappeared in ten minutes by especially positioning the catheter at the level of
pulmonary valves (Figure 2). The vital signs of patient improved.

Conclusion: PAE is entity with the potential for severe morbidity and mortality. The incidence
is approximately 0.2%-1% following central line placement. As in our patient, the most common
cause of PAE during pacemaker implantation may be snoring. Besides, decrease in central venous
pressure associated with long time starvation might led to the development of PAE. Air aspiration
should be required immediately when air lock in the RVOT occur. The multi-orifice and large
luminal diameter catheter may also be useful and effective for air aspiration.

Figure 1. Fluoroscopy showing air embolus in the
main pulmonary trunk.

Figure 2. Fluoroscopy showing air aspiration by
pigtail catheter.

0S-31

Kirilmis bir VDD kardiyak pacemaker leadinin subklaviyan yolla
perkutan cikartilmasi esnasinda, leadin vende sikismasi nedenli
femoral yolldan kullamlan biyopsi kateteri ve snare ile tamamlanan
islem: Basarili bir komplikasyon yonetimi

Emre Ozdemir, Sadik Volkan Emren, Nihan Kahya Eren, Cem Nazli, Mehmet Tokag
Izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Izmir

Kardiyak pacemaker ve ICD’lerin kullanimindaki artis ile beraber gerekli durumlarda bu cihazla-
rin ve leadlerin ¢ikartilmasinda perkutan ekstraksiyon yontemleri, bu amagh kullanilan mekanik
dilatatorlerin, locking stilelerin gelismesi ile popiilarite kazanmistir. Olgumuzda 35 yasinda Ebs-
tain Anomalsisi olan ASD nedenli operasyon oykiisii ve intermitant AV tam blok nedenli VDD
kardiyak pacemakeri olan erkek hastadir.Hastamiz lead kirnigi tanisi ile yatirildi, perkutan olarak
subklaviyen ven yoluyla lead ekstraksiyon karari verildi. Pacemaker jeneratorii ¢ikartildiktan ve
pil cebi igindeki lead serbestlestirildikten sonra lead kirik olan yerinden kesilerek locking stile
lead icerisine koyulmaya calisirken, lead operatoriin elinden kurtularak subklaviyen vende sikig-
t1. Pektoral bolgeden leade erisilemeyecegi anlagilinca femoral venden girilerek snare ile lead in
proksimal ucu subklaviyen vende tutulmaya ¢ahigildi, ancak ug kismi snare ile yakalanamadi. Bu-
nun iizerine aligiimadik bir yontem olarak biyopsi kateteri ile bu ug kisim, subklaviyen ven icinde
tutulmaya galigildi, ikinci denemede basarilarak lead in serbest ucu SVC den RA ve IVC’ ye ¢ekil-
di. Bu esnada VDD lead in atriyal ve ventrikiiler coileri gekmenin etkisi ile ayrildi. Bu olay iizerine
daha fazla deformasyonun engellenmesi adina biyopsi kateteri ¢ikartilarak snare alindi, leadin en
proksimal kismindan iki coil de bir seferde tutularak gekildi. Iglem sonrasindan kalp iginde hig bir
fragmante parga, lead kalintis1 kalmadan tiim lead tek parga olarak snare ile femoral venden ¢i-
kartildi. Perkutan lead ekstraksiyonlar 6zellikle eski leadlerin ¢ikartilmasi esnasinda lead kopma-
lart, damarsal yada kardiyak yaralanmalar gibi komplikasyonlara agiktir.Ozellikle vaskiiler yada
kardyak yaralanmalar sonrasi gelisen kanamalarda hayati sonuglari s6z konusu olabilir. Perkutan
lead ekstraksiyonunun kompilkasyon oranlar1 operatdr deneyimi ile ¢ok iligkili olup ortalam %1.4
oranindadir. Mekanik dilatatorler, locking stileler gibi yeni gelistiren aletler, perkutan yolla lead
cikartmay1 kolaylagtirmak beraber bunlar subklaviyen girisimler icin tasarlanmistir. Ote yandan
femoral girisim subklaviyen girisimin bagarili olmamasi yada leadin kirilmasi, kopmasi sonrasi
vaskiiler yapilar yada kalp iginde serbest yiizen leadlerin ¢ikartilmasinda yararli olmaktadir. Bu
amagla Cook Medikal’a ait Neddle Eye Snare gibi 6zel cihazlar femoral yoldan kullanim i¢in mev-
cut olup, farkli ydntem olarak bir pigtail kateter ya da ablasyon kateterinin lead etrafindan gegirilip
ucunun snare ile tutularak femoral venden ¢ekilmesi de s6z konusu olmaktadir. Bizim vakamizda
oldugu gibi leadin proksimal ucu, subklaviyan ven igine sikistiginda lead biyopsi kateteri yoluyla
kavrandi coillerin ayrilmasi sonucu ise snare ile lead ucu tiimiiyle kavranarak femoral venden
¢ikartildi.Bu gibi beklenmedik teknik problemlerin ¢oziimiinde rutin olmayan karmagik teknik-
ler operator deneyimi ile birlestiginde bagarili perkutan lead ekstrasiyonu i¢in yararli olmaktadir.

Sekil 1, 2a, 2b. Sekil 1 de siyah okun oldugu yerde pilin ¢ikartilmadan 6nce lead kirigi goriilmekte; Sekil
2a da biyopsi kateteri ile leadin serbest ucu tutulmakta; Sekil 2b de tutulan lead IVC ye kadar ¢ekilmektedir.

14

Sekil 3, 4a, 4b, 4c. Sekil 3 de biyopsi kateteri ile lead gekilirken coilerin ayrilmas: sonrasi; Sekil 4a ve
4b de goriildiigii iizere snare ile serbest ug bir biitiin olarak tutulmakta; Sekil 4c de ise tiim lead femoral
venden disar1 alinmaktadir.

Sekil 5. Sekil 5 de ise islem sonunda igeride
higbir artigin kalmadig izlenmistir.

0S-32

Methemoglobinemia after pacemaker implantation

Ahmet Tiitiincii, Alper Karakus, Veysi Can, Sencer Camci, Gokhan Ozmen,
Selma Ari, Hasan Ar1, Mehmet Melek, Tahsin Bozat

Department of Cardiology, Bursa Yiiksek Ihtisas Training and Research Hospital, Bursa

Methemoglobinemia, a rare complication of many pharmacologic and naturally occurring agents,
is disorder of higher than normal level of methemoglobin (ferric [Fe*] rather than ferrous [Fe*]
haemoglobin). 29 years old women patient admitted to hospital with fatique and presencope com-
plaints. She had not any medical history or medication. Her physical examination was normal.
Heart rate was 42 beats/min. Electrocardiography (ECG) showed complete atrioventricular (AV)
block (figure-1). After all there was not any systemic illness that explain AV block. As a result
permanent pacemaker implantation was planned. 600 mg prilocaine (30 ml) was injected subcu-
taneously to left pectoral area. Pacemaker implantation area preparated and left subclavian vein
puncture was done and DDD-R pacemaker implanted. During implantation she had dyspnea and
tachypnea. She was taken to coronary care unit. The patient began to develop cyanosis (figure-2-lef
side). ECG showed pacemaker rhytm and heart rate was 140 beats/min (figure-3). No pericardial
effusion was seen in transtorasic echocardiograhy. Pulse oximetry measured oxygen saturation
(Sa0,) was 82%. PA chest graphy was normal (figure-4). Arterial blood sample was noted blood
was chocolate Brown colour. Arterial blood gas analyzed pH: 7.36, sO,: 98.7%, pO2: 183 mmHg,
pCO,: 28.2 mmHg, cHCOB: 17.9 mmol/L, metHb: 31.9% ungler masked O2 treatment. Methemo-
globin levels was too high and clinical symptoms were seen. Intravenous 2 mg/kg methylene blue
infusion in 5 minutes was given immediatedly. One hour later her cyanosis, tachycardia (figure-5)
and dyspnea were resolved. MetHb 5,3% was analyzed in her control blood arterial sample. After
one day, the patient was discharged healthy. Methemoglobin renders the hemoglobin molecule
unable to bind oxygen and results in a left shift of the oxygen-hemoglobin dissociation curve. In
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high level of metHb may cause cellular hypoxia. Standart pulse oxymetry is not reliable because
absorbs both oxy and deoxyHb wavelengths. First line theraphy of methemoglobinemia is support-
ive care and discontinuation of offending agent. Returning metHb back to its unoxidized state form
of hemoglobin by reducing it with IV methylene blue. Methylene blue serve as cofactor for the
enzyme NADPH metHb reductase. in this case, the characteristic brown chocolate colour blood
and saturation gap ( diffrence between oxygen saturation from a standard blood gas and pulse
oximeter over 5%) and administration of prilocaine confirmed our diagnosis. Due to pacemak-
er implantation many complications could happened. In acute phase we should evaluate patients
quickly and exclude the most possible complications step by step. First of all pericardial tampon-
ade, pnemothorax, hemothorax, myocardial infarction, hematoma could be eliminated. Nearly all
of invasive cardiac procedures local anaesthesic medications are applied. A rare complication like
methemoglobinemia should not be forgetten.

Figure 2. Left side central cyanosis right side after treatment of melhemoglobmemla

Flgure 3 ECG after lmplanlallen of pacemdker

Figure 4. Chest X-ray after
pacemaker implantation.
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Toxic methemoglobinemia cases due to local prilocaine use after
permanent pacemaker implantation: a rare cause of cyanosis,
is it really rare?

Giilsiim Meral Yilmaz, Murat Esin, Rauf Avci, Goksel Cagirct, Sakir Arslan

Department of Cardiology, Antalya Training and Research Hospital, Antalya

Introduction: Methemoglobinemia is a rare and serious hematological disorder, can be a result
of using oxidant drugs such as local anesthetics; prilocaine.To our knowledge, these 5 patients
were the first reported series who developed methemoglobinemia due to prilocaine after perma-
nent pacemaker implantation in the literature. We want to show the importance of this rarely seen
condition or is it really rare?

Case: We performed 491 pacemaker implantations between January 2015 and June 2017 in our
clinic.We are using a 1-2 mg midazolam bolus for sedation and 800 mg of prilocaine hydrochloride
subcutaneous injection for local anesthesia into the left pectoral region as a standard protocol. Met-
hemoglobinemia was observed in 5 cases after permanent pacemaker implantation (table-1). Clini-
cally, patients were diagnosed with cyanosis, shortness of breath and low saturation, with exclusion
of complications related to intervention after permanent pacemaker implantation and a high level
of methemoglobin levels.One case (case-2) was anemic (Hb:10.7 g/dl).The time from the injection
of prilocaine to the appearance of methemoglobinemia was approximately 240 minutes (150-360
min.) Patients’ methemoglobin levels ranged from 11,8% to 28%, with an average of 15.74%. It
was seen that case-2 with low hemoglobin level had the highest meth-hb level, had shorter duration
of onset than the others.and had lower saturation (79%) as measured by pulse oximeter. A prilo-
caine subcutaneous dose of 800 mg, a mean dose of 10.96 mg/kg (8.6-12.9 mg/kg) was observed as
a standard regardless of the weight of the patient.All patients diagnosed with methemoglobinemia
were treated succesfully with intravenous 50 mg methylene for approximately 30 minutes, fol-
lowed by an additional dose of 50 mg by arterial blood gas and methemoglobin measurement after
2 hours for 2 patients (case 2 and 4).

Discussion: Methemoglobin normal blood level is between 0% and 2%. Cyanosis occurs above
10% concentration; dyspnea, nausea, and tachycardia above 30%; lethargy and stupor from con-
centrations above 55%. Higher levels may cause cardiac arrhythmias, circulatory failure and neu-
rological depression,while levels of 70% are usually fatal. The maximum safe dose of prilocaine in
anormal healthy individual was reported to be 600 mg or 8 mg/kg. Methylene blue is administrated
at a dose of 1-2 mg/kg IV slowly over 3—10 minutes for the first line treatment of methemoglobin-
emia. Ascorbic acid infusion is an alternate treatment. Our aim is to show that this complication
may be more apparent than the suspicion, depending on the patient-related factors. As a result,the
maximum dose of prilocaine used as a local anesthetic to prevent methemoglobinemia should not
exceed 600 mg. If there is cyanosis and low saturation in the patient when using over the maxi-
mum dose, methemoglobinemia should be kept in mind after complications that may be seen after
pacemaker implantation are eliminated.

Table 1. Cases of methemoglobinemia after permanent pacemaker implantation

Cawe-l Case-d Casesd Cosed  Cined
g a8 2 B LH ]
Garsiar iy Ferrain Femasie Frig Femiply
Wemagha gy & (] 5 a3 [*3
Crastin {mg/di) 1,1% 83 o9 L o8
Hesghtin (gl S 1,7 12 ER (FE ]
Feioane Soee Mg 15 55 12,3 LT HFL
Tirrsg i pruth i, | L) £k 0 150 4
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BT [0 - Iremens
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2407 (%} LT ATATAY WA IS 2R
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Inadvertent left ventricle endocardial or uncomplicated right
ventricular pacing: How to differentiate?

Yalgin Velibey, Baris Yaylak, Tolga Sinan Giiveng, Koray Kalenderoglu,
Goksel Cinier, Ozge Giizelburg, Ozlem Yildirimtiirk

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

Temporary transvenous pacemaker implantation is an important and potentially life-saving interven-
tion for emergency physicians that is commonly required in the emergency management of severe
symptomatic brady-arrhythmias and for overdrive pacing of some life-threatening tachy-arrhyth-
mias. Regular pacemaker rhythm can be achieved in spite of inadvertent implantation of the pace-
maker lead into the left ventricle, thus leading to ignorance of the possibility of lead malposition.
We present a case of inadvertent left ventricle endocardial pacing that was recognized 10 hours later.
Present case illustrates the importance of careful scrutiny of the 12-lead ECG in identifying lead
malposition. A 65-year-old female patient with hemodynamically unstability and complete atrio-
ventricular block undervent temporary pacemaker implantatiion via right jugular vein with elec-
trocardiography guidance at the intensive coronary care unit. She had a history of hypertensionand
persistent atrial fibrillation for which she was prescribed metoprolol 50 mg q.d and warfarin 5 mg
q.d. Routine laboratory tests were normal sexcept increased international normalised ratio (INR was
4.5). During patient visit done approximately 10 hours after implantation, it was noticed that the
ECG revealed right bundle branch block (RBBB) type paced QRS complexes (Figure 1). There-
fore, ECG leads V1 and V2 were placed one interspace lower than standard, however, control ECG
still revealed RBBB type pace rhythm. Bedside chest X-ray (posteroanterior view) showed very
atypical intracardiac coursing of pacemaker lead suggesting a left ventricular site (Figure 2). Two
dimensional transthoracic echocardiography at the bedside in the intensive care unit revealed the
lead passing from left atrium into the left ventricle (Figure 3, Video 1). EF was 60%. Fluoroscopic
imaging confirmed the atypical intracardiac coursing of pacemaker lead suggesting that the tip of the
ventricular lead was located at the left ventricular apex (Figure 4 A). After the temporary pacemaker
lead was inserted into the right ventricle transfemorally under fluoroscopic guidance, lead in the left
ventricle was extracted. (Figure 4 B). ECG obtained after the insertion of the pacemaker lead into
the right ventricle demonstrated ventricular pacing with left bundle branch block pattern in D 1 and
aVL leads (Figure 5). After cessation of metoprolol and warfarintherapy, the patient had no block on
the 4th day of hospitalization. Thus, the temporary pacemaker lead was withdrawn. Transesophageal
echocardiography revealed secundumatrial septal defect (ASD) of approximately 8.1 mm (Figure 6,
Video 2). We concluded that the pacemaker lead passed from right atrium to the left atrium through
the ASD; extending further to the left ventricle from the left atrium. Because recurrent episodes of
atrioventricular block occurred during follow-up, the patient underwent VVIR pacemaker implanta-
tion via left subclavian veinwhen INR was 1.6.
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Figure 1. Post-implantationelectrocardiography showing regular ventricular pacing with right
bundle branch block pattern in V1 and V2 leads.

Figure 2. Bedside chest X-ray
(posteroanterior view) showing
very atypical intracardiac coursing
of pacemaker lead suggesting a left
ventricular site.

Figure 3. Two dimensional transthoracic echocardiographicimaging from parasternal long axis
(A) and apical four chambers (B) views. Temporary pacing lead can clearly be seen passing
from left atrium into the left ventricle.The tip of the ventricular lead is located at the left ventric-
ular apex. Ao- Aorta; LA-left atrium; LV- left ventricle; RA- right atrium; RV- right ventricle.

Figure 4. Posterioanterior fluoroscopic imaging. Panel A showing very atypical intracardiac
coursing of the initial pacemaker lead suggesting a left ventricular site. Panel B clearly show-
ingthe position of both electrodes after implantation into the right ventricle.
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Figure 5. Electrocardiography obtained after implantation of the temporary pacemaker elec-
trode into the right ventricle showing ventricular pacing with left bundle branch block pattern
in D I and aVLIeads.

Figure 6. Two dimensional transesophageal echocardiography showing secundum atrial sep-
tal defect with a 8.1 mm size (A); and shunt from left atrium into the right atrium (B). LA-left
atrium; RA- right atrium; RV- right ventricle.

0S-35

Sanssiz bir hastanin sansh yonetilmesi: LV takilan trombiislii pace
leadinin carotis filtre ile cikarilmasi

Serdal Bastug', Abdullah Nabi Aslan', Yakup Alsancak', Hafize Corut Giizel', Hiiseyin Ayhan?,
Ahmet Kasapkara?, Nihal Akar Bayram?, Emine Bilen', Tahir Durmaz?, Telat Keles?,
Murat Akgay?, Engin Bozkurt®

!Ankara Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara
2Yildirum Beyazit Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Kardiyak cihazlarin (kardiyak pacemaker, internal kardiyoverter defibrilator ve kardiyak resenk-
ronziasyon cihazlari) enfeksiyon, lead fonksiyon bozuklugu, venoz tromboz vb. nedenlerle son
yillarda giderek artan oranlarda ¢ikarilmasi gerekmektedir. Genellikle 1 y1ldan daha kisa siire 6nce
yerlestirilmis cihazlar basit cekme yontemi ile ¢ikarilabilirken, daha uzun olanlar fibréz kapsiil
olusumu, elektrodun endokarda yapismasi nedeniyle mekanik ¢ikarma cihazlari yardimu ile ¢ikaril-
maktadir. Pace veya ICD leadinin sol ventrikiile yerlestirilmesi nadir goriilen bir komplikasyondur,
pace leadi atriyal septal defekt, patent foramen ovale veya sinus venozus tip defektten gecerek LV
yonelebilir. Sol ventrikiil i¢inde olan pace ozellikle sistemik emboli agisindan risklidir. Olgumuz,
50 yasinda bayan hasta, hasta sinus sendromu tamisiyla klnigimizde DDD-R Pacemaker takilan
hasta islemden 1 ay sonra iskemik CVO tanisi ile noroloji kliniginde yatarken kardiyo embolik
odak acisindan klinigimize danisilmis ve hastaya yapilan tranthorasik ekokardiyografide pace lead
LV de goriilmiis. Hasta klnigimize devir alind1 ve yapilan transdzefageal ekokardiyografide lead
iizerinde LV icinde trombiis izlendi, hasta antikoagule edildi ancak kontrol tee yapilan hastanin
trombiisiinde erime izlenmedi ve hastaya carotis filtre kullanilarak pace revizyonu planlandi.
Yontem: Islem kateter odasinda ve lokal anestezi altinda yapild, pacemaker cebi usulune uygun
agild1 ve jenerator ¢ikarildi. Ardindan elektrotlar serbestlestirildi ve bir stile ile elekrtot limeninin
acik olup olmadig: kontrol edildi. Bu arada sag brachial arterden girilerek sag brakiosefalik trun-
custan cerabral koruma cihazi konuldu ve sol common carotisin agzini kapatacak sekilde yerles-
tirildi. Daha sonra 6nce atriyal ardindan ventrikiiler leadler ¢ekildi ve daha sonra cerebral koruma
cihazi toplandi, hastada iskemik emboli komplikasyon izlenmedi ve tekrar atriyal ve ventrikiiler
leadler yerlestirilerek isleme son verildi.

Sonug: Pace veya ICD leadinin LV yerlestirilmesi nadirdir ancak literatiirde pek ¢ok oldu bildiril-
mistir. Bu vakalarda tromboembolik komplikasyonlar siktir ve genellikle implantasyondan sonra 6
ay ve 6 yil araliginda goriilmektedir. Van Gelder ve ark. litetiir taramasinda 27 vaka gozlenmis ve
bunlarm 10 nda tromboembolik komplikasyonlar izlenmistir ve bu hastalarm 6 nda lead kardiyo-
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pulmoner bypass altinda cerrahi olarak gikarilmistir. Bizim vakamizda iskemik inme ile prezente
olmus ve TEE de trombiiz g6zlenmistir ancak cerebral emboli koruma cihazi kullanimi ile hastada
tromboembolik komplikasyon gézlenmeden pace revizyonu yapilabilmistir. Ozellikle pace veya
ICD lead takilmasi sonrast sol lateral film alinarak lead yerinin kontrol edilmesi bu vakada goriil-
diigii gibi ok 6nemlidir.
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Sekil 1. Cerebral koruma.

Sekil 3. Lead cekilmesi.

Sekil 4. Pace- ap kag.

Sekil 5. Tee- lead trombiis.
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Cikan aort dev psodoanevrizmasinin occlutech ASD kapama cihazi
ile kapatilmasi

Uygar Cagdas Yiiksel', Murat Celik', Erkan Yildirim', Ali Osman Yildirim', Kubilay Karabacak?,
Emin Ince?, Samir Adigozelzade', Serkan Asil', Omer Faruk Keskin', Suat Gérmel', Cem Bargin'

'Giilhane Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara
2Giilhane Egitim ve Aragtirma Hastanesi, Kalp Damar Cerrahisi Klinigi, Ankara

Altmug dort yaginda kadin hasta gogiis agris1 ve siddetli solunum sikintis1 yakinmas ile acil servi-
simize bagvurdu. Hastanin 10 yil once yapilan KABG operasyonu dykiisii mevcuttu. Klinigimizde
yapilan yatakbasi ekokardiyografisinde ¢ikan aortun proksimal kesimine komsu, i¢cinde doppler
sinyali alinan 70 mm capinda anevrizmatik olusum izlendi. Bir ay 6nce koroner anjiyografi yapilan
hastada safen greftlerin selektif kateterize edilememesi iizerine aortografi yapildigi ve aortun anji-
yografik olarak normal oldugu, safen grefte ait imaj izlenmedigi goriildii (Sekil 1). Klinigimizde
aort diseksiyonu tanisi ile yapilan kardiyak BT anjiyografide hastada aortik riiptiir ve riiptiirii sinir-
landiran dev psédoanevrizma izlendi (Sekil 2). Sag hemitoraks biiyiik dl¢iide dolduran ve gogiis n
duvarina komsu oldugu goriilen psddoanevrizmanin cerrahi olarak tamirinin yiiksek riskli oldugu-
nun degerlendirilmesi iizerine hastaya perkiitan kapama uygulanmasi planlandi. Siddetli solunum
sikint1 olan hasta entiibe edildi. Her iki femoral arteri okliide olan hastada, riiptiire segmente, sol
brakiyal arter yoluyla ulagildi ve Occlutech Figulla 15 mm ASD okliider ile defekt kapatildi (Se-
kil 3). Islem esnasinda TEE ile yapilan kontrollerde aort limeninden psddoanevrizmaya olan kan
akiminin kesildigi izlendi. Yapilan aortografide ise gecisin ¢ok smirli oldugu goriildii. Islem sonrast
hemodinamisinde belirgin diizelme gozlenen hasta, 2 saat sonra ekstiibe edildi. islemi takip eden 36.
saatte hastada tekrar hemodinamik kotiilesme izlendi ve siddetli solunum sikintis1 nedeniyle tekrar
entiibe edildi. Yapilan kontrol BT anjiyografisinde cihazin yerinde oldugu ancak psddoanevrizma
kesesinde trombozun gergeklesmedigi goriildii (Sekil 4). Tekrar yapilan TEE’de cihaz kenarindan
kagak oldugu goriildii. Perkiitan kapamanin basarisiz oldugu degerlendirilen hastaya cerrahi karari
verildi ancak hasta cerrahiye alinamadan kaybedildi. Literatiirde perkiitan kapama teknikleri aortik
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psodoanevrizmalarda bagsarili olarak kullanilmig olmasina ragmen olgumuzda riiptiiriin hizli seyri ve
anevrizmanin dev boyutlar perkiitan kapamay1 bagarisiz kilmig ve mut len frajil aort dokusuna
bagli, erken evrede elde edilen basarili okliizyon, kan akimini tamamen kesmede yetersiz kalmugtir.
Yine de cerrahinin kabul edilemeyecek derecede yiiksek riskli oldugu olgularda, perkiitan kapama
tekniklerinin hastanin tek sansi olabilecegi akilda tutulmalidir.

Sekil 3.

Sekil 4.

Girisimsel kardiyoloji | Karotis ve periferik vaskiiler
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Is endovascular intervention first choice to long course
femoropopliteal aneurysm? A discussion based on
auncomplicated management of aneurysm

Yal¢in Boduroglu', Erding Oz2

'Department of Cardiology, Antalya Private Opera Yasam Hospital, Antalya
2Department of Cardiology, Canakkale State Hospital, Canakkale

Background: Aneurysmal dilatations of superficial femoral artery (SFA) have been rarely report-
ed. The ethiology of true aneurysms of the SFA are atherosclerosis, mycotic infection, non-infec-
tious autoimmune or inflammatory arteritis and connective tissue disorders. SFA aneurysms can
be presented together with aneurysms in the aortic arch, the abdominal aorta, the common femoral
artery, the popliteal artery, or aneurysms occurring bilaterally. The natural history of untreated SFA
aneurysms comprised of rupture.(35-48%), thrombosis (13-18%), embolism (9-12%) and limb
salvage (94%). There is no Level A evidence in most cases to determine the choice between open
or endovascular intervention. The choice of operative approach will ultimately be determined on
an individual basis, dependent on the patient risk factors, and aneurysm anatomy. Some aneurysms
(femoral, subclavian, carotid) fare better with an open first approach; renal, splenic and some
visceral artery aneurysms do better with an endovascular first approach. But some writers advocate
the endovascular approach should be proposed as the first-line treatment to all the patients present-
ing aneurysms of the superficial femoral arteries.

Case: Herein we want to present a case with a long aneurysm in SFA and popliteal artery. A
72-aged gentleman was seen with distal emboli into right toe within 2 weeks. He had an CABG
operation and EVAR procedure for abdominal aortic aneurysm before. After doppler ultrasound
examination we performed diagnostic angiography and found a long course aneurysm which was
extending from middle-third of the femoral artery to distal part popliteal artery, also there was
another aneurysm in contralateral hip. The endovascular management was chosen for the first
approach (Figure 1-6). We placed multiple nitinol-polytetrafluoroethylene self-expanding stent-
grafts after final post-dilatation the final result was satisfactory.

Conclusions: Our experience indicates that most of the uncomplicated peripheral arterial aneu-
rysms should be managed with endovascular approach.

Sekil 1. Anevrizma. Sekil 2. Popliteala uzanan kisim.
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Sekil 3. Contralateral femoral arterdeki anevrizma. Sekil 4. Greft stentleme.

Sekil 5. Greft stentleme 2. Sekil 6. Stentleme 3.
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Endovascular treatment of popliteal artery aneurysms with
Viabahn graft stent and late thrombosis

Seving Aktiirk, Hiiseyin Goksiiliik, Nil Ozyijncij, Tiirkan Seda Tan Kiirklii,
Ebru Sahin, Yusuf Atmaca, Cetin Erol

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Popliteal artery aneurysms are 85% of all peripheral aneurysms.When popliteal artery diameter is
more than 50% of normal vessel diameter, it is defined as popliteal artery aneurysm.These aneu-
rysms are classified as fusiform or saccular.Symptomatic popliteal aneurysms should be treated
due to thrombosis and amputation risk.Asymptomatic aneurysms has an indication for treatment
(elective surgery, endovascular) when the diameter greater than 2 cm to prevent complications(e.g.,
limb-threatening ischemia). We report a 61 year-old male patient with a history of hypertension,
diabetes mellitus, hyperlipidemia and asthma. He presented with a leg pain on the right side, for
two weeks. In 2005, coronary angiography showed normal coronary anatomy.Physical examination
revealed a pulseless dorsalis pedis artery. Doppler ultrosonography revealed a 2x2 cm sacculer
dilatation in the right popliteal artery. Peripheral angiography was performed through left femoral
access. The right lower extremity arteries were imaged via the long sheath. A popliteal aneurysm in
the right popliteal artery was detected. We crossed the aneurysm with 0,014 inch guide wire (Sparta-
core 300 cm). There was a side branch at the end of poplitael aneurysm and we implanted a 8x10 cm
greft stent (Viabahn) from the proximal of this side branch. Because of the minimally leakage into
the aneurysm from the distal end of the stent, we dilated distal part of the stent with balloon catheter.
Finally, there was no leakage. Two months later, he admitted to the our clinic with severe leg pain.
Doppler ultrosonography revealed that right superficial femoral artery was totaly occluded at the
proximal of the stent. Peripheral angiography showed thrombotic occlusion at the proximal of the
graft stent. Mechanical thrombectomy was performed with a 90 cm Angiojet trombectomy catheter.
Two thrombotic lesions, one (80%) at the proximal and the other (99%) at the distal of the previous
stent, were detected. A self expanding stent (7.0x80 mm, Supera, Abbott Vascular) was deployed
into the graft stent. Postdilatation was performed with a good angiographic result. Patient was dis-
charged without complication. The etiology of aneurysms is unknown.Studies shows that genetic
defects and inflammatory processes may be responsible for occurance. Modifiable risk factors for
aneurysms are smoking, atherosclerosis, connective tissue disorders. Nonmodifiable risk factors
are advanced age, male gender and family history of an aneurysmal disease. But in our patient we
couldnt find any etiologic factor. Recently endovascular popliteal artery aneurysm repair(EPAR) is
used more often than open surgical repair (OPAR). Advantages of EPAR are lower wound compli-
cation rate and shorter length of hospital stay. But there are some disadvantages like lower primer
patency due to thrombosis compared to OPAR. In our patient we planned to check the patient more
often and longer (one year instead of one month) dual antiplatelet theraphy.

Figure 1. A popliteal aneurysm in the right
popliteal artery.

Figure 2. A 8x10 cm greft stent (Vi-
abahn).
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Figure 3. The minimally leakage into the aneurysm from the distal end of the stent, we dilated distal part

of the stent with balloon catheter.

Figure 4. Thrombotic occlusion at the proximal of the
graft stent.

Figure 5. Mechanical thrombectomy with
Angiojet trombectomi catheter.

Figure 6. Two thrombotic le-
sions, one (80%) at the proximal
and the other (99%) at the distal
of the previous stent.

Figure 7. A self expanding stent (7.0x80 mm, Supera, Abbott Vascu-
lar) and postdilatation.

0S-39

Endovascular treatment for lower limb malperfusion in acute type B
aortic dissection

Omer Celik, Begiim Uygur, Mehmet Ertiirk
Department of Cardiology, Istanbul Mehmet Akif Ersoy Training and Research Hospital, Istanbul

Introduction: Acute aortic dissection is a life-threatening clinical situation which can cause organ
ischemia.Lower limb malperfusion (LLM) syndrome occurs in up to 40% of complicated type B
aortic dissections(TBAD)associated with higher 30-day mortality.We report a case of percutaneous
endovascular stenting in a 45 year old male patient who had LLM due to acute Stanford type-B
dissection.

Case: A 45 year-old male patient was admitted to our hospital with numbness of right leg.On
admission, the blood pressure was 185/110 mmHg and ECG was normal sinus rhytm with 85 bpm.
Physical examination was normal except right femoral artery pulse couldn’t be palpated.With the
prediagnose of aortic dissection or acute arterial emboli, the chest X-Ray was obtained. It revealed
enlarged aortic arch which improved the possibility of aortic dissection (Figure 1). Then CT an-
giography was performed and it showed acute aortic dissection starting from the left subclavian
artery ostium and extending to the right common iliac artery which was totally occluded (Figure
2). The celiac, the superior and the inferior mesenteric and the left renal arteries were supplied
from the true lumen, the right renal artery was supplied from the false lumen. It appeared that the
true lumen was compressed by further expansion of the patent false lumen resulting with right
common iliac artery occlusion.Diagnosis of Stanford type-B dissection with LLM was made and
the heart team consulted the patient.Hybrid theraphy was decided.First, cardiovascular surgeons
made brachiocephalic artery - left common carotid artery bypass and brachiocephalic artery - left
subclavian bypass to supply blood to the left carotid artery and the left subclavian artery after their
ostiums were covered by stent.Then we implanted a 38x38x207 mm greft stent starting from the
end of brachiocephalic artery via the left common femoral artery.After the procedure, blood flow
to the lower limb was achived and ischemia sypmtoms disappeared.Follow-up CT demonstrated
appropriate location of the stent and achieved blood supply to the right lower limb (Figure 3). The
patient was discharged without any complications.

Discussion: Lower limb malperfusion (LLM) is defined as abnormal pulse upon examination in
conjunction with leg pain, pallor, paresthesia or paralysis. The primary goal of treatment is to
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restore perfusion of the lower limbs immediately. Open surgical approach or less invasive endo-
vascular approach can be alternatives.In our case we preferred endovascular approach but due
to the location of the dissection, hybrid approach was planned to supply blood to the left carotid
artery and the left subclavian artery after their ostiums were covered by stent. On the follow ups
our patient was symptom free and no complication occured.

Conclusion: Clinical suspicion is the first step for diagnosis of LLM in TBAD. Less invasive
endovascular approach and in some cases hybrid therapies should always be kept in mind.

Figure 1. Chest X-Ray. Yellow arrow indicates en-
larged aortic arch.

Figure 3. Postoperative three-dimensional CT
Angiography which demonstrates appropriate lo-
cation of the stent and achieved blood supply to
the right lower limb.

Figure 2. Preoperative three-dimensional CT
Angiography which shows the exact location of
dissection and the totally occluded right common
iliac artery.
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Antegrad PTA sirasinda gelisen siiperfisiyal femoral arter riiptiirii
ve erken basarili retrograd revaskiilarizasyon islemi

Nazli Turan, Hiiseyin Goksiiliik, Nil (")zyiincii, Hiiseyin Nazman, Yusuf Atmaca, Cetin Erol
Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Antegrad subintimal anjioplasti teknigi ile superfisial femoral arterin kronik total okliizyo-
nuna miidahale giderek popiilerlik kazanmaktadir.Antegrad yolla basarili revaskiilarizasyon sagla-
namayan vakalarda retrograd popliteal yaklagim denenmektedir.

Olgu: Elli yedi yas erkek hasta klinigimize son 2 aydir artan kladikasyo sikayeti ile bagvurdu.
Yapilan diagnostik anjiografi ile sol SFA ¢ikistan hemen sonra tam tikali izlendi. Semptomatik
olan hastada total SFA lezyonuna miidahale karari alindi. Sag femoral artere ponksiyon yapildi,
crossover sol femoral artere gegildi. Hastaya 6F uzun sheet yerlestirildi. Antegrad 0,35 radiofocus
telle lezyon gegilmeye galisildi fakat distal liimene tel ilerletilemedi. Islem sirasinda hastada siiper-
ficial femoral arterde riiptiir ve ekstravazasyon izlendi, islem sonlandirildi. Takipte hastanin riiptiir
bolgesinde sislik, agri yakinmasi ortaya ¢ikti. Hastaya sik1 elastik bandaj uygulandi, elevasyon ve
soguk uygulama yapildt. Iki giin sonra sislikleri kaybolan, yapilan USG de hematom goriilmeyen
hasta, popliteal yaklagimla revaskiilarizasyon plani ile anjiografi laboratuarina tekrar alindi. Sol
a.poplitealise retrograd ponksiyon yapildi ve 4f sheet yerlestirildi. Ayn1 zamanda sag femoral artere
ponksiyon yapildi ve uzun sheat ile crossover yapilarak sol femoral artere gegildi. Popliteal sheat-
den retrograd olarak 0.35 tel ile tam tikal1 olan bslge NAVICROSS mikrokatater destegi ile gegildi
ve ardindan 5x120 mm ADMIRAL balonla PTA yapildi.Antegrad olarak akim saglandiktan sonra
0.014*300 cm tel distale ilerletildi. Proksimaldeki lezyona 7#80 mm self expandable (SUPERA)
stent distale ise proksimaldeki stentle overlap yapacak sekilde 6%100 mm selfexpandable (SUPE-
RA) stent yerlestirildi. Ardindan stent i¢ine 6120 mm ADMIRAL balonla postdilatasyon yapila-
rak iglem sonlandirildi. Hastanin takipte semptomlar1 kayboldu. TARTISMA:Subintimal antegrad
anjioplasti SFA’daki CTO’lar i¢in vazgecilmez bir revaskiilarizasyon teknigi olmasina ragmen
bazen subintimal alandan gergek liimene gecilememesi, riiptiir olmasi kisithliklarinin baginda gel-
mektedir. Antegrad yolla gercek liimene gegilemeyen vakalarda retrograd yaklagim ikinci bir alter-
natif olmustur. Bizim vakamizda da antegrad yolla kronik total SFA lezyonuna ilk olarak antegrad
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yaklagim denendi fakat gercek liimene tel ilerletilemedi,riiptiir gergeklesti. Ekstravazasyon gelis-
mesi lizerine iglem sonlandirildi. Takipte hastaya 2. seansta retrograd transpopliteal yolla ponksi-
yon yapild ve basarih revaskiilarizasyon saglandi. Popliteal girisim komplikasyona daha agik bir
girisim yolu olmasina ragmen daha kiigiik kihif kullanmak (vakamizdaki gibi 4F), antegrad film
alindiktan sonra ponksiyon yapmak ve islemden hemen sonra kilifi gekmek ile komplikasyon orani
azaltilabilir. Bu vaka miidahale sirasinda ekstravazasyon gelisen olgularda, hematom gelismeyen
kompartman sendromu olmayan durumlarda riiptiir alan1 kontrol edildikten sonra erken dénemde
bagarili revaskiilarizasyonun yapilabilecigini ortaya koymasi agisindan 6nem arzetmektedir.

Sekil 1. Diagnostik anjio (kronik total
SFA lezyonu).

I
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Sekil 3. Popliteal arter goriintiisii. Sekil 4. Retrograd tel liimende ve retrograd arter goriintiisii.

Sekil 2. Gergek liimene tel ilerletilemedigi ve ekstravazasyon
goriintiisi.

Sekil 5. Retrograd PTA goriintiisii.

Sekil 6. Proksimal ve distaldeki stent goriintiisii (video goriintii-
leri mevcuttur, sisteme yiiklenememistir).
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Congestive heart failure caused by aortocaval fistula
after nephrectomy

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

A 64 year old female patient was admitted to our clinic with exacerbation of dyspnea. She had
expirienced exertional intolerance for 4 years and during the last month it was aggraviated with
peripheral edema and abdominal distention. Her past medical history included right nephrectomy
due to renal calculi 33 years ago, hypothyroidism, paroxysmal atrial fibrillation. On admission her
blood pressure was 110/80 mmhg. Eletrocardiography showed a sinus rhythm with a heart rate
of 65 bpm. Physical examination revealed signs of right heart failure including jugular disten-
tion, hepatomegaly, ascites and peripheral edema with bilateral fine rales. A continous murmur
was heard on the right paraumbilical region. Abdominal doppler ultrasonography showed a high
velocity communication between the right renal artery and the inferior vena cava. Transthorasic
echocardiography demonstrated a moderate right heart chamber dilatation with moderete mitral
and tricuspid regurgitation with a sistolic pulmonary artery pressure of 45 mmHg. Left ventricle
systolic and diastolic functions were preserved. A contrast enhanced arterial phase computed to-
mography showed a dilated (11 mm) right renal artery draining with a fistulous formation into the
inferior vena cava. After stabilization of heart failure signs and symptoms with diuretic therapy a
peripheral angiograpghy was performed. Renal arteriovenous fistula was confirmed by selective
angiography showing a dilated right renal artery draining in an irregular fashion and as a result
overdilating the inferior vena cava. Laboratory tests were unremarkable except for increased brain
natriuretic peptide value of 7251 pg/ml. According to the anatomical structure of the right renal
artery we decided to percutaneously close this arteriovenous fistula by using the Amplatzer vas-
cular plug II. Amplatzer vascular plug II with 12 mm diameter was delivered percutaneously via
transfemoral approach and successfully implanted into the proximal region of the right renal artery.
Selective right renal artery angiography showed occlusion of the flow through the renal artery
and inferior vena cava. This was confirmed by abdominal artery doppler ultrasound. Intravenous
hydration was began post procedure to prevent renal injury by sudden cardiac output drop. Heart
failure signs and symptoms were dramatically resolved and the patient was healthily discharged.

19



Girigimsel kardiyoloji | Karotis ve periferik vaskiiler

Girigimsel kardiyoloji | Karotis ve periferik vaskiiler

Figure 1. Amplatzer vas-
cular plug deployment. De-
ployment of Amplatzer vas-
culart plug II through a right
I guided 6 F. Judkins catheter.

Figure 3. Lung X-Ray. Cardiomegaly with
bilateral plevral effusion.

Figure 2. Computed tomography. 3 dimension recon-
struciton of the right renal arteriovenous fisuta draining
into the overdilated inferior vena cava.

Figure 4. Occlusion of the right renal arterio-
venous fistula. Successful deployment of the
Amplatzer vascular plug IT and oclusison of
the right renal arteriovenous fistula.

Figure 5. Peripheral angiography of the right renal ar-
tery. Right renal arteriovenous fistula draining into the
overdilated inferior vena cava.

Figure 6. Transthorasic echocardiogra-
phy. Biatrial dilatation with moderate mi-
tral and trcuspid regurgitation.
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iliak ve renal transplant arterdeki tikanikhigimn perkiitan yontemle
tedavi edilmesi: Olgu sunumu

Berkay Ekici, Aycan Fahri Erkan, Ozge Kurmus, Turgay Aslan, Celal Kervancioglu
Ufuk Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Giris: Iliak ve renal arter stenozlarinin endovaskiiler tedavisinde genel olarak perkiitan translii-
minal anjioplasti (PTA) yontemi uygulanir. Bu olgu sunumunda ii¢ ay dnce sag iliak artere renal
transplant yapilmis, 34 yasinda hastanm iliak ve renal transplant arterinde ki lezyolara perkiitan
yolla yapilan anjiyoplasti iglemleri sunuldu.

Olgu: Sag iliak artere kadavra donorden renal transplant yapilan hasta idrar ¢ikiglarinin azalmasi,
tansiyon kontroliiniin saglanamamasi ve genel durum bozuklugu nedeniyle yapilan Doppler ultra-
sonografide anastomoz hattinda ciddi restenoz tespit edildi. Hastaya perkiitan yolla renal transplant
artere girigim karari alindi. Sag femoral artere Seldinger metodu ile yapilan ponksiyonda artere
girildi, ancak tel rahat bir sekilde ilerletilemedi. Seldinger ignesi i¢inden yapilan anjiyogramda sag
iliak arterin total tikali oldugu izlendi. Sol femoral artere gecildi. Yapilan anjiogramda sag eksternal
iliak artere yapilan renal anastomoz hattinda %90 darlik, sonrasinda da iliak arterin tam tikali ol-
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dugu goriildii. Kontralateral yolla yapilan girigimin basarili olamamasi nedeniyle ipsilateral olarak
sag femoral artere tam tikanikliga degmeyecek sekilde kismi olarak 6F sheath yerlestirildi. Perife-
rik hidrofilik guide wire ile lezyondan direkt ge¢ilemedi, mikrokateter destekle lezyondan gegildi.
Guide wire iizerinden 5.0x40x135 mm balon ile PTA yapildi. PTA sonrasinda aort ve femoral arter
arasi akim saglandi ve eksternal iliak artere anastomoz edilen renal arterde akut tromboz gelistigi ve
tam tikanik oldugu izlendi. Transplant renal arter giidiigiinden 0.014” kilavuz tel gegildi, sonrasinda
3.0x11 mm balon ile predilate edildi. Rezidii %80 darlikla beraber distal akim saglandi. Ardindan
4.0x12x135 renal stent 14 atm.’de lezyona yerlestirildi. islem sonrasinda stentin distale migrasyon
gosterdigi izlendi. Bu sebeple renal arter dallarindan birine stabilize edildi. Sonrasinda 6.0x12x135
renal stent 14 atm.’de implante edildi ve renal arterde agilma saglandi, ardindan 6.0x15x135 PTA
balonu ile postdilatasyon yapilarak tam aciklik saglandi. Eksternal iliak arterdeki rezidii %90, %80
ve %90 ardigik diffiiz lezyonlar 90x59x135 periferik stent ile tam agildi. islem komplikasyonsuz
tamamlandi. Hastanin 3. Ay kontrollerinde idrar ¢ikislari ve tansiyon degerleri normal ve kreatinin
diigerlerinde bazale gore anlamli diisme gozlendi (10.6702.52 mg/dL).

Tartisma: iliak ve renal arter okluziv hastaliklarimin yonetiminde, endovaskiiler stent yerlestil-
mesi oldukga degerlidir. Bu olguda daha 6nce bilinmeyen iliak arter total okliizyonundan gegilip,
islem sirasinda total okliide olan renal transplant arterine ¢ok kisa siirede perkiitan yolla miidehale
edilmesi nemlidir. Hastanin yaginin geng olmasi ve uzun siire sonra elde edilen kadavra renal
transplantin korunmasi ve es zamanli sag iliak arter total ikanikliginin agilmas ile hastanin genel
saglik durumunun perkiitan yolla korunmas: bu tiir vakalarda perkiitan girisimlerin 6nemini akla
getirmektedir.

[ x
Sekil 1. Transplant renal arter ve ipsilateral iliak arter tikanikligima PTA iglemi.

Girigimsel kardiyoloji | Koroner

0S-43

Koroner anjiografinin yeni tammlanan bir komplikasyonu
Haydar Basar Cengiz, Tolga Han Efe, Engin Algiil, Sadik A¢ikel, Murat Tulmag
Ankara SB Diskapi Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Giris: Koroner anjiyografi iskemik kalp hastalig1 tanisinda altin standarttir. Fakat risksiz bir iglem
olmayip az bir vakada hayat: tehdit eden, 6liim, miyokard infarktiisii, serebrovaskiiler olaylar ve
vaskiiler hasar gelisebilmektedir. Bu vakamizda koroner anjiografinin nadir bir komplikasyonu
olan pleksopati tartigilmustir.

Olgu sunumu: Kirk yas erkek, DM ve sigara risk faktorii olan hasta akut anterior mi tanisi ile
primer perkiitan girigsime alindi. Femoral arter kaniilasyonu yoluyla yapilan koroner anjiografi sira-
sinda LAD artere bagarili primer perkiitan girigim yapildi. Islem sirasinda 75 dakika boyunca elleri
baginin arkasinda duran hastanin islem sonrasinda sol iist ekstremite de gii¢ kayb1, ekstansiyon
zorlugu ve sol el 4. ve 5. parmaklarda uyusma gelisti (Sekil 1,2). Beyin BT de kanama goriilmedi.
Kranyal MR da patolojik bulgu saptanmadi. EMG tetkikinde sol brakial pleksus alt trunkus inner-
vasyonlu kaslarda hafif diizeyde nérojen tutulum izlendi. On planda demiyelinizan hasar diisiiniil-
dii. Sol unlar motor sinir yaniti sol tarafta sag tarafa gore hafif diisiik amplitiitlii olarak elde edildi.
islem 6ncesinde herhangi bir yakinmasi olmayan hastanin mevcut sikayeti koroner anjiografinin
bir pozisyonel komplikasyonu olarak tanimlandi. Hastanin semptomlar1 iglem sonrasi 45 giin ice-
risinde tamamen geriledi (Sekil 3).

Sonug: Koroner anjiyografi iskemik kalp hastaligi tanisinda altin standarttir. Bu olgumuzda 75
dakika boyunca hastamizin koroner angiografi sirasinda olgusu tartigilmigtir. Hastanuzin mevcut
sikayeti koroner anjiografi sonrasinda meydana gelmis olup, sonrasinda 45 giine kadar devam
etmistir. Sonrasinda kendiliginden diizelmistir. Mevcut durum tarafimizca koroner anjiografinin
daha 6nce tanimlanmamus bir komplikasyonu olarak atfedilmistir. Hastanin iglem sonrasi ve islem-
den 45 giin sonraki resimleri agagida paylagimistir.

Tartisma: Bilindigi iizere koroner anjiografi risksiz bir islem olmayip az bir vakada hayat: teh-
dit eden, 6liim, miyokard infarktiisii, serebrovaskiiler olaylar ve vaskiiler hasar gelisebilmektedir.
Ancak femoral girisim yoluyla yapilan koroner anjiografide ellerinin bagmnin arkasinda kalmasi
sonucu gerilime bagli olarak gelisen brakyal pleksus alt trunkusunda meydana gelen noropraksi
literatiirde bildigimize gore ilktir. Bu olguda bu durum iizerinde durulmus olup ulnar sinir nérop-
raksisinin basi ya da gerilme sonras1 meydana gelebilecek akut gecici myelin kaybr ile meydana
geldigi diisiiniildii.
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Sekil 1. Koroner anjiografi
sonrasi sol iist ekstremite de
gii¢ kaybr, ekstansiyon zorlugu
ve sol el 4. ve 5. parmaklarda
uyusma sikayetleri mevcut.

Sekil 2. Koroner anjiografi son-
rast sol iist ekstremite de gii¢
kaybu, ekstansiyon zorlugu ve sol
el 4. ve 5. parmaklarda uyusma
sikayetleri mevcut.

Sekil 3. Koroner anjiografi son-
rasi 45. giinde hastanin sikayet-
lerinin tama yakiminin geriledigi
goriildii.
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Circumfleks arterden superior vena cavaya dev arteriovenoz
fistiil olgusu

Onur Akhan', Mustafa Dogdus', Elif ilkay Yiice', Hamide Muhtarzade', Azem Akilli', Celal Cinar?

'Ege Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir
2Ege Universitesi Tip Fakiiltesi, Radyoloji Anabilim Dali, Izmir

Koroner arterlerin konjenital arteriovenoz veya arterioarterial fistiilleri herhangi bir koroner arter
ile kalbin dort boslugu, koroner siniis, superior veya cava, pulmoner arter veya pulmoner ven
arasinda kapiller sistemi olmayan direkt baglantilar olarak tanimlanur. Insidanst 1:50000 canli do-
gum olarak tamimlanir. Circumflex arterden SVC’ya fistiil ¢ok nadir olarak goriilmekle birlikte
ilk kez 1966 yilinda raporlanmis olup konjenital veya kazanilmig olabilir. Tam1 genellikle renkli
dopler eko ve koroner arter bt anjiografi ile koyulmaktadir. Elli dokuz yasinda bilinen DM, HT,
HL ve sigara kullanim Oykiileri olan hasta son 3 ayda olan 2 kez bayilma sikayeti ile kardiyoloji
bagvurusu sonrasi yapilan Holter EKG tetkikinde temel ritm normal siniis ritmi olmakla birlikte
seyrek atriyal erken vuru saptandi. Transtorasik ekokardiyografi ve karotis-vertebral dopler usg’de
ise senkopu agiklayacak anlamli patoloji saptanmadi. ileri radyolojik goriintiileme amagli yapilan
koroner bt anjiografisinde sol ana koroner arter normalden genis olarak izlenmis olup, sol sir-
kumfleks arter proksimal kesimi ile siiperior vena cava arasinda en genis yerinde genisligi 13 mm
Olciilen fistiile ait tiibiiler olusum izlendi. Tanimlanan bu lezyonun aortay ile sol atrium arasinda
seyir gostererek siiperior vena cavaya dkiilmekte oldugu gozlendi. izlemde girigimsel radyoloji
ile birlikte degerlendirilen hastada fistiiliin yiiksek debili olmasi nedeniyle double mikrokateter
ile fistiiloz komponente girisim yapilarak embolizasyonu engellemek amaciyla multipl detachable
koiller ile embolizasyon, sonrasinda pushable 0.018 inch koiller ile embolizasyon yapildi. Kontrol
anjiografilerde Cx distalinden 2 farkli noktadan fistiil baglantilari olmasi nedeniyle ayni seansta
ayri ayr1 olmak iizere ¢ift markerli mikrokateter ile girilerek detachable koiller ile embolize edildi
ve sonrasinda fistiiliin total olarak okliize oldugu goriildii. Izlemde ek sikintis1 olmayan hastanin
kontrol koroner BT anjiografisinde Cx ve SVC arasindaki genis fistiiléz olusumun koil girigimi
sonrast kapandigi fakat SVC tarafinda rezidii bir fistiiloz yapimin devam ettigi gézlendi. Bunun
iizerine hasta ikili antiagregan tedavi ile taburcu edildi. Sonrasinda yapilan kontrollerde bu fistiiliin
baglantisinin yogun koil artefaktina bagh olarak gosterilemedigi belirtilmesi nedeniyle hastaya
perkiitan koroner anijografi yapildi. Koroner anjiografide dev cx arterden vena cava siiperior ag1-
Iimli koroner av fistiil saptandi. Embolizasyon sonrasi kontrolde halen akim oldugu izlendi. Has-
tanin klopidogrel tedavisi embolizasyonu engelledigi diisiiniilerek kesildi. izlemde asetilsalilik asit
tedavisi ile taburculugu yapilan hastaya ileri dsnemde yapilabilecek olan olasi girisimler ve takip
amagh poliklinik kontrolleri planlandi. Koroner arter fistiil tanili olgular genellikle asemptomatik
olup efor dispnesi, ¢arpinti, gogiis agrisi veya senkop ile basvurabilirler. Semptomatik ve fistiil
boyutunun yiiksek oldugu durumlarda perkiitan veya cerrahi girigim diigiiniilmelidir.

Sekil 1. Cx - SVC arasindaki Dev Fistiil. Koroner
anjiografi goriintiisiinde circumflex arter ile siipe-
rior vena cava arasindaki dev fistiil gosterilmistir.

Sekil 2. Fistiil Embolizasyonu. Koroner anjiografi
goriintiisiinde cx ile sve arasindaki dev fistiiliin em-
bolizasyon sonrasi1 durumu gosterilmistir.
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Sekil 3. Fistiil embolizasyonu sonrasi rezidii gériintim.
Koroner anjiografi goriintiisiinde daha 6nce embolize
edilmis olan fistiildeki rezidii akim gosterilmektedir.
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Trombiis aspirasyonuna sekonder gelisen bir komplikasyon:
Yaygin sol sistem trombiisii ve basarili yonetimi

Mert Koray Ozcan, Ali Orgun Siirmeli, Ozcan Orsgelik, Bugra Ozkan, Ismail Tiirkay Ozcan,
Ahmet Celik, Mehmet Necdet Akkus

Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

Acil servise gogiis agrisi ile bagvuran 49 yaginda erkek hasta bagvuru sonrasinda ventrikiiler fibri-
lasyon (VF) gelismesi iizerine defibrilasyon uygulanip entiibe edildi. Bakilan elektrokardiyografi-
de 80 dk/siniis ritmi izlenene hastanin D1-aVL derivasyonlarinda 1 mm’den fazla ST elevasyonu
goriilmesi tizerine hasta yiiksek lateral MI tamisi konularak primer perkiitan koroner girisim(PKG)
i¢in koroner anjiografi (KAG) laboratuvarima alindi. Islem oncesi 10000 IU heparin yapild:. Has-
taya yapilan koroner anjiografide sol sirkiimfleks (Cx) ve sag koroner arter (RCA) normal, sol
6n inen koroner arter (LAD) S1 dali sonrasi total tikali olarak izlendi (Sekil 1). LAD’ye primer
perkiitan koroner girigim karar1 alindi. LAD’de ki lezyon floppy tel ile gegildikten sonra 2x10 mm
balon ile predilate edildi. Sonrasinda LAD’de yogun trombiis gdzlenmesi sebebiyle trombiis aspi-
rasyonu uygulandi (Sekil 2 ve Sekil 7). Trombiis aspirasyonu iglemi sonrasinda ilk goriintiilemede
sol ana koroner arter (LMCA), LAD, Cx proksimalinde yogun trombiis oldugu goriildii (Sekil 3).
Trombiisiin, trombiis aspirasyon kataterinin guiding katater igerisinde yarattig1 staza bagl olusan
trombiise ek olarak LAD’den ¢ekilen trombiisiin guiding katater igerisinde kalmasina baglh ilk
kontrast enjeksiyonu ile birlikte sol koroner siteme gectigi diisiiniildii. Bunun iizerine intrakoroner
aggrestat ve 5000 IU daha heparin uygulandi. Hasta ventrikiiler fibrilasyona girdi ve 2 kez kardi-
yoversiyon uygulandi. Kardiyoversiyon sonrasi asistol gelisen hastaya 10 dakika kardiyopulmo-
ner resusitasyon yapildi. Normal siniis ritmi saglanmas: iizerine kontrol goriintii alindi. LMCA ve
CX’deki trombiisiin geriledigi gozlendi ($ekil 4). LAD proximalindeki trombiis ve lezyon bolgesi-
ni de kapsayacak sekilde 3x21 mm ilag kapl stent implante edildi. TIMI-3 akim sagland (Sekil 5).
LAD distali bolgede trombiis migrasyonu oldugu goriildii (Sekil 5) ancak TIMI-3 akim saglandig1
icin yogun antiaggregan tedavi sonrast kontrol KAG planlandi. Koroner yogun bakim tinitesinde
takibe alman hastada malign aritmi izlenmedi. Yapilan ekokardiyografide ejeksiyon fraksiyonu
%60 olup duvar hareket kusuru ve 6nemli kapak patolojisi izlenmedi. Hasta islemden 36 saat sonra
hemodinamisinin stabil olmast iizerine extiibe edildi. 48. saatinde yapilan kontrol KAG’de koroner
arterlerde herhangi bir trombiis izlenmedi (Sekil 6).

Sekil 1. [lk alinan koroner anjiografi goriintiisii
ve LAD’de trombiis goriintiisii.

Sekil 2. Trombiis aspi
isleminin yapilmasi.

on kateteri ile aspirasyon
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Sekil 4. Intrakoroner aggrestat ve heparin ve-
rilmesi ile birlikte kardiyopulmoner resisiitas-
yon sonrast ilk goriintii.

Sekil 3. Aspirasyon sonrasinda sol koroner sistemde
yogun trombiis goriiniimii.
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Sekil 5. LAD’ye yapilan perkiitan koroner girisim
sonrasi TIMI-3 akimin saglanmasi.

Sekil 6. Primer perkiitan koroner girisimden 48
saat sonra yapilan kontrol koroner anjiyografi.

Sekil 6. Koroner sistemden c¢ikari-
lan trombiis.
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Koroner arterde embolize olan stentin ¢ikartilmasinda alternatif
metod: Cift tel burgu

Erol Giirsoy', Mustafa Candemir', inan Mutlu', Mustafa Kokli?, Murat Celik?,
Uygar Cagdas Yiiksel®

'Yozgat Devlet Hastanesi, Kardiyoloji Klinigi, Yozgat
2Giilhane Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Perkiitan intravaskiiler girisimsel islemler sirasinda kargimiza ¢ikabilecek en 6nemli komp-
likasyonlardan biri de kullanilan cihazlarin veya bunlarin pargalarinin embolizasyonudur.Ozellikle
koroner arter iginde stentin balondan siyrilmasi, mevcut senaryolar iginde ani karar verilmesini
gerektiren ve degisik cihaz ve yontemlerin kullanildig1 durumlardir. Bu olguda, sol 6n inen arter
agzindaki stente takilarak balondan siyrilan ve ana koronere uzanan stentin farkli bir yol olarak ¢ift
tel kullanilarak ¢ikariimasi anlatilmigtir.

Olgu: Yetmis ii¢ yas erkek hasta akut 6n duvar MI nedeni ile nedeni ile acil koroner anjiografiye
alind1. Sag femoral artere 6 Fr kilif yerlestirilerek JR4 tanisal ve JL4 kilavuz Kataterler ile iglem
gergeklestirildi.LAD osteal tam tikali trombiislii lezyon izlenmesi iizerine girisim karari verildi.
Lezyon 0.014 Asahi tel ile gegilerek 2.0x15 balon ile 6n dilatasyon yapildi. Uzun segment lezyon
izlenmesi tizerine LAD agzina tam oturacak sekilde 2.75x24 DES (Biomime) yerlestirildi. Lezyo-
nun kagirmasi nedeni ile stentin hemen oncesinde %50 darlik kalmasi iizerine LAD agzina 2.75x9
mm BMS (Alvimedica-Ephesus) yerlestirilmek istendi. Fakat stent LAD agzinda diger stente hi¢
zorlama olmadan takilarak styrilmigtir. Stente takilan stentin balon geri alindiktan sonra LMCA’ya
agilmamig bir sekilde uzandigi gozlendi. AKS nin olusturdugu trombolik ve enflamatuvar siireg
nedeni ile hizli karar verilmesi gereken anda snare bulunmamasi sonucunda farkli bir teknik ihti-
yact dogmustur. Ikinci bir tel stentin digindan LAD distaline yollandi. Distal yatakta ilk tel daha
distalde kalacak ikinci tel ilk telin izerine dogru tel ayn1 yonde birkag tur tork ettirilerek diger tele
dolandig1 izlendi. iki tel eg zamanh olarak kilavuz katatere dogru gekilmistir. Stent zorlanmadan
styrildigi ve diger stente ¢ok siki bagli olmadigi igin diger stentten ayrilabilmistir. Fakat stent IMA
embolize oldu. Iki tel katater igerisine cekildigi igin stent icerisinde tel kalmadi.Karar vermek igin
goriintiileme yapildi. Stent trombozu izlenmemesi tizerine hastaya tekrar tel gonderildi. Tel acil-
mamuis stentin icerisinden gegirilerek intermediate distaline gonderildi.Yine ayn: metodla ikinci tel
stent digindan gegirilerek distal yatakta ikinci tel ilk telin iizerine tork ettirildi. Stent kilavuz katater
agzina kadar goriintii esliginde ¢ekildi. Kilavuz katater agzinda tellerin agilmasi sonrasi stentin
distal embolizasyon tekrar izlendi. Intermediate artere ikinci kez embolize olan stent ayni metodla
tekrar bu kez diseksiyonda gdze alinarak daha c¢ok tork verilerek ve diigiim kuvvetlendirilerek
tekrarland: ve goriintii esliginde stent kilavuz kataterin icerisine basarili bir sekilde alind1.
Tartisma: Alternatif olarak kullamlabicek cift tel ile siyrilan stentin alinmasi bagaril bir sekilde
uygulanmugtir. Teknik imkanlarin yeterli olmadigi durumlarda bagarili bir sekilde uygulanabilecek
alternatif bir metod oldugunun géz oniinde bulundurulmasi gerektigine inanmaktay1z.

Sekil 1. 2. stentin siyriimasi.

Sekil 2. Cift tel ile ostealdeki
Imca’ya uzunan agilmamis sten-
tin kurtarilmasi.

Sekil 3. Cikarilan stent.
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Sekil 4. IMA’ya agilmans stentin embolizasyonu. Sekil 5. Lad lezyonu.

Sekil 6. Stentin osteal pozisyonu. Sekil 7. Stentin tekrar IMA’ya embolize olusu.

Sekil 8. Stentinkatater ucuna kadar cekilmesi. Sekil 9. Tekrar it tel burgu ile stentin alinmasi.

Sekil 10. Total tikali lad.
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A rare cause of acute myocardial infarction; Giant sapheneous vein
pseudoaneurysm and its percutaneous treatment with vascular
occluder device

Elton Soydan, Celal Cinar, Oguz Yavuzgil, Cemil Giirgiin
Department of Cardiology, Ege University Faculty of Medicine, Izmir

We represent a 75 year old male patient that was admitted to our clinic with ongoing chest pain
for one hour. His medical history included a coronary bypass graft operation and abdominal aortic
aneurysm operation with one month interval in 2002. He had had almoust 4 serebrovascular at-
tacks, had hypertension and hyperlipidemia. On admission there was a ST segment elevation in the
V1 and the right side precordial leads that after a few minutes chest pain and ST segment eleva-
tion resolved. Antiischemic therapy was administered. Echocardiography showed a hypoechogenic
mass with no vascularity and 6.7x5.2 cm dimensions compressing the right ventricle with flow
like communication between. Left ventricle ejection fraction was preserved. With suspicion of
right ventricle rupture a cardiac MR imaging was performed. Periventricular mass compressing the
right ventricle was detected but not sufficient for the diagnosis. Contrast enhanced arterial phase
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cardiac tomography revealed a giant pseudoaneurysm originating form the proximal region of the
right coronary saphenous vein graft (SVG) with 11.1x11.8 cm dimensions showing septal structure
with eccentric thrombus formation. Giant pseudoaneurysm was found to be compressing the right
ventricle, outflow tract and the right side of the pulmonary trunk. Cardiac angiography revealed a
right sapheneous vein greft irregular megadilation. Native coronary arteries were profoundly calci-
fied and occluded. The aorto-obtuse marginal sagheneous vein graft and the left internal mammary
artery anastomosing the left ascending coronary artery were patent. Due to giant and compressive
pseudoaneurysm the decission was made to exlude the sapheneous vein greft. Surgery and nonsur-
gery options were explored. As the patient was at very high risk for redo surgery a percutaneous
procedure with vascular ocluder device was decided. From a femoral arterial approach the right
coronary SVG was engaged with a right guiding 4-F. Judkins catheter. In order to access the ostium
of the aneurysm a normal length Terumo wire (0.038 inch) was engaged into the aneurysm cavity.
After stabilization of the catheter was confirmed the Ampatzer vascular plug IV with 8x13.5 mm
dimensions was delivered and uneventfully deployed at the neck of the pseudoaneurysm. After
a one week follow up there were no regression on the mass on transthorasic echocardiograpghy.
The patient was healthily discharged on dual antiplatelet therapy. After 2 months transthorasic
echocardiography showed a prominent decrease in dimensions of the pseudoaneurysm and this
was confirmed by cardiac tomography.

-

Figure 1. Angioagraphy of pseudoan-
eurysm after successful deployment of
Amplatzer vascular plug IV. Angiography
showing prominent decrease of blood
flow after successful deployment of Am-
platzer vascular plug IV (8x13.5 mm).

Figure 2. Basal transthorasic echocardiography. Transthora-
sic echocardiography showing a hypoechogenic mass com-
pressing the right ventricle.

Figure 3. Cardiac computed tomography
showing sapheneous vein pseudoaneurysm
with thrombotic septa in it.

Figure 4. Cardiac 3 dimension reconstruction computed
tomography.

Figure 5. Control computed to-
mography. Evident decrease in di-
mensions of the pseudoaneurysm
2 months after the percutaneous
procedure.

Figure 6. Control echocardiography. Prominent decrease in di-
mensions of pseudoaneurysm 2 months after the percutaneous
closure procedure.

Figure 7. Coronary angiography. Angiograghy of
right sapheneous vein graft giant pseudoaneurysm.

Figure 8. Coronary angiography. Angiography of
left internal mammarian artery anastomosing to left
anterior descending artery.
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Figure 9. Coronary angiography. Angiography
showing sapheneous vein graft anastomosing to
obtuse marginal artery.

Figure 10. P us closure with A

vascular plug IV. Deployment of Amplatzer vascu-
lar plug IV into the neck of giant pseudoaneurysm.
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Spontan koroner arter diseksiyonu ve sol ana koroner trombiisii
olan olgunun uzatilms glikoprotein IIB/IIIA reseptor blokeri ve
perkutan girisim ile tedavisi

Yasemin Turan Bozkaya, Kamil Tiiliice, Oktay Sen6z, Ozgﬁr Kus, Ozcan Vuran,

Nurullah Cetin, Ahmet Ersecgin, Ferhat Siyamend Yurdam, Zeynep Yapan Emren

Cigli Bolge Egitim Hastanise, Kardiyoloji Klinigi, Izmir

Spontan koroner arter diseksiyonu (SKAD), akut koroner sendromlarin (AKS) aterosklerotik
olmayan nadir bir nedenidir. Kardiyovaskiiler risk faktorii olmayan geng, siklikla kadin AKS
hastalarinda akla gelmelidir. Postpartum dénem, hormonal tedavi, bag doku hastaliklari, fimbo-
muskuler displazi (FMD) ve sempatomimetik ilag/madde kullanimu ile iliskili oldugu bildirilmig-
tir. SKAD’nin klinik belirtileri aterosklerotik AKS’lere benzerdir ancak patofizyoloji ve tedavisi
farklidir. Hastalik en sik sol 6n inen koroner arteri tutar. Komplike olmayan vakalar ¢ogunlukla
spontan iyilesir ve konservatif tedavi 6nerilir. Revaskiilarizasyon endikasyonlart medikal tedavi ile
agilmasi zor TIMI-0 akim, LMCA diseksiyonu, devam eden iskemi, tekrarlayan gogiis agrisi, he-
modinamik bozukluk ve devamli ventriikiiler aritmiler olmasidir. Klinigimize kardiyovaskuler risk
faktorii olmayan 26 yasinda, erkek hasta gogiis agrisi ile bagvurdu.Acil elektrokardiyografisinde
inferolateral ST yiikselmeli miyokard infarktiisii bulgulari saptanan hastaya acil koroner anjiog-
rafi (KAG) yapildi. Sol 6n inen koroner arter (LAD) proksimalinde spontan diseksiyon, TIMI-2
akim ve sol ana koroner arterde (LMCA) trombus saptandi (Sekil 1). Diseksiyonun LMCA’da
olmamasi, hemodimasinin stabil olmasi ve anginasinin gerilemesi nedeniyle oncelikle ikili antiag-
regan (DAPT), antikoagulan, glikoprotein IIB/IIIA tedavisi, gereginde cerrahi tedavi uygulanmast
planlandi. Antiagregan tedavinin 6.saatinde sag kasikta basarisiz girigim yerinde siddetli agr1 ve
hematom gelisti. {zlemde hemoglobinde anlamli azalma, ekilen tiim batin BT angiografi tetki-
kinde sag inferior epigastrik arterde (SIEA) aktif extravazasyon, rektus kast hematomu saptandi.
Antiagregan tedaviye ara verilerek endovaskiiler olarak SIEA tiiylii sarmallar ile embolize edildi.
Antiagregan tedavisine 8 saat ara verilen hastaya yakin klinik takip, yeterli kan iiriinii replasmant
yapilarak ve hemodinamik stabilizasyon saglandiktan sonra bagvurusunun 14.saatinde tekrar ikili
antiagregan, glikoprotein IIB/IIIA, APTZ takibine gore unfraksiyone heparin tedavileri baslandi.
Tedavinin 48 saatinde yapilan KAG’de LMCA trombusiiniin geriledigi ancak kaybolmadigmin
izlenmesi iizerine tedavinin 96 saate tamamlanmasi planlandi. Takibinde gogiis agrisi, EKG de-
gisikligi olmayan hastanin tedavi sonunda gekilen kontrol KAG’sinde LMCA trombiisiiniin ta-
mamen geriledigi, LAD diseksiyonunun devam ettigi izlendi (Sekil 2) ve LAD’ye basarili ¢iplak
stent uygulanip tam aciklik sagland: (Sekil 3). Klinik olarak stabil, ekokardiyografisi normal olan
hastaya B bloker, DAPT ve statin tedavileri diizenlendi. BT anjiografisinde renal ve iliak arterlerde
FMD bulgularima rastlanmadi. SKAD vakalarinda spontan iyilesme oranlarimin yiiksek olmasi ne-
deniyle cerrahi tedavi sonrasi greft okluzyon oranlari yiiksektir. Bu olgumuzda oldugu gibi koroner
trombiisii ve proksimal LAD lezyonu olan geng SKAD hastalarinda uzatilmis glikoprotein IIB/ITTA
tedavisi etkin ve giivenli bir tedavi olarak degerlendirilebilir.

Sekil 1. Tedavi 6ncesi LMCA trombusii ve LAD proksimalindeki diseksiyon flebini
gosteren koroner anjiografi goriintiileri.
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Sekil 2. Uzatilmis Glycoprotein IIB/IIIA inhibitrii tedavisi sonrast kaybolan LMCA trombusiinii ve devam
eden LAD diseksiyonunu gosteren koroner angiogramlar.

Sekil 3. Sol 6n inen artere perkiitan girisim sonras1 koroner anjiografi goriintiileri.
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An unusual thrombosis of the ostial left internal mammary artery
graft causing acute coronary syndrome five years after coronary
bypass surgery

Murat Akcay, Omer Gedikli, Korhan Soylu
Department of Cardiology, Ondokuz Mays University Faculty of Medicine, Samsun

LIMA graft is considered as the ‘gold standard’ for LAD revascularization when long-term pa-
tency and strength are desired. The occlusion of the LIMA graft may be related to narrowing at
the anastomotic sites, atherosclerosis, fixed kinks, smooth tubular stenosis, dissection or spasm.
Acute thrombotic occlusion may be associated either with the administration of inadequate anti-
thrombotic treatment in the early postoperative period or with the inappropriateness of the surgical
techniques used. Late LIMA thrombotic occlusion is rarely seen and its cause is not yet known. A
71-year old patient was presented with a typical chest pain. The physical examination of the patient
didn’t reveal any abnormality. The patient gave a history of CABG surgery five years ago, involv-
ing saphenous vein grafts from the aorta to the RCA, obtuse marginal (OM) 1 and 2 sequential
anastomosis and LIMA graft to the LAD. ECG showed sinus rhythm with diffuse ST-segment
depression. The cardiac troponin level was found to be 50 ng/mL and CK-MB was measured to
be 90.37 ng/mL. The echocardiography of the patient revealed hypokinesia of the septum, anterior
wall and apex with an EF of 35%. Coronary angiography were performed. Saphenous vein grafts
were found to be occluded. Interestingly, it was seen that thrombotic occlusion caused 95% steno-
sis in the ostial LIMA (Fig.1a, Movie-1).Glycoprotein IIb/IIla blocker tirofiban infusion was ad-
ministered at a dose of 0.15 pg/kg/min for 24 h. After three days, it was observed that the thrombus
was reduced and atherosclerotic stenosis was present in the lower part (Fig.1b). Stenosis was found
beyond the ostium of the LIMA in the subclavian artery. PCI was planned for the lesion present in
the LIMA ostium. A LIMA 6-F guiding catheter was used and the lesion was passed through with
the help of a floppy wire. Following a bolus of 7500 IU intravenous heparin, a 2.25x18 mm Xience
Pro stent (Abbott Vascular) was implanted (up to 18 atm) (Movie 2). The final coronary angiogram
revealed no residual stenosis, dissection or thrombosis and no thrombus embolization into the dis-
tal circulation (Fig.1c). The patient was discharged after 48 h and was advised aspirin, ticagrelor,
ramipril, metoprolol and atorvastatin therapy. Late thrombotic occlusion of the LIMA graft have
been reported in the literature. In situ thrombosis, atherosclerotic plaque rupture, localized spasm,
embolism, or catheter-induced graft occlusion may cause late LIMA occlusion. The patient didn’t
have any evidence indicating an embolic event, localized spasm and abnormal thrombotic panel. It
was thought that thrombus was added to the atherosclerotic stenosis in the ostium, as observed on
the follow-up coronary angiography. Atherosclerotic stenosis was also observed in the subclavian
artery beyond the ostium of the LIMA, and it was thought that the atherosclerotic process pro-
gressed to the LIMA ostium and thrombus was further added to atherosclerotic lesion.

A B c

Figure 1.
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Acute carotid stent thrombosis

Muzaffer Kahyaoglu, Murat Velioglu, Cetin Gegmen, Arzu Kalayci, Ender Ozgiin Cakmak,
Ayhan Kup, Ecem Yanik, Ibrahim Akin Izgi

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

A 66 year-old male patient was admitted to our clinic due to right hemiparesis and dysarthria. His
medical history revealed that he had an ischemic stroke 8 years ago. His compliants were com-
pletely resolved after 30 minutes. Cerebral computed tomography (CT) revealed chronic infarction
in the right hemisphere. Cranial diffusion magnetic resonance imaging showed an acute ischemic
focus in the left hemisphere. After these findings, transient ischemic attack was diagnosed and he
underwent selective carotid angiography. Angiography demonstrated 70% focal stenosis of the left
internal carotid artery (LICA) (Figure 1A). Then, he underwent angioplasty of the LICA stenosis.
Acetylsalicylic acid (100 mg/d) and clopidogrel (75 mg/d) were administered for 7 days before the
procedure. A total of 75 U/kg unfractionated heparin was administered during the procedure and
the Activated Clotting Time value was measured as 275 second. Distal protection device (EPI Em-
bolic Protection Inc., Boston Scientific Corporation) was inserted with trans-femoral approach, a
6 to 8x40 mm closed cell self-expandable stent (Abbott Vascular, Santa Clara, CA) was implanted
and postdilated with a 5.0x20 mm balloon (Figure 1B). Three hours later, the patient developed
motor aphasia and right hemiplegia. An emergent cerebral CT scan ordered did not reveal any
signs of intracerebral hemorrhage. However, we learned from his deepened anamnesis that, he
had not taken acetylsalicylic acid and clopidogrel from the beginning, because he was not adher-
ent to medical therapy. The patient was then urgently transferred to the catheter laboratory and
digital subtraction angiography (DSA) and selective carotid angiography revealed acute carotid
stent thrombosis (Figure 2A). After the patient was loaded with 300 mg clopidogrel, 75 U/kg intra-
venous unfractionated heparin was administered and selectively set into the carotid through trans-
femoral approach. Tissue plasminogen activator (t-PA) of 7 mg was slowly pushed into the internal
carotid artery with intraarterial selective approach and partial lysis was observed in the thrombus
on DSA imaging performed after medication (Figure 2B). The patient was taken to coronary inten-
sive care unit and put on tirofiban infusion. Six hours later, subsequent DSA was performed and
showed nearly complete recanalization of the LICA (Figure 2C). Cerebral CT ordered after 7 days
showed a small infarction. He was discharged with left arm weakness on the tenth post-procedure
day with clopidogrel 75 mg 1x1 and acetylsalicylic acid 100 mg.

Figure 1. (A) Selective carotid angiography showing stenosis of left internal carotid artery. (B) Closed cell
self-expandable stent was implanted successfully.

Figure 2. (A) Digital subtraction angiography showing stent thrombosis. (B) Stent thrombosis was partially
resolved after medication. (C) Stent thrombosis was nearly resolved six hours later.
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Tandem okliizyona bagh akut iskemik inmenin endovaskiiler
tedavisi: Kardiyolog, norolog isbirligi
Sakir Arslan', Elif Gencer Sari 6nder?, Erkan Koklii', Ertan Karacay?

'S.B. Saglik Bilimleri Univ Antalya Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Antalya
2S.B. Saglik Bilimleri Univ Antalya Egitim ve Aragtirma Hastanesi, Noroloji Klinigi, Antalya

Elli yedi yaginda erkek hasta 17.06.2017 tarihinde saat 18:30’da bahgede calisirken aniden yere
yigilmis. Hasta hastanemiz acil servisine sag tarafini tutamama ve konusma bozuklugu ile saat
20:00’da bagvurdu. Hastanin NIHSS 14 idi. Cekilen beyin tomografisinde solda dens MCA’s1 g6-
riiniiyordu. ASPECT skoru 10 idi. Tomografik anjiyografide tip III ark, sol ICA tam tikali, sol
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MCA M1 de trombiis gozlendi. Acil serviste hastaya 0.6 mg/kg’dan, dozun %10’u bolus verilerek
Actilyse baglanarak, hastanin anjiyo labaratuvarina transferi saglandi. Toplamda 50 mg Actilyse
verilmesine ragmen klinigin diizelmediginin goriilmesi iizerine 20:45°de kasiga kilif yerlestiri-
lerek, endovaskiiler miidahaleye baglandi. Pigtail kateter ile yapilan arkus aortagrafi de Tip III
arkusun goriilmesi iizerine 5SF SIM II kateter ile sol ICA’ya oturularak yapilan anjiyografide sol
ICA’nin proksimalden tam tikali oldugu gozlendi ($ekil 1 ve 2). Proksimal koruma (MO.MA..) yer-
lestirilerek lezyon 0.014 Floppy tel ve Fieder FC tel ile gecilmeye ¢aligildi. Basarili olunamayinca
Miracle 6 tel denendi. Bu tel ile lezyon gecildi. Lezyon baglangigta 3x40mm daha sonra 5x20 mm
balon ile dilate edildi. Bu esnada yapilan aspirasyonda az miktarda trombiis geldi. Kontrol anji-
yografide ICA a¢ikhigmin saglandig gozlendi (Sekil 3). Daha sonra yapilan beyin anjiyografisinde
MCA M1 okliizyonu oldugu gozlendi (Sekil 4). Daha sonra (MO.MA.) kateter i¢inden gonderilen
Rebar 18 mikrokateter X-pedion 0.014 tel yardimiyla lezyon distaline gegilerek tel geri alindi.
Mikrokateter i¢inden Eric 6x44 mm geri gekilebilir stent lezyona yerlestirildi. 3dk beklendikten
sonra stent geri alindiginda yogun bir trombiisii yakaladig1 gozlendi (Sekil 5). Kontrol anjiyografi-
de MCA’nin tamamen agildig1 gozlendi (Sekil 6). Kasik giriginden itibaren 1 saatlik islem sonunda
tarafi ve konugmast tamamen diizelen hasta néroloji inme iinitesinde takibe alindi. Islem sonrast
10 giin noroloji servisinde takip edilen hastanin kontrol BBT lerinde hemorajik transformasyon
goriilmemesi iizerine elektif sartlarda sol ICA’ya stent uygulandi. Tam agiklik saglandi (Sekil 7).
Beyin anjiyografisinde beyin perfiizyonunun daha iyi oldugu gézlendi (Sekil 8). Islemin sonrasi
giin hasta yiiriiyiirerek evine gonderildi.

Sekil 2. Sol ICA tam Sekil 3. Balon anjiyoplasti
tikalt. sonrasi.

o i |

Sekil 4. MCA tam tikali.

Sekil 5. Stent ile geri alinan trombiis.

Sekil 6. MCA agikligi saglandi. Sekil 7. Stentleme sonrasi karotis anjiyografisi.

Sekil 9. Stentleme sonrasi beyin anjiyografisi.
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Acute right middle cerebral artery occlusion after successful right
carotid artery stenting

Ahmet Hakan Ates, Ugur Arslan, Ilksen Atasoy Giinaydin, Cetin Kiirsad Akpinar, Huriye Yiicel
Department of Cardiology, Samsun Training and Research Hospital, Samsun

Introduction: Carotid stenosis is a major risk factor for stroke and can lead to serious complica-
tions. Treatment aims to reduce the risk of stroke by controlling or removing plaque build up
and preventing blood clots. The main treatment way is carotid endarterectomy but carotid artery
stenting is a less invasive alternative to endarterectomy to treat symptomatic carotid stenosis (1,2).
Case report: A 75 year old MALE was admitted to our department with transient ischemic attack
(TIA). The doppler ultrosonography of carotid artery showed serious narrowed lesion of right
internal carotid artery. After that carotis angiography was performed and percutaneous angioplasty
was planned for treatment of carotid stenosis. After neurology consultation the patient was taken
to angiography laboratory. 7F sheath was fixed to right femoral artery and 7F Terumo Destination
sheath was placed to right common carotid artery. Later, the distal protection system (4.0-7.0 mm
size) was placed to distal region of lesion. Afterwards tapered self expandable carotid stent was
implanted (6-8x 40 mm) and the post dilatation was done with 5x30 mm sized baloon. Half an hour
later during the follow up in coronary care unit the patient had confusion and speech impairment.
After neurology consultant, magnetic resonance showed acute right middle cerebral artery occlu-
sion (Figure 1). The patient was taken back to angiography laboratory and mechanical thrombec-
tomy was performed with invasive neurology team. After mechanical thrombectomy distal blood
flow was perfect (Figure 2).

Discussion: Carotid angioplasty / stenting is a minimally invasive endovascular procedure that
compresses the plaque and widens the lumen of the artery.This procedure has lots of complications
like distal embolism, dissection or rhythm problems. Mechanical thrombectomy is an important
treatment procedure for acute occlusion of intracerebral arteries.

Figure 1. Acute Occlusion of Right Miiddle Ce-
rebral Artery.

Figure 2. Recanalization of Right Middle Cereb-
ral Artery with Mechanic Thrombectomy.
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Yiiksek riskli karotis darhg: olan bir hastada dual emboli koruyucu
cihaz kullanimi

Serdal Bastug', Yakup Alsancak', Abdullah Nabi Aslan', Hafize Corut Giizel', Hiiseyin Ayhan?,
Ahmet Kasapkara?, Mehmet Erdogan', Emine Bilen', Nihal Akar Bayram?, Engin Bozkurt*

!Ankara Atatiirk Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Ankara
2Yildirum Beyazit Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Semptomatik ciddi karotis arter darlig1 toplumda %2-8 oraninda gozlenir ve iskemik inme-
lerin 6nemli bir nedenini olusturmaktadir. Karotis arter stentleme cerrahi riski yiiksek hastalarda
giivenli bir tedavi alternatifidir. Emboli koruma cihazlari kullanimi ile stentleme sonrasi goriilen
iskemik komplikasyonlarda anlaml1 azalma saglanmistir. Ancak yiiksek riskli hastalarda distal filt-
releme ile artmig iskemik komplikasyonlar gozlenmistir. Dual emboli koruma ile yani proximal
balon okliizyon ve distal filtreleme ile iskemik komplikasyonlarda anlamli azalma saglanmigtir.
Olgu: Altmus ii¢ yaginda erkek hasta, 4 hafta once gegirilmis sag hemipleji, Koroner Arter Hastali-
gii hipertansiyon, hiperlipidemi ve sigara risk faktorleri olan hasta yapilan karotis usg de ¢ift tarafli
internal karotis arterde darlik saptanmasi iizerine klinigimize refere edilmis. Hastaya 7 yil nce
USAP tanist ile CABG yapilmis. Yapilan kontrol koroner ve karotis anjiografide, LAD LIMA, Ao
RCA ve Ao CX safen agik, her 2 ICA da % 95 darlik saptanmus. Karotis USG de plak i¢i kanama
saptanan hasta yiiksek riskli kabul edilerek islem planlandi.

Yontem: Sol ICA semptomatik olan hastada lezyonun unstabil olmasi nedeniyle dual emboli koru-
yucu cihaz kullanilmasi planlandi. Hastanin sag femoral arterine 6F sheat yerlestirildi. Proglide per-
kiitan kapama cihaz1 yerlestirildi. 9F sheat ile exchange yapildi. SF head hunter kateter ve 0.035 inch
hidrofilik guidewire ile sol ECA’ya gecildi. Ardindan Amplatz stiff guidewire ile exchange yapildi.
Invatec MoMa proksimal blokaj sistemi yerlestirildi. Ardindan emboshield filtre ile sol ICA %90
lezyon gegildi. 4.5x20 mm Quantum balon ile 8 atm predilate edildi. 10x7x40 mm Protege stent imp-
lante edildi. 5.0x20 mm boston balon ile 8 atm post dilate edildi. Hastada komplikasyon gozlenmedi.
Sonug: Ciddi semptomatik atherosklerotik karotis arter hastaligi genel popiilasyonun %2-8 etkile-
mekte ve iskemik inmelerin de %20-30 neden olmaktadir. Ozellikle plak ici kanama, zengin lipid
ierigi islem sonrasi artmig komplikasyon riski belirtecleridir. Karotis stent islemlerinde artik kural
haline gelen embolik koruma cihazi kullanimi ile iskemik komplikasyonlarda azalma gozlenmistir.
Distal filtreleme ve proximal balon okliizyon en sik kullanilan yontemlerdir. Ancak 6zellikle distal
filtreleme sirasinda damara diizgiin yerlestirilememe ve 100 mikrondan kii¢iik pargalarin filtre ta-
rafindan tutulamasina bagh iskemik komplikasyonlar siktir. Ozellikle bizim vakamizda oldugu gibi
hassas, unstabil yani riiptiir riski yiiksek karotis darliklarinda dual emboli koruyucu yontem kullani-
mu giivenli ve uygulanabilir olarak bulunmustur. Ancak akim blokaji sirasinda olusabilecek iskemik
intolerans acisindan dikkatli olunmali ve islem oncesi kontrlateral kollateral akim ve vertebobaziler
akim ayrintih degerlendirilmelidir. Bizim vakamizda oldugu gibi yiiksek riskli hastalarda dual ko-
ruma yani proximal balon okliizyon ve distal filtreleme giivenli ve uygulanabilir bir yontemdir.
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Sekil 1. Karotis Stent. Sekil 2. Karotis Stent-2.

Sekil 3. Mo. Ma Filtre-2. Sekil 4. Mo Ma.

Sekil 5. MoMa Filtre.

Sekil 6. Sag ICA.

A - e

Sekil 7. Sol ICA.
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Akut stroke’da CTO tellerine ihtiyac olabilir
Feyzullah Begsli, Ozcan Kocatiirk, Fatih Giingoren
Harran Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Sanlurfa

Kronik total okliizon (CTO) telleri nispeten daha kalsifik sert lezyonlar1 gegmek igin itiretilmig
ug agirhiklarma yapilarma gore degisik gruplar seklinde degerlendirilen zel tellerdir. Kardiyoloji
pratiginde CTO lezyonlarina miidahalede siklikla kullanilan bu teller periferik islemlerde de kul-
lanilabilmektedir. Bu alanlarin diginda diger patolojilere miidahaleler noktasinda da kullanilmasi
gerekebilmektedir. 60 yaginda bilinen hipertansiyon tanisi olan ve 3 saattir baslayan suursa konfiiz-
yon ve sag taraf bulgusu olan hasta akut stroke yapilan tetkikler sonrasi sag internal karotis arterde
(ICA) near okliizyon ve sag mid serebral arter (MCA) okliizyonu {izerine h i
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noroloji boliimiine sevk oldu. Vaka kardiyoloji ve noroloji ekibimiz ile katater laboratuarina alindi.
Yapilan karotis anjiografide sag ICA %100 olarak saptandi (Sekil 1). Lezyon spft 0.014 “guide
wire ve hidrofilik pt 2 tel ile gecilemedi. Balon destegi ile de gegilememesi iizerine once Fielder
XT ile denendi basarili olunamamast iizerine 2.0x20 mm koroner balon destegi ile Gaia second ile
lezyon gegildi (Sekil 2). Pre dilatasyon sonrasi 7.0x40 mm precise self expandable stent yerlestiril-
di (Sekil 3,4). intrakranial goriintiilemede sag MCA kok enfarkt1 izlendi. Stent retrival ile trombiis
aspire edildi. Kontrol goriintiilemede MCA’nin bir dalinin agildig1 izlendi (Sekil 5). Hasta 1 hafta
sonra hafif sekelli olarak taburcu edildi.

Sekil 4. Stent implantasyonu sonrasi.

Sekil 5. Sag MCA kok enfarkti. Sekil 6. Trombektomi sonrasi.
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Percutaneous closure of iatrogenic aorta right ventricular fistula

Mustafa Ahmet Huyut', Asim Enhos', Erdem Karagop', Baris Akdemir', Nijad Bakhshaliyev',
Aylin Hatice Yamag', Aydin Nadir', Ziya Ismayiloglu', Omer Goktekin®

!Department of Cardiology, Bezmialem University Faculty of Medicine, Istanbul

2Department of Cardiology, Memorial $igli Hospital, Istanbul

Objective: Iatrogenic Aorta Right Ventricular fistula is a rare condition but life threating situation.
Methods: A patient treated by open heart surgery when he was 1 years old because of Tetralogy
of Fallot, referred to our center because of a communication was noticed between the aorta and
the right ventricle by transthoracic echocardiography and revealed a significant shunt. Symptoms
started 2 years ago. Risk Factors/ Comorbidities are smoking (1 packs/day for 40 years).

Results: Percutaneous successful closure of this defect was attempted under general anesthesia
through right femoral access.

Conclusion: Iatrogenic aortocardiac fistulae can be treated by arteriovenous loop use of the am-
platzer duct occluder successfully.
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Figure 1. Iatrogenic Aorta Right Ventricular fistula.  Figure 2. Arteriovenous loop.

Figure 3. Positioning of the Amplatzer duct occluder.

Figure 4. Final angiogram.
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Gerbode VSD + agir TY nin tedavisi girisimsel yolla yapilabilir mi?
Konjenital Gerbode tipi VSD’nin Amplatzer Muskuler

VSD Okluder cihazi ile basarih kapatilmasi ve sonrasinda

agir TY’ nin diizeldigi bir olgu

Zeynep Colakoglu Gevher', Nuh Yilmaz?, Sabri Seyis®, Helen Bournaun*

!'Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

?[stinye Universitesi Liv Hastanesi, Cocuk Kardiyolojisi Klinigi, Istanbul

3istinye Universitesi Liv Hastanesi, Kardiyoloji Klinigi, Istanbul

“Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi, Cocuk Kardiyolojisi Klinigi, Istanbul

Giris: Sol ventrikiil kaninin sag atriyuma basingla gecisine neden olan, nadir gériilen bir anoma-
li olan Gerbode tiirii VSD’ lerde santin mekanizmasi bazen dogrudan baglanti, bazen de *’VSD
jetinin trikiispit kapag1 deforme etmesi sonucunda gelisen TY ™ aracihigiyla olmaktadir. Gerbode
tipi VSD’ lerin tedavisinde genel olarak cerrahi diizeltme kabul goérmektedir. Biz bu sunumda,
trikiispit kapagi deforme ederek agir TY olusturan ve ilk bakista kolayca inoperable soldan saga
santli defekte bagli pulmoner hipertansiyon veya “cerrahi yolla VSD kapatma tedavisi” karar1
verilebilecek bir geng erigkin hastada, yaptigimiz transkateter kapatma tedavisinin hem VSD, hem
de TY iizerindeki basarili sonucunu paylagmak istedik.

Olgu: Yirmiii¢ yasinda erkek hasta, son alti ayda belirginlesen efor dispnesi ile gittigi merkezde
kalbinde iifiiriim oldugu i¢in kardiyoloji béliimiine sevkedilmis. Ekokardiyografide trikiispit ka-
paktan agir yetersizlik, buradan alinan sag ventrikiil basincinin 100 mmHg oldugu ve perimemb-
ran6z VSD bulundugu bildirilerek VSD’ ye bagli pulmoner hipertansiyon? / Gerbode tipi VSD?
on tanisi ile hastanemize sevkedilmisti. Gergek pulmoner arter basincini 6lgmek ve uygunsa VSD’
yi transkateter kapatmak amaciyla hastaya anjiyografi yapildi. Sol ventrikiil enjeksiyonunda opak
maddenin aortla ayn1 anda sag atriyumu doldurdugu izlenerek hastanimn sol ventrikiilden sag atri-
yuma santa neden olan Gerbode tipi VSD’sinin oldugu anlagildi. Pulmoner arter basinci (mmHg)
sistolik: 32 diyastolik: 10 ortalama: 21 olarak bulundu. Anjiyografi ve transtorasik ekokardiyog-
rafi esliginde sag femoral arterden girilerek miiskiiler bileseni de olan perimembranéz VSD’ den
gecilip pulmoner artere ulasildi. Pulmoner arterde snare ile yakalanan guidewire femoral venden
cikilarak loop olusturuldu. Sag femoral ven yoluyla VSD 8 mm’ lik Amplatzer Miiskiiler VSD
Occluder ile kapatildi. Iglem sonrasinda rezidiiel sant izlenmedi, agir TY” nin diizeldigi gozlendi.
Ugiincii ay kontroliinde cihaz yerinde izlendi. Rezidiiel sant izlenmedi.

Tartigma: Mitral kapagin trikiispit kapaga gore daha atriyal (bazal) yerlesimi iki kapak arasinda
sinirlart belirlenmis bir mesafe olugsmasina neden olmaktadir. Mitral kapagin hemen alti ile trikiis-
pit kapagin iistii arasindaki ventrikiil septumundan kaynaklanan bu tiir VSD’ ler ger¢ek Gerbode
tipi VSD olarak tanimlanmaktadir. Tam olarak bdyle olmasa da AV kapaklara yakin mebrano-
miiskiiler VSD’ lerin bir kisminda sol ventrikiilden VSD yoluyla gecen jet akimu, trikiispit septal
yaprakg¢igimi deforme ederek santin sag atriyuma ulagsmasina neden olur. Bu tiir VSD’ ler de Ger-
bode tipi VSD’ ler arasinda simiflandiriimaktadir. Gerbode tiirii VSD” lerin yakin ge¢mise kadar
tedavisinde cerrahi 6n planda diisiiniilmiis, VSD kapatilarak trikiispit kapak tamiri yapilmustir. Son
birkac yilda uygun Gerbode santli VSD’ lerin transkateter kapatilabilecegini bildiren az sayida
¢alisma mevcuttur.

Sonug: Uygun Gerbode tipi VSD’ ler transkateter yolla kapatilabilmekte, var olan TY de kay-
bolmaktadr.

33. Uluslararas1 Katilimli Tiirk Kardiyoloji Kongresi

Sekil 1. Gerbode VSD nin kapatildiktan sonraki goriintiisii.
VSD kapatilmasi sonrasinda rezidiiel sant kalmanmugtir ayri-
ca trikiispit kapak yetersizligi agirdan hafife dontigsmiistiir.
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Romatizmal ii¢ kapak ileri derece darhig olan gen¢ bayan hastaya
tedavi yaklagimi nasil olmah?

Ahmet Seyfeddin Giirbiiz, Serif Ahmet Kandemir, Yakup Alsancak,
Ahmet Soylu, Mehmet Akif Diizenli

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

Otuz bir yaginda bilinen kronik bir hastalig1 olmayan kadin hasta 5 y1l 6nce ikiz gebelik, gebeli-
gin 3.ayinda abortus ile sonuglanmis. 4 y1l 6nce bir canli dogum olmus. Hastanin son bir yildir
ozellikle eforla ve gece yattiginda nefes darhigi oluyormus. Hastanin son 3 aydir nefes darhigi
sikayetlerinin artmast iizerine gogiis hastaliklari poliklinigine bagvurmus. Astim 6n tamstyla ken-
disine inhaler tedavisi baglanmig. Kullandig1 astim ilaglari ile de rahatlayamayan hasta tarafimi-
za bagvurdu. T.A: 110/70 mm/hg EKG: Normal siniis ritmi, kalp hiz1:85/dk Ekokardiyografide
diastol sonu ¢ap:45 mm, sistol sonu ¢ap:23 mm, IVS kalnligi:13 mm, Arka duvar kalmligi:11
mm, Sol atriyum:43 mm EF:%60 Asendan aorta:38 mm Mitral kapaklar romatizmal, Ciddi Mitral
Darlig1 gradient:20/11 mmhg, Mitral kapak alan1:0.8 cm?, Aort kapaklar romatizmal. Aort darhig
gradiyent: 82/53 mmHg, Aort kapak alani:1.0 cm? Aort Yetmezligi orta derece, (Sekil 1) Trikiispid
kapak uglart romatizmal Trikuspit Darlig1 gradiyent 9/6 mmHg Trikiispid yetmezligi orta derece
saptand1 (Sekil 2). Hasta da mitral ve aort kapaga ek olarak trikuspit kapakta da ileri derece dar-
ligin bulunmasi, geng yasta ¢ocuk istegi olan bir bayan olmasi tedavi se¢imini zorlagtirmaktadir.
Ug kapak replasmanin mortalitesi NHYA sinif 3 olan bir hastada %20’lere ulagmaktadir. Ayrica
Trikuspit darligina sadece kommussirotomi yapmak yerine kommussirotomi ile birlikte aniiloplas-
ti uygulanmasi daha iyi sonuglandigi gosterilmistir. Biyoprotez kapaklarin kullanimiyla mekanik
kapaklarin tromboz riskinin yiiksek olmasi ve ¢ogu kapagin tamire uygun olmamasi nedeniyle
tercih sebebidir. Ayrica ne kadar geng hastalarda durabilite sorunu olsa da valve-in-valve perkiitan
kapak replasmani bu sorunu ortadan ilerde kaldirabilir. Sol taraf kapaklar mekanik kapak replas-
man1 yapiliyor olsa bile trikuspit kapaga trombiis riski nedeniyle biyoprotez kapak 6nerilmektedir.
Bu vakamizda geng bayan ve ¢ocuk istegi olan bir hasta olmasi tiim kapaklarin biyoprotez kapak
replasmani yapilmasini diisiindiirmektedir. Boylece gebelikte anti-koagulan kullaniminin riskleri
de ortadan kaldirilmig olur. Ancak her ne kadar valve-in-valve perkiitan kapak replasmani yapila-
bilir ise de biyoprotez kapaklarin durabilite sorunu hasta tedavisinin belirlenmesinde énemli bir
sorundur. TAVI ile birlikte perkiitan mitral ve trikuspit valviiloplasti de bir segenek olabilir mi? Bu
sunumdaki amacimiz bu gibi hastalarda yaklagimin tartisiimasini saglamaktir.

Sekil 1.
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Sekil 2.
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Mekanik mitral kapak trombozunda fibrinolitik tedavi

Serdar Gékhan Nurkoc, Yusuf Bozkurt Sahin, Esra Kansu, Adem Celik, Adnan Abact

Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Olgu: Kirk bir yasinda kadin hasta iki giindiir olan nefes darlig1 ile bagvurdu.

Hikaye: Hastaya 2006 yilinda mitral kapak replasmani (MVR) yapilmistir. Daha énce de protez ka-
pak trombiisii nedeniyle takip edilmistir ve doku plazminojen aktivatoriiyle (tPA) tedavi edilmistir.
Fizik Muayene: TA:110/80 mmHg, Nabiz: 76/dk, BVD:-/-. Her iki akciger bazallerinde solu-
num sesleri azalmigtir.Orta zondan itibaren bilateral ral mevcuttur. Metalik kapak sesleri du-
yulmakta PTO:-/- Periferik Nabizlar aciktir. Diger sistem muayeneleri normaldir. Labaratuvar:
Hb:9.78 PIt:305.9 Wbc:8.76 Rbc:4.44 Sedimentasyon:39 mm/st CRP:27.3 mg/l Troponin:5.51
ng/l Glikoz:85 mg/dl, Bun/cr:9/0.77 mg/dl Na/K:142/4.1 AST/ALT:11/9 U/L INR:2.14 PT:25.2 sn
APTT:34.1 sn, EKO: Sol ventrikiil bosluk boyutlar: ve sistolik duvar hareketleri normaldir. Duvar
kalmliklart hafif artmugtir. Protez mitral kapakta ortalama transmitral diastolik gradient 16 mmHg,
maksimum transmitral diastolik gradient 36 mmHg’dirMY saptanmanustir.Mitral protez kapak
posterior leaflet {izerinde trombiis goriiniimii mevcuttur.Aort kapak kalin yapida olup I-IT AY mev-
cut, aort darlig1 yoktur. I TY iizerinden maksimum sistolik PAB:45 mmHg saptanmistir. Perikar-
diyal efiizyon yoktur. EKG: Atrial fibrilasyon vardir. Skopik incelemede mitral protez kapagin bir
leafletinin hareketsiz oldugu goriildii. Hasta akut dekompanse kalp yetmezligi ve mekanik mitral
kapak trombozu tanisiyla koroner yogun bakima yatirildi. Diiiretik tedavi baglandi,warfarin teda-
visi kesildi.Yirmi dort saatte 25 mg gidecek sekilde doku plazminojen aktivatorii (tPA) baslandi.
Transtorasik EKO ile kapak gradiyentindeki degisim takip edildi. tPA’nin 24. saatinde transozefa-
gial EKO (TEE) yapildi.TEE’de mitral protez kapak arka leafletinde pannus ve kiigiik trombiis,on
leaflet komsulugunda trombiis izlendi.Mitral kapak gradiyenti 26/11 mmHg olarak 6l¢iildii. Altt
giin boyunca 25 mg 24 saatte tPA infiizyonuna devam edildi ve 24 saatte bir EKO ve skopi ile
kapak hareketleri ve gradiyent takip edildi. Takiplerinde giin gegtikce gradiyent diisiisii izlendi
ve skopi goriintiilerinde ise kapak mobilitesinin iylestigi izlendi. Son tPA dozundan sonra kontrol
TEE yapildi. TEE’de gradiyentin diistiigii, kapak hareketlerini engellemeyen kiigiik trombiisiin
kaldig1 gozlendi. Bunun iizerine heparin infiizyonu altinda warfarin baslandi. Etkin INR degeri
elde edilince taburcu edildi. Kontrol TEE’de kapaktaki trombiisiin tamamen kayboldugu goriildii.
Bu vaka, protez kapak trombiislerinde diisiik doz trombolitik tedaviyi uzun siire vermenin bagarili
sonug almayi saglayabilecegini gostermektedir.

PA akciger grafisi. tPA 6ncesi skopi goriintii 2.

tPA 6ncesi skopi goriintiisii 1.

tPA sonrasi skopi goriintiisii 1. tPA sonrasi skopi goriintiisii 2.
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Management of a subacute aortic prosthetic mechanical valve
thrombosis — report of a successful case

Batur Goneng Kanar, Mustafa Kiirsat Tigen, Halil Atas
Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

Valvular thrombotic complications after heart valve replacement operations are associated with
high morbidity and mortality. Efficient and urgent treatment is necessary. Considering the clini-
cal status of the patient, we preffered fibrinolysis rather than percutaneous coronary intervention
(PCI) or surgery. In this case report, we aimed to state that fibrinolysis is as efficient as percuta-
neous coronary intervention (PCI) and surgery. A 57 year-old woman was admitted for inferior
STEMI with complete atrioventricular block. She had a history of aortic valve replacement one
week ago by a bileaflet mechanical prosthesis (St. Jude Medical 25), in the setting of severe
aortic regurgitation in a bicuspid aortic valve. She had abandoned all medication in a couple of
days after surgery. She was admitted for presyncope, severe substernal chest pain, and worsening
dyspnea (NYHA class III). Transthoracic echocardiography (TTE) showed dysfunctioning aortic
prosthesis (maximum/mean gradients 82/50 mmHg; effective orifice area (EOA) 0.8 cm?), mode-
rete left ventricular systolic dysfunction, septum and inferior wall hypokinesia. Coronaryaniog-
raphy noted embolic subtotal occlusion in the mid segment of the right coronary artery (RCA).
There was also thrombus formation in the proximal segment of left main coronary artery with
TIMI-3 flow. After the first attempt to cannulate the osteum of the RCA, Prosthetic valve throm-
bosis (PVT) caused another coronary artery embolisation resulted in total occlusion of RCA.
Cinefluoroscopy showed loss of mobility in one of the discs. More conservative approach was
then decided and the patient initiated intravenous t-TPA and unfractionated heparin. In order to
prevent another embolisation of PVT and urgently restore TIMI-3 flow in RCA. Transesophageal
echocardiography (TEE) revealed a mass in the ventricular side of the prosthesis, highly sugges-
tive of thrombi (maximum dimensions of 1.0x0.55 mm), as well as blood flow only through one
of the discs as in fluoroscopy. After the end of fibrinolytic therapy, there were no ST elevation
in ECG and also no need to provisional pacemaker. Serial fluoroscopic and echocardiographic
examinations documented progressive resolution of the prosthetic disc blockade, with increased
mobility and reduction of the transprosthetic gradients. At the end of the 10th day, the patient was
externed with normofunctioning prosthetic aortic valve determined both TEE and fluroscopy.
1 month later, the patient remains clinically stable and keeps tracking in cardiology outpatient
clinic. TEE shows normofunctioning prosthetic aortic valve. In conclusion we reported peculiar
multimodality images of a rare case of severe thrombosis of the aortic valve, complicated by MI,
likely due to thrombus embolization. In our succesful case, fibrinolysis is as efficient as PCI and
surgery in hemodynamically instabile patient.

TRt

Figure 2. Prosthetic valve thrombosis caused anot-
her coronary artery embolisation resulted in total
occlusion of RCA.

Figure 1. The first attempt to cannulate the osteum
of the RCA. In the middle segment of RCA, there
were coronary thrombus and TIMI-III flow.

i

Figure 3. Cinefluoroscopic image of acute prosthetic valve thrombosis.

Figure 4. Normofunction of Prosthetic aortic val-
ve after thrombolytic treatment.
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Unruptured sinus of valsalva aneurysm associated with unusual
extension and severe aortic regurgitation

Ahmet Anil Sahin', Yasar Birkan?, Beste Ozben Sadig', Kiirsat Tigen'

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

Sinus of valsalva aneursym (SVA) is a rare cardiac malformation, which can be congenital or
acquired. Small and unruptured SVAs are usually clinically silent and often discovered inciden-
tally on imaging studies while rupture of SVA may result in aortic regurgitation and progressively
deteriorating heart failure. A 42-year-old female patient was referred to echocardiography labora-
tory for evaluation of left ventricular function before chemotherapy for her breast cancer. She had
no cardiac symptoms and her functional capacity was NYHA class 1. A cardiac pacemaker was
implanted 10 years ago due to third degree atrioventricular block with slow ventricular rhythm. A
coronary angiography was performed at that time and she had normal coronary arteries. Cardiac
examination revealed normal S1, soft S2, and grade II/VI early diastolic murmur in the left para-
sternal area. Laboratory studies were within normal range. Transthoracic echocardiogram revealed
normal left ventricular size and function with an ejection fraction of 60%, moderate aortic root
dilatation at the level of valsalva, and aneurysmal dilatation of the right sinus valsalva. Transeosep-
hageal echocardiography(TEE) showed a SVA of 20x25 mm without any septal defect, together
with severe aortic regurgitation (Movie 1, Movie 2). There was a thrombus-like echolucent image
in the aneursym.. Computed tomography angiography (CTA) demonstrated isolated unruptured
saccular dilatation at the level of the right sinus of valsalva, measuring 26x26x40 mm which ex-
tends to inferobasal segment of interventricular septum and had calcifications in the aneursym
wall without thrombus formation inside (Figure 1, 2). Surgery was indicated due to severe aortic
regurgitation. Bentall procedure is performed due to severe fibrotic and calcific morphology of
sinus. During surgery, no septal defect or rupture was seen. After surgery, control TTE revealed no
pathological findings in the prosthetic valve and in the ventricular septum.

Movie 2. Transesophageal echocardiography de-
monstrates sinus of valsalva aneurysm together with
severe aortic regurgitation.

Movie 1. Transesophageal echocardiography de-
monstrates sinus of valsalva aneurysm.

s
Figure 2. Cardiac CT, which demonstrates fibrotic
and calcific wall of the aneurysm.

Figure 1. Cardiac CT, demonstrates unusual exten-
sion of aneurysm through interventricular septum.
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Aort kapak endokarditi ve Takayasu hastalif
ibrahim Basarici', Ali Yagar Kiling', Veli Yazisiz?, Samet Karahan®

! Akdeniz Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Antalya
2Akdeniz Universitesi Tip Fakiiltesi, ig Hastaliklart Anabilim Dali, Antalya

Girig: Takayasu arteriti (TA) aorta ve biiyiik dallarim etkileyerek duvar kalinhik artigi, fibrozis,
stenoz veya dilatasyona yol agan kronik inflamatuvar bir hastaliktir. Bulgu ve belirtiler ates, giic-
siizliik, artralji, kladikasyo ve kardiyak hastaliklardir. Tedavinin aslini kortikosteroidler olusturur.
TA’ da sekonder hipertansiyon,aort yetmezligi (AY), anevrizmasi ve retinopati prognozu belirleyen
onemli komplikasyonlardir. Bu olgumuzda aort kapak endokarditi saptadigimiz bir TA hastasindan
bahsettik.

Olgu: Yirmi bir yasinda kadin hasta, 10 yaginda baslayan ates ataklar1 ve eklem agrilart mevcut.
On yaginda sag klavikulada sislik olmasi tizerine biyopsi yapilmis ve kronik multifokal rekiirren
osteomiyelit(KROM) tamis1 konulmus. Kemik sintigrafisinde pelvik kemikte infiltratif lezyonlar
saptanmig, seronegatif spondiloartropati diisiiniilerek immunsupresif tedavi baslanmis ve sikayet-
leri gerilemis. Hastanin son 1 yildir retrosternal gogiis agrilari baglamis. Romatolojiye bagvuran
hastada sag sol kol tansiyon farki,sedimentasyon (ESR) ve CRP yiiksekligi olmasi iizerine TA 6n
tanusi ile yatirilmug, iifiiriim duyulmas: iizerine tarafimiza danisilmis. Fizik muayenede boyna ve
sirta yayilan diyastolik iifiiriim dans des arter, her iki karotis ve subklavian lojda iifiiriim oldugu
saptandi. Ekoda ciddi AY, her ii¢ aortik kaspi destriikte eden vejetasyon, aortaanuler abse, aorta-sag
ve sol atriyum fistiilizasyonu oldugu goriildii (Sekil 1). Cekilen BT-anjiyoda sol subklavian arter
cikiminda %40, sol ana karotis arterde %80 daralma, siniis valsalva dilatasyonu, aort kapakta ka-
linlik artigi, sol siniisten ventrikiil ve atriyuma agilan tiinel oldugu goriildii (Sekil 2). Hastanin kan
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kiiltiiriiniin steril gelmesi tizerine TA aortik kapak ve kok tutulumu ile EE ayirici tanisi i¢in 16kosit
isaretli sintigrafi ¢ekildi,asendan aortada 16kosit tutulumu izlendi ($ekil 3). Bunun iizerine hasta
EE kabul edildi ve antibiyotik tedavisi baslandi. Hastaligin aktive olup olmadigini belirlemek igin
PET ¢ekildi, ¢ikan aortada inflamasyon ile uyumlu duvar kalinlagsmas: goriildii (Sekil 4). Antibiyo-
tik tedavisi ile CRP ve ESR yanit1 alind1, sonrasinda immunsupresif tedavi verilerek inflamasyon
baskilandi. Aktif hastalik doneminde olmayan hastaya AVR beraberinde aort kok degisimi yapildi
ve sifa ile taburcu edildi.

Tartisma: AY, TA hastalarinda kétii sonlanim ile iligkilidir.Hastalarda kapak ve kok degisimi ge-
rekli olabilmekte ancak inflame ve frajil olan doku sebebi ile postop kapak ayrilmalari ve anasto-
motik anevrizmalar meydana gelebilmektedir. Bu sebeple cerrahi,immunsupresif ajanlar ile infla-
masyon baskilanmasi sonrasina ertelenmelidir. Hastalik aktivasyonu takibi amaci ile CRP, ESR,
serum amiloid A diizeyi ve PET takibi yapilabilir. EE, TA ile sik karigan bir klinik durumdur.
Aort kok ve kapak tutulumu ile EE gelisimi i¢in uygun bir ortam meydana gelebilecegi unutul-
mamalidir. Bu sebeplerden 6tiirii TA olan hastalarda ¢oklu goriintiileme yontemlerinin kullanimi
ve multidisipliner yaklagimin gerekliligi tedavi seceneklerinin belirlenmesi amac ile biiyiik nem
arz etmektedir.

T 5
Sekil 1. Ekoda ciddi aort yetersizligi, aort kapakta vejetasyon ve aortoanuler abse, aorta sag ve sol atriyum
fistiilizasyonu oldugu goriilmektedir.

Sekil 2. Cok kesitli tomografide atriyuma
agilan tiinel goriilmektedir.
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Sekil 3. Lokosit isaretli sintigrafide asendan aorta lokosit tutulumu goriilmektedir. ~ Sekil 4. PET’de
¢ikan aortada infla-
masyon ile uyumlu
duvar  kalinlagmasi
goriilmektedir.
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Mitral valve-in-ring implantation via transapical approach-further
evolution of transcatheter valve procedure in the mitral position
Abdullah Arslan', Asim Oktay Ergene*

'Department of Cardiology, Sirnak State Hospital, Kardiyoloji Béliimii, Sirnak
Department of Cardiology, Dokuz Eyliil University Faculty of Medicine, Izmir

The development of transcatheter heart valve procedures has induced profound changes in the
treatment of valvular heart disease during the past decade(1, 2, 3). Beside the bioprosthetic aortic
valve’s originally designated application, the transcathater aortic valve implantation(TAVI) con-
cept was successfully expanded to use in patients with history of previous cardiac surgery and for
the treatment of degenerated mitral valve ring(4). In this case, It is a first case in turkey, we show
how we threated our patient who had mitral regurgitation and mitral ring.

Case report: 83-year-old woman was admitted to the hospital because of heart failure. She had
coronary event before 7 years and threated with coronary artery bypass graft, also because her
severe MR she had undergone mitral anuler valve ring at the same procedure.She had also chronic
obstructive lung disease, permanent atrial fibrillation (AF), and moderate renal insuffiency.The
patient had congestive heart failure and given dopamine and diuretic intravenous. The echocar-
diography showed that, left ventricle ejection fraction (LVEF) was %30, there was a ring around
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the mitral valve annulus, severe mitral regurgitation and moderate right ventricle dilatation and
insufficiency (Figure 1). The ring was measured as 19x22x21 mm in the catheter laboratory. The
EuroSCORE II was calculated as 44%, due to the surgery risk score was high we planned an
implantation EDWARDS XT aortic valve into the ring via transapical approach. After performing
a left thoracotomy 22 french sheath implanted to the left ventricular. The superstiff wire placed
in the pulmonary vein, and EDWARDS SAPIEN XT 23 mm aortic valve was positioned to the
directly ring plane over the wire, about half above and half below with respect to the mitral ring,
and checked with transesophageal echocardiography (TEE) the valve was deployed by balloon
inflation under rapid pacing and finally MR was mild valvular and paravalvular both (Fig. 2-3).
Postoperative the first day TTE findings were LVEF 35-40% mild-moderate degree MR, the New
York Heart Association (NYHA) class decreased from 4 to 2. Postop 25.day, the patient died be-
cause of infection causing respiratory failure.

Conclusion: Transcatheter heart valve (THV) procedures are constantly evolving. In general, the
case we described here, treatment of recurrent mitral regurgitation after surgical ring implanta-
tion using a balloon-expandable valve. We used of a balloon-expandable valve for treatment of
recurrent regurgitation after ring annuloplasty in the mitral position. The patient had a dramatic
improvement in her symptoms and remained in NYHA Class II. In general, this case described

here demonstrate the feasibility of Transcatheter Mitral Valve-in-Ring implantation for treatment
of recurrent mitral regurgitation after surgical ring implantation using a balloon-expandable valve.
Hence, valve-in-ring implantation might become a valuable therapy option for many elderly pa-
tients in the future.

Figure 1. TEE shows us severe MR.

Figure 2. Intraoperative after implan-
tation the valve. scopi view.

Figure 3. After the procedure, TEE
shows decreased the MR, mild degree
valvular and paravalvular MR.
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Chain of unfortunate events in a patient with familial
hypercholesterolemia

Seving Aktiirk, Nil Ozyiincii, Cansin Tulunay Kaya, Sadi Giileg, Cetin Erol
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Familial hypercholesterolemia is a genetic disorder due to mutations in the low-density lipoprotein
(LDL) receptor gene or in other genes like proprotein convertase subtilisin/kexin 9(PCSK9). It is
characterized by skin and tendinous xanthomas xanthelasmas, and increased risk of premature coro-
nary artery disease. A 41-year-old male patient with familial hypercholesterolemia, presented with
fever and dyspnea.He had a history of coronary artery bypass surgery at the age of 25. Combined
mechanical mitral and aortic valve replacement were performed at the age of 32, due to severe aortic
stenosis and concomittant mitral regurgitation. His father and sister also had familial hypercholes-
terolemia, and both died before 40 years of age. He was seen at our cardiology outpatient clinic
when he was 40 years old and despite taking rosuvastatin 40 mg and ezetimibe 10 mg his serum
LDL was 501 mg/dL. Lipoprotein apheresis treatment, once in two weeks, was initiated and his
serum LDL was reduced to 201 mg/dl. Adding lomitapide (small molecule inhibitor of microsomal
triglyceride transfer protein) to his treatment was considered but was not started yet.At the first year
of lipid apheresis, spontaneous splenic rupture occured.It was considered to be due to splenomegaly
originating from lipid deposition. Splenic rupture caused by familial hyperlipidemia is extremely
rare with only one presented case in the literature. Splenectomy was performed succesfully. Two
weeks after the surgery,the patient started to have fever, shivering and night sweating. Ciprofloxacin
was started empirically,but he was admitted to the emergency department with ongoing symptoms.
Echocardiography revealed paravalvular abscess around the mechanical aortic valve and an 1.7
cm mobile vegetation extending to the right ventricular outflow tract. His diagnosis was infec-

30

tive endocarditis. Vancomycin, rifampicin and gentamycin therapy were initiated. Repeated blood
culture results were negative. Despite the treatment fever continued. Control echocardiography was
similar at the first week of treatment, so he was prepared for surgery. Because of the abscess at the
aortic localization, conventional coronary angiography was not possible. CT angiography revealed
paraaortic abscess at the ascending aorta and fistulization between paraaortic abscess and right
ventricle outlet. There were no occluded grafts. The heart team decision was surgery. Vegetations
were excised and the fistula was repaired by grafting. The fever was controlled after the operation
and the patient was discharged. Our case is a unique patient with familial hypercholesterolemia and
infective endocarditis after splenectomy due to spontaneous splenic rupture. In the literature, sple-
nomegaly was seen in patients with rare mutations, but spontaneous splenic rupture was reported
once. Splenomegaly should be sought in patients with familial hypercholesterolemia. Though rare,
spontaneous rupture can lead to serious morbidities as in our case.

Figure 1. Paravalvular abscess around the mechanical aortic valve and an 1.7 cm mobile vegetation extend-
ing to the right ventricular outflow tract.

Figure 2. Multiple xanthomas.
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Fistulaziation and compression of coronary aneurysm to left atrium
Burak Acar, Sefa Unal, Mustafa Bilal Ozbay, Derya Tok, Burcu Demirkan, Halil Kisacik
Department of Cardiology, Ankara Tiirkiye Yiiksek Ihtisas Hospital, Ankara

A 33 year-old female was admitted to our cardiology department with atypical angina. She had
only smoker as a cardiac risk factor. On physical examination, patient’s vital signs were unremark-
able. The respiratory and the cardiovascular exams were normal. The electrocardiogram showed
normal sinus rhythm and the laboratory work was in normal. Echocardiography showed cystic
structure adjacent to left atrium (Figure 1). Cardiac computed tomography revealed that a huge
coronary aneurysm was originated from the distal part of left main coronary artery (LMCA) and
compressing to left atrium (Figure 2). Coronary angiography was showed that coronary aneurysm
was found distal part of LMCA and fistulaziation with left atrium (Figure 2) Circumflex artery was
also originated from the aneurysm and had severe stenosis in ostial part. The patient was discussed
with cardiovascular surgery department and surgery was planned. The patient was refused the
operation and she was discharged without any problem.

Figure 1. Parasternal long axis (A) and apical five chamber view (B) of transthoracic echocardiography
showing cystic structure in left atrium. LA: left atrium, LV: left ventricle, RV: right ventricle.
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Figure 2. Computed tomography showing that coronary aneurysm was originating from left main coronary
artery and compressing to left atrium (A), left coronary angiography revealing that coronary aneurysm had
fistula with left atrium and circumflex artery was originating from the aneurysm (B). LA: left atrium RA:
right atrium, RV: right ventricle, A: aneurysm, Cx: circumflex artery.
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Sudden cardiac death due to an unruptured sinus Valsalva aneurysm

Abdullah Nabi Aslan', Murat Can Giiney?, Hact Ahmet Kasapkara?, Yakup Alsancak',
Serdal Bastug', Hiiseyin Ayhan?, Nihal Akar Bayram?, Engin Bozkurt®

'Department of Cardiology, Ankara Atatiirk Training and Research Hospital, Ankara
2Department of Cardiology, Yildirum Beyazit University Faculty of Medicine, Ankara

Sinus of Valsalva aneurysm (SVA) is an uncommon cardiac anomaly with a prevelance of 0.09% in
autopsy series. Acquired diseases or congenital defects affecting the aortic media may lead to the
aneurysm formation. Unless unruptured, SVAs are usually asymptomatic. If they became symp-
tomatic, unruptured SVAs may cause conduction disorders, syncope, ventricular dysfunction and
myocardial ischemia due to mechanical compression (3). On the other hand, sudden cardiac death
(SCD) caused by unruptured SVA is an extremely rare condition. We describe a 29-year-old male
patient who suffered from SCD due to acute inferior and right myocardial infarction (MI) caused
by mechanical compression of right coronary artery (RCA) by an aneurym of right sinus valsalva.
A 29 year old male patient, without any past medical history, suffered from out of hospital cardiac
arrest and admitted to our hospital. Past medical history obtained from the relatives of the patient
revealed an excellent health condition without any known diseases or drug abuse. The patient
had chest pain and dyspnea for two weeks and his symptoms were aggravated while he is taking
alcohol at night just before the cardiac arrest. After successful recuscitation in the emergency room,
spontaneous rythm was obtained and electrocardiogram revealed 60 bpm sinus rythm, ST elevation
of 2 mm in D2-D3 and aVF and right ventricular leads with reciprocal ST depression in D1 and
aVL leads (Figure la and 1b). There was no remarkable findings in physical examination. With
the diagnosis of acute inferior and right myocardial infarction (MI), we performed coronary angi-
ography after loading 300 mg aspirin and 180 mg ticagrelor. Catheterization of the left coronary
system revealed normal left main coronary, circumfiex and left anterior descending arteries (Figure
2a and 2b). Because we had difficulty in engaging the catheters at RCA ostium, aortography was
performed. At aortography RCA could not be visualized but aneurysmal dilatation of the right
sinus valsalva without aortic regurgitation was observed (Figure 2¢ and 2d). Despite our efforts
we failed to engage the cateter to the RCA ostium. During our effort to engage RCA, ventricular
fibrillation was seen and direct-current cardioversion was performed for many times. Moreover,
a transient cardiac pacemaker was inserted due to severe bradycardia. Meanwhile, cardiovascular
surgeons were consulted and urgent surgery was recommended for the patients. Before, chest X
ray was obtained (Figure 3). In addition, CT angiography was performed to confirm the diagnosis
and exclude aortic dissection. CT angiography revealed an unruptured right sinus of Valsalva of 47
x 49 mm diameter and total occlusion of the RCA (Figure 4). Heart team planned an urgent opera-
tion but cardiac arrest developed before transporting the patient to the operation room. Despite the
cardiopulmonary resuscitation patient couln not be redeemed.

Figure 1. Electrocardiogram of the patient a) 2 mm ST elevation in D2,D3 and aVF leads and reciprocal ST
depression in D1 and aVL leads (arrows), b) 2 mm ST elevation in right precordial leads (arrows).
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Figure 2. Coronary angiography images a) normal left main coronary and circumflex artery, b) normal
left anterior descending coronary artery, ¢) normal left sinus of Valsalva but dilated right sinus of Valsalva
(arrow), d) right sinus of Valsalva aneurysm (arrow).

Figure 3. Chest X-ray images a) completely normal mediastinum 4 years ago, b) the mediastinal dilatation
due to sinus valsalva and right atrial dilatation during admission to the hospital (white arrows).

el 4 -
Figure 4. Computed tomography angiography images a) right (white arrows) and left (black arrow) sinus
of Valsalva aneurysm, b) left main coronary artery (arrow), ¢) coronal view showing right sinus of Valsalva
aneurysm (arrows), d) axial view showing right sinus of Valsalva aneurysm (arrows).
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Akut miyokard infarktiisiine bagh kardiyak arrest sonrasi unutulan
yaklagim: Noroprotektif terapotik hipotermi

Abdullah (")zgelik, Yakup Alsancak, Mehmet Akif Diizenli

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

Giris: Hastane dig1 kardiyak arrestlerde mortalite orant %65-95 olup sag kalanlarda norolojik se-
kelsiz iyilesme orani ise %10-20 gibi diisiik diizeylerdedir. Digerlerinde ise norolojik tablonun
kotii seyretmesi ve buna bagl prognozun bozulmasi en 6nemli sorundur. Hipertermi arrest sonrast
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beklenilen bir durumdur ve nérolojik sonuglari kotiilestirmektedir. TerapGtik hipotermi standart
postresisiitasyon bakimla kombine edildiginde norolojik sonuglar: diizeltmektedir.

Vaka: Bilinen sistemik hastalig1 olmayan sigara kullanan 44 yasinda erkek hasta is yerinde ani
biling kaybi sonrasi, 112 tarafindan kardiyak arrest olarak bulunmug. 30 dakika CPR sonrasi kalp
ritmi saglanan ve acile getirilen hastanin bakilan elektrokardiyografisinin akut anterior miyokard
infarktiisii (MI) ile uyumlu olmasi nedeniyle yapilan acil koroner anjiyografide; LAD D1 sonrasi
%100 tikal1, yiiksek ¢ikislt OM1 %99 tromboze izlendi. LAD proksimal ve hasta sok tablosunda
oldugundan ayni seansta CX OMI lezyonuna ila¢ kapl stent implante edildi (Sekil 1). Yogun
bakima alian hasta mekanik ventilatore bagli,agrili uyarana yanit1 yoktu. Glasgow Koma Skoru
3 pupiller fisk dilate, beyin sapi refleksleri alinamiyor ve bilateral taban derisi refleksi yanitsizdi.
Istemsiz kasilmalar1 olan hastaya 24 saat sedasyon ve terapotik hipotermi planlandi. Hastamizda
akut MI tablosu olmasi ve yatak bagi bakilan ilk ekokardiyografide ejeksiyon fraksiyon %25 ol-
masi nedeniyle akciger ddemi tablosundan kaginmak maksadiyla eksternal sogutma uygulandi.
Hipoksik beyin a¢isindan nrolojinin 6nerileri dogrultusunda mannitol ve antiepileptik baslanarak,
bakilan beyin BT ve diffiizyon MR normal olarak degerlendirildi. EEG’si isekmik hipoksik ense-
falopati ve fokal epileptik aktivitenin varligiyla uyumluydu. 24 saatin sonunda kademeli olarak
isitilan ve sedasyonu kesilen hasta takibinde bilincin agilmaya baglamasi nedeniyle 48. saatinde
extiibe edildi. Takibinin 8. giiniinde hastanin bilinci yerinde, koopere, oryante, motor ve duyusal
muayenesi normaldi. Hastaya kardiyoloji, noroloji poliklinik kontrolii 6nerilerek ve kardiyak reha-
bilitasyon programi planlanarak taburcu edildi.

Sonug: CPR uygulandiktan sonra spontan dolagim saglanan hastalara, norolojik geri doniisiin ba-
sartll olmasini saglamak igin ilk 4-6 saat iginde viicut 1s1s1mn 32-34 °C’ye indirildigi ve hedef
istya ulagildiginda 12-24 saat bu diizeyde tutulmasina terapotik hipotermi denir. Hipoterminin
amaci diigiik viicut 1s1s1 saglayarak serebral 6dem, konviilziyon aktivitesi, metabolik talebi ve
bunlarla ilgili gelisecek komplikasyonlari azaltmaktadir.Bu etkileri gesitli mekanizmalarla gos-
termektedir (Sekil 2). Terapotik hipotermi uygulanabilecek hastalar ve kontrendikasyonlar dikkate
alinarak teadvi baglanmali (Sekil 3). Arrest sonrasi viicut 1sisinmn kontrolii miimkiin olan en kisa
slirede saglanmahdir. Bu vaka, kardiyak arrest sonrasi uzun siire CPR yapilan uygun hastalarda
genellikle ihmal edilen hipotermi tedavisinin etkinligini gostermesi bakimindan 6nemlidir.
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Sekil 1. Hasta segimi.

ISKEMIiK SEREBRAL KORUMA

* Aktifwe bazal selliler enerji gereksinimi 4
* Egeotokslk nbrotransmitter saknam 4

* Serbest oksijon radikal Gretim

* KBB stabilitesi T

* Penumbrada”iskemik depolarizasyon” b
* Hicreyl proteclizisten korur

* Watrofil infiltrasyonu }

* Sitokin ve lakatrien Gretimi L

Sekil 2. iskemik serebral koruma.

Sekil 3. LAD ve yiiksek obtus arterin iglem éncesi ve islem sonrasi gériiniimleri.
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Recurrent acute myocardial infarction and percutaneous coronary
intervention in a patient with thrombophilia

Hiiseyin Goksiiliik, Seving Aktiirk, Nil Ozyiincii, Hiiseyin Nazman, Yusuf Atmaca, Cetin Erol
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Factor V Leiden (FVL) mutation, associated with venous thromboembolism, is the most com-
mon hereditary thrombophilic disorder with 3-5% prevalence of heterozygous carriers. However,
there are several conflicting reports about the relevance between FVL and arterial thrombosis,
acute coronary syndrome, and intracardiac thrombosis. Intracardiac thrombosis (ICT) can be seen
secondary to cardiomyopathies, atrial fibrillation, myocardial infarction. Also, hereditary throm-
bophilias are the rare causes of this condition. Case presentation:We report a case of 35-year-old
male, with a history of recurrent deep venous thrombosis and pulmonary embolism (in 2011).One
month ago, he was admitted to our emergency department with chest pain. Primary percutane-
ous coronary intervention was performed and DES was implanted to the LAD (Figure 1,2).His
medical treatment was optimized with ticagrelor, acetyl salicylic acid and warfarin.Ticagrelor was
switched to clopidogrel.A few days after the control, he admitted to emergency department with
chest pain.Electrocardiyogram showed ST depression,T wave inversion and Q wave on anterior
leads.Coronary angiograph showed total thrombotic occlusion at the proximal of the stent.Balloon
angioplasty was performed, but there was no reflow, due to the over thrombus burden.Ticagrelor
(180 mg) was loaded during PCI and GplIb/ITIA antagonist (tirofiban) infusion was started.A bare
metal stent was implanted to the proximal lesion (Figure 3 .4).After mutiple intracoronary adminis-
tration of diltiazem nitroglycerin,adenosine, TIMI 2 flow was obtained.Due to hypotension (70/40
mmHg) intraaortic balloon pump was inserted.The transthoracic echocardiography was revealed
anterior, posterior, inferior and lateral wall motion abnormalities with left ventricular ejection frac-
tion (EF) of 40-45%. Left ventricular apical 3.5x4.8 cm thrombus were seen on the TTE (Figure
5).Thrombophilia parameters were showed to be resistant to activated protein C with 1.85 (normal
range: 2.61-3.32) and a heterozygote for factor V Leiden. Serum levels of protein S, C and anti-
thrombin IIT were normal.He was discharged with prolonged oral anticoagulation (coumadin) and
dual antiplatelet (aspirin and ticagrelor) therapy due to his thrombophilic tendency.DISCUSSION:
FVL is the most common known hereditary thrombophilia.Resistance to activated protein C is
caused by a mutation in factor V (factor V Leiden) that affect protein C cleavage.The thrombo-
genic effect increases with the prolongation of factor V activity.This causes venous thrombosis
and predisposing to arterial thrombosis. Heterozygote carriers of factor V Leiden mutation has an
increased acute myocardial infarction risk as high as 40% Factor V Leiden mutation was detected
as a probable cause of anterior AMI in our case. The main mechanism of AMI was excessive intra-
coronary thrombus formation rather than atherosclerotic stenosis in the LAD artery.

dha- |l !
Figure 1. A) Totally ocluded left anterior descending artery after diagonal branch at left — caudal position
(arrow) B) LAD after balloon angioplasty with excessive thrombus burden (thin arrows).

Figure 2. A) Left anterior d and stent inpl ion B) LAD after balloon

angioplasty at cranial position.

artery after
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Figure 3. A) Thrombot-
ic occlusion of the LAD
in stented segment at
left caudal position af-
ter second myocardial
infarction B) right cau-
dal position.

Figure 4. A) Coronary
angiography after mul-
tiple balloon angioplas-
ty to stent B) Final an-
giographic result after
stent implantation to
proksimal LAD.

Figure 5. A, B) Trans-

thoracic  echocardio-
graphic  visualization
of the Intracardiac

thrombus.
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Successful pregnancy of a mother having myocardial infarction and
delivery of a healthy newborn infant despite maternal radiation
exposure and use of category x medications in the first trimester

of pregnancy: A case report

Mustafa Celik', Erdogan S6kmen', Sinan Cemgil Ozbek!, Serkan Sivri',
Recep Karatas?, Pelin Kiligkaya*

'Department of Cardiology, Ahi Evran University Training and Research Hospital, Kirsehir
Department of Cardiology, S.B. Aksaray University Training and Research Hospital, Aksaray
3Department of Family Medicine, S.B. Istanbul Training and Research Hospital, Istanbul

A 39-year-old female patient was admitted to the emergency service with severe chest pain for
90 minutes. There was only tobacco use as cardiovascular disease rick factor. The physical ex-
amination revealed: the blood pressure, 110/70 mmhg; pulse, 88 beats/min; body temperature,
36°C; respirations, 19/min. The electrocardiography on admission depicted sinus rhythm with ST-
segment elevations in V1-V4 and L1-aVL, and reciprocal ST-segment depression in L2-3 and
aVF. Upon ascertaining the diagnosis of acute anteroseptal ST elevation myocardial infarction,
the initial medications including oral 300 mg ASA and 600 mg clopidogrel, and intravenous 0,3 cc
enoxaparin followed by 0,8 cc subcutaneous enoxaparin were administered. The patient was im-
mediately transferred to the cardiac catheterization lab. A 98% LAD stenosis after second diagonal
branch was detected in the coronary angiography. Due to highly thrombotic nature of the lesion,
an intracoronary bolus of tirofiban was administered followed by infusion in proper dosage. More-
over, the lesion was pre-dilated using a 2.5x20 mm balloon and then a 3x20 mm drug-eluting stent
was implanted, which yielded a TIMI 3 coronary flow. Post-procedural echocardiography revealed
a left ventricular ejection fraction (LV EF) 45% with akinesis of LV apex and hypokinesis of the
anterior septal and lateral LV walls. The patient was administered to coronary care unit and put on
a treatment including ASA 300 mg once daily, clopidogrel 75 mg once daily, subcutaneous enoxa-
parin 0,8 cc twice daily, atorvastatin 80 mg once daily, bisoprolol 10 mg once daily and ramipril 5
mg once daily during her 4-day hospital stay. 2 weeks after her discharge, she was admitted to ob-
stetrics and gynecology clinic with the suspicion of pregnancy. In her examination, she was found
out to be 5 weeks pregnant with beta hCG level to be 7613 mlU/ml. Accordingly, she was told to
terminate her pregnancy due to her recent myocardial infarction and the likelihood that maternal
radiation exposure during angiography and the antiagregant therapies along with her oral use of
statin and angiotensin-converting enzyme treatment might have affected the fetal development.
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Despite all risks, she made her decision in favor of continuation of the pregnancy. Furthermore,
with ramipril and atorvastatin treatments stopped, while ASA, clopidogrel and bisoprolol treat-
ments continued, she was asked to attend the clinic monthly for follow-up. In the 3rd month fol-
low-up, the patient’s LV EF was 50% with restored LV apical wall motion. Accordingly, bisoprolol
was discontinued, while ASA and clopidogrel were continued. In the 6th month follow-up, LV EF
was 56% with only mild anterior LV wall hypokinesis. At that time, clopidogrel was discontinued,
while ASA was continued. A cesarean delivery was performed with no complication at 38 week.
A thorough examination of the newborn infant showed no sign regarding congenital anomaly.
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Figure 1. Electrocardiography on admission.
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Figure 2. Elecrocardiography in the second post-procedure day.
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Figure 3. Electrocardiography recorded in the day of delivery.
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Cerrahi olarak koroner trombiis aspirasyonu yapilan nadir bir
ST yiikselmeli miyokart infaktiisii vakasi

Hiiseyin Goksiiliik', Hiiseyin Nazman', Evren Ozginar?, Omer Akyiirek',
Veysel Kutay Vurgun', Cetin Erol!

!Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
’Ankara Universitesi Tip Fakiiltesi, Kalp Damar Cerrahisi Anabilim Dali, Ankara

Girig: Miyokard infarktiisii ve kararsiz angina pektoris gibi akut koroner sendromlarda intrako-
roner trombiise (IKT) sikga rastlanmaktadir. IKT yiikii fazla olan hastalarda distal embolizasyon,
“no-reflow” fenomeni gelisme riski artmustir ve uzun dénemde restenoz gelisimi riskini de arttirir.
Ayrica perkiitan koroner girisim (PKG) (stent takilan yada takilmayan) sonrasinda tekrar tikanma
ve ST yiikselmeli MI gegirme riskini belirgin olarak artirir. Ayni zamanda akut koroner sendromlu
hastalardaki intrakoroner trombiis varligi perkiitan koroner girisim sonrasinda hastane ici ve 30
giinliik kardiyovaskiiler olaylarin ve mortalitenin bagimsiz 6ngordiiriiciisii olarak bildirilmistir.
Olgu: Bizim sunacagimiz vaka 61 yasinda bilinen hipertansiyon tanisi olan ve tipik gogiis agrisi ile
acil servise bagvuran erkek hastadir. Hastada ¢ekilen EKG’de prekordiyal derivasyonlarda ST seg-
ment elevasyonu saptanmast iizerine anterior MI 6n tanistyla anjiyografi laboratuvara alindi. islem
oncesi acil olarak yapilan transtorasik ekokardiyografide anterior (bazal, orta) ve apikal duvarda
hipokinezi saptanmig olup EF: %45 tespit edilmistir. Hastaya acil olarak KAG yapildi ve LAD
ortada trombotik tam tikali olarak izlendi (Sekil 1). Hastaya acil PTCA (2x20 mm balon, 12 atm)
yapildiktan sonra ortada dual LAD oldugu saptandi. Septalleri veren LAD de akim sagland1 (Sekil
2, 3) fakat diagonalleri veren LAD ye tekrarlayan PTCA yapilmasia ve intrakoroner tirofiban
yapilmasina ragmen distal akim saglanamadi (Sekil 4). Perkiitan trombiis aspirasyonu yapilmasina
ragmen distal akim saglanamadi. Hastanin gogiis agrist ve EKG de ST elevasyonu devam ettigi
ve hastanin hemodinamisi bozuldugu igin (TA:80/60 mmHG) acil CABG karari verildi. Hastaya
IABP takildiktan sonra acil sartlar altinda operasyona alindi. Islem esnasinda cerrahi olarak trom-
biis aspirasyonu yapildi (Sekil 5). Postop dénemde hasta hipotansif seyrettigi icin ECMO altinda
takip edildi.Takiplerinde hemodinamisi diizelen hasta ECMO’dan ayrild1. Sadece cerrahi trombiis
aspirasyonu yapilan takipte segmenter duvar hareket bozuklugu devam eden gogiisagrist olmayan
hasta medikal tedavisi diizenlenerek taburcu edildi.

Tartigma: Balon anjiyoplasti ve stentleme akut MI tedavisinde, giivenli ve etkili tedaviler olarak
kabul gormiis yontem olmakla birlikte iglem sirasi ve sonrasinda lezyon bolgesinde trombotik
tikanma sik karsilagilan durumlardandir. Intrakoroner trombiis varligi, distal embolizasyon ya da
no-reflow fenomeni nedeniyle, olumsuz sonuglarmmn bir gostergesi olarak goriilmektedir. Balon
anjiyoplasti veya stentleme Gncesi trombiis aspirasyonu ve distal embolizasyon i¢in mekanik bir
koruma cihazimin kullanilmas: gibi ¢esitli yontemler tanimlanmugtir. Literatiir incelemesi yapildi-
ginda 1 tane vakamiza benzer ancak RCA kaynakli trombiise cerrahi koroner trombiis aspirasyonu
yapilmustir. Bizim vakamizda perkiitan trombiis aspirasyonu yapilmasina ragmen distal akim sag-
lanamamas iizerine cerrahi aspirasyon yapilmigs ve hasta bu islemden fayda gérmiistiir.

-

Sekil 1. Koroner anjiyografide tam
tikali olan LAD.

Sekil 2. LAD yePTCA iglemi yapil-
masi.

Sekil 3. PTCA sonrasi septalleri veren
LAD de akim saglandi.
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Sekil 4. Tekrarlayan PTCA ve intrakoro-
ner tirofibana ragmen diagonalleri veren
LAD’de akimin saglanamamasi.

Sekil 5. Operasyon sirasinda trombiislerin ¢ikarilmasi.
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TAVI islemi esnasimda balon riiptiirii gelisen hastanin yonetimi
Sakir Arslan, Nermin Bayar, Isa Oner Yiiksel, Goksel Cagirci, Erkan Koklii
Antalya Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Antalya

Seksen sekiz yagindaki erkek hasta efor dispnesi yakinmasiyla klinigimize bagvurdu. Tetkiklerinde
ciddi aort darhig (aort kapak alani siireklilik denklemi ile 0.7 cm?) saptanan hastaya konsey karari
ile transkateter aort kapak replasmani (TAVI) yapilmasina karar verildi. Transozefageal ekokardi-
yografi ile 6l¢iilen aortik anulus ¢ap1 27mm olan hastaya ana femoral arterin 6mm ve tortiiéz olma-
st nedeniyle Edwards Saphien S3 kapak implantasyonuna karar verildi. Hastaya sedasyon altinda
girisim planlandi. islemden 6nce aort kok anjiyografisi yapildi, bu esnada desenden aortun belirgin
tortiioz ve yer yer kalsifik oldugu, asendan aortun horizontal oldugu gozlendi. Islem esnasinda Sa-
fari 2 guidewire iizerinden oncelikle balon predilatasyon yapildi. Balon dilatasyonu ile es zamanli
olarak yapilan opak enjeksiyonunda paravalvuler yetersizlik izlenmedi. 29 mm kapak delivery
sisteme yiiklenerek kasiktan ilerletilmeye baglandi. Kapak, sheathten ¢iktiktan sonra koaksiyel
olunamamasi nedeniyle sisteme zorlukla yiiklendi. Ancak nativ aort kapak diizeyine geldiginde
kapagin balon iizerinden 2-3 mm kadar siyrildig1 gozlendi. Hastanin hemodinamisi de goz 6niine
alinarak kapagin yerlestirilmesine devam edildi. Kapak uygun pozisyona getirilip implantasyon
i¢in balon sisirildiginde kapagin agilamadig1, balonun patlamis oldugu saptand: ($ekil 1, 2). Bunun
iizerine kapak delivery sisteme geri alindi, sheath ile beraber delivery sistem geri ¢ekildi. Hasta-
nin digina alman kapak yeni bir delivery sisteme yiiklendi. Ayni kasiktan yerlestirilen yeni sheath
icinden kapak tekrar gonderildi. Aort tortiiozitesi nedeniyle kapak daha yukar seviyede yiiklendi.
Bagarili olarak kapak implantasyonu sagland1. Komplikasyonsuz olarak islem sonlandirildi. TAVI
isleminin daha yaygin kullanimiyla birlikte farkli komplikasyonlara karsilagsma olasiligimiz arta-
caktir. Kapak implantasyonu esnasinda balonun riiptiire olmasi oldukga talihsiz bir durumdur. Bu
durum yogun kalsifikasyon veya tortiiozite nedeniyle olabilir. Tortiiozitenin fazla oldugu olgularda
daha sert tel kullanimu ile sorunun iistesinden gelinebilir. Bu olgularda komplikasyonun zamaninda
tespiti ve dogru yonetimi ile ayn1 kapagin bagarili olarak implantasyonu miimkiindiir.

Sekil 2. Delivery sistemde, iizerine kapak yerlestirilmig
olan balonun patlamis oldugu gériildii.

Sekil 1. Aortun belirgin tortiiéz oldugu
izlendi.
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Trans-subclavian transcatheter aortic valve implantation in a patient
with thoracic and abdominal multilayer flow modulator stents

Hasan Ar1, Mehmet Melek, Ahmet Tiitiincii, Sencer Camct, Selma Ar1, Alper Karakus,
Mustafa Kinik, Burcu Cavlan, Veysi Can, Berat Uguz, Gokhan Ozmen,
Kubra Doganay, Tahsin Bozat

Department of Cardiology, Bursa Yiiksek Ihtisas Training and Research Hospital, Bursa

Multilayer flow modulator (MLFM) stent is used in patients with complex thoracic and abdominal
aortic aneurysm. The MLFM is used especially in cases where large arteries such as the renal,
celiac artery feed from the aneurysmal sac. There isn’t a transcatheter aortic valve implantation
(TAVI) case report in patients with MLFM stent in literatiire. We report a TAVI case in which
patient the MLFM stent was implanted because of thoracoabdominal aneurysm.

Case: A 76-year-old male patient admitted to our clinic with complaints of fatigue and shortness
of breath. In the past of the patient; It was learned that an MLFM stent was implanted 3 years ago
due to thoraco-abdominal aortic aneurysm and 1 year ago another stent was added to this stent. It
was learned that the patient was operated on by sternotomy due to bullae in the lung 20 years ago.
The patient’s echocardiography showed severe aortic stenosis (gradient:74/42 mmHg) and moder-
ate aortic regurgitation. The ejection fraction was 55% and the pulmonary artery systolic pressure
was 60mmHg. Multislice CT showed multiple MLFM stents in the thoracic and abdominal aorta
without serious lesions in the coronary arteries (Figure 1, 2). The aortic annulus was calculated as
2.5 cm and left subclavian artery was calculated as >6 mm (Figure 3). The logistic euro score was
24% and the STS mortality or morbidity score was 27%. In the cardiology and cardiac surgeon’s
council, it was decided to perform the TAVI procedure to the patient. Because the MLFM stent was
in the thoracic abdominal region, it was decided to use the left subclavian region for TAVI proce-
dure. Procedure:The left subclavian artery was imaged and punctured using an 8F right guiding
catheter placed in the left femoral artery. Two proglides were inserted into the subclavian artery.
Also an 0.018 protection wire was inserted using the 8F right guding catheter placed in the left
femoral artery. An 8x40 mm peripheral balloon was delivered via a 0.018 catheter and parked in
the descending aorta. A guide pigtail catheter was inserted into the aortic anulus via the right radial
artery and the transient pacemaker was inserted into right ventricle via the right femoral vein. A 29
mm self-expandable valve (CoreValve) which delivered with a 14F catheter in the left subclavian
region was placed successfully with rapid pacing (Figure 4). The subclavian artery occluded with
proglides was checked and the procedure was terminated successfully without any complication
(Figure 5).

Conclusion: The TAVI procedure has been successfully performed via left subclavian artery in
a patient with a thoracoabdominal MLFM stent. Because the MLFM is a self-expandable and
soft-structured stent, it is obvious that the manipulations to be performed from this stent site may
damage the stent and may move the stent from its site. For this reason, alternative access routes
such as subclavian artery and carotid artery should be used in such cases.

L

Figure 1. Multiple MLFM stents in the
thoracic and abdominal aorta.

Figure 2. Multislice CT of coronary
arteries.
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Figure 3. Aortic annulus and left subclavian artery.
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Figure 5. Aortic valve and left subclavian artery control.

Figure 4. 29 mm self-expandable
valve implantation.
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Tavi sonrasi aciklanayan atesin nadir bir nedeni: Akut aortik
intramural hematom

Bihter Sentiirk, Ebru Ozpelit, Resit Yigit Yilancioglu, Oktay Ergene
Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Yetmis sekiz yasinda erkek hasta dispne sikayeti ile klinigimize basvurdu.Yapilan ekokardiyog-
rafisinde ciddi aort darligi saptandi (Transaortik gradient 89/54 mmhg, AVA: 0.6 cm?, EF %60,
SPAB: 65 mmHg) ileri yas ve ciddi kronik obstriktif akciger hastalig1 olan hastaya yiiksek cerra-
hi risk nedeniyle konseyde transkateter aortik kapak implantasyonu (TAVI) karari alind1.Hastaya
transfemoral yol ile 29 mm Evolut-R biporotez aortik kapak implante edildi. islemde komplikas-
yon olmadi,islemden 24 saat sonra hastada ates yakinmasi oldu.Kan parametrelerinde l6kositoz,
sedim, CRP yiiksekligi gozlendi.Fizik muayenesinde enfeksiyon odagina rastlanilmadi. Ardil kan
kiiltiirleri alindi. Kiiltiirlerde tireme olmadi. Enfeksiyon hastaliklarinca hastaya ampirik 1v dor-
diincii kugak sefalosporin tedavisi baglamldi. infektif endokardit yoniinden yapilan transtorasik
ekokardiyografide infektif endokarditle uyumlu goriiniime rastlanilmadi. Hastanin atesinin devam
etmesi iizerine enfeksiyon hastaliklari tedaviye vankomisin ekledi ve hastaya islem sonrasi 10.
giinde transosefajial ekokardiyografi yapildi. (TOE) Infektif endokarditle uyumlu olabilecek gérii-
niim saptanmadi ancak desendan aortada kresentik ekojenite, liimene protriide olan hareketli yap1
gozlendi (Sekil 1). Plak? intramural hematom ? olarak degerlendirildi. Hastanin TAVI oncesi yapi-
lan BT anjiosu tekrar degerlendirildi.Desendan aortada plak izlenmedi (Sekil 2a). Bunun iizerine
TOE goriintiisii akut aortik intramural hematom olarak degerlendirildi Taniy1 netlestirmek amach
BT anjiografi ¢ekildi ve intramural hematom tanis1 dogruland: (Sekil 2b). Literatiire baktigimizda
nedeni agiklanamayan atesli olgularinin etiyolojisinde akut-kronik diseksiyonlarin ve intramural
hematomun yer aldig1 goriildii. Olast mekanizmanin diseke aort duvari ve intramural hematom
bolgesindeki doku harabiyeti nedeniyle 16kositlerden salman endojen pirojenlerin olabilecegi ve
atesin genelde 2-3 hafta devam ettigi sonra kendiliginden sonlandig1 bildirilmis. Bizim olgumuzda
akut aortik intramural hematom tanisi diigiiniilmesiyle antibiyotik tedavisi sonlandirildi. ASA+
Klopidogrel+enoksaparin alan hastada ASA ve sc enoksaparin tedavisi kesildi.Bir hafta izlem son-
rasinda hastanin atesi, lokositozu diizeldi ve hasta sorunsuz taburcu edildi. Hastanin iglem sonrasi
3. ay kontrollerinde cekilen BT anjioda intramural hematomun kayboldugu goriildii (Sekil 2c)
Bu olgu akut aortik sendromlarin nedeni bilinmeyen ates ile ortaya ¢iktigi ilgi ¢ekici bir olgudur.
Benzer vakalarda akilda tutulmasi 6nerilmektedir.

Sekil 1. Desandan aorta intramural hematom, TOE
goriintiisii.
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Sekil 2. islem 6ncesi, iglem sonrasi, postop 3. ay, BT anjio gériintiileri.
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Pregabalin ve ketiapin kombinasyonu, uzun QT sonrasinda
ventrikiiler fibrilasyon

Zafer Yalim
S.B. Yozgat Sehir Hastanesi, Kardiyoloji Klinigi, Yozgat

Ventrikiiler repolarizasyonun olagan digi uzamasini gosteren bu durum, miyosit i¢ine K akigin-
daki artma sonucu ya da gecikmis Na akimi nedeniyle olusur. QT araligini uzun olup olmadigini
belirlemek icin Bazett formiilii kullanilarak diizeltilmis QT (QTc) hesaplanir. Erkekler 440 ms ve
kadinlarda 460 ms degerleri asilmasi halinde anormal uzamis QTc kabul edilir. QTc degeri 550
ms olan bir hasta, 450 ms olan bir hastaya gore %63 oraninda daha yiiksek kardiyak olay riski
oldugu tahmin edilmektedir. Bizim vakamizda; Gykiisiinde koroner arter hastaligi ve diyabetes
mellitus varlig1 bilinen 55 yaginda bayan hasta acil servise tekrarlayan senkop sikayeti ile bagvur-
du. Hastanin acil servisde ¢ekilen EKG ‘de nodal ritim varhigi ve uzun QTc izlendi ve gegici pace
maker ile hasta koroner yogun bakima izlem amaciyla yatirildi. Hastanin senkop sirasinda ¢ekilen
EKG’de ventrikiiler fibrilasyon gelisdigi izlendi. Kardiyoversiyon sonrasi ¢ekilen EKG’ de siniis
ritmi ve QT siiresinin 550 msn oldugu goriildii. Bradikardik seyreden hastanin beta blokor tedavi
ile birlikte depresyon ve diyabetik noropati nedeniyle almis oldugu pregabalin ve ketiapin tedavisi
kesildi. Hastanin takiplerinde QTc siiresi normale geriledigi goriildii. Edinsel uzun QTc nedenleri
arasindan genellikle ilaclar (kardiyak ya da antidepresenlar vs.) veya elektrolit dengesizligi bulun-
maktadir. Diyabetik noropati ve depresyon tedavisinde sik kullanilan bu ilaglarin beraber alinmast
durumunda, 6liimciil aritmilere yol agabilecegi tilmiistiir. QTc uzamasmna neden olabilecegi
litaratiirde bildirilen pregabalin ve ketiapin tedavisi kombinasyonunun daha dikkatli kullanilmasi
gerekmektedir. Bu ilaglarin kullamimi sirasinda mutlaka kardiyoloji konsiiltasyonu istenmeli ve
hastalar kardiyoloji hekimi tarafindan da takip edilmelidir.
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Sekil 2. Uzun QT (QTc 550 msn) araligi izlenen EKG goriintiisii.
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Electrical storm in 1schemic cardiomyopathy treated with epicardial
catheter ablation in the presence of left ventricular thrombus

Firdevs Aysenur Ekizler, Bahar Tekin Tak, Habibe Kafes, Funda Ozlem Karabulut,
Ozcan Ozeke, Firat Ozcan, Serkan Cay, Serkan Topaloglu, Dursun Aras

Department of Cardiology, Ankara Tiirkiye Yiiksek Ihtisas Hospital, Ankara

Introduction: There are only limited data available as to safety and efficacy of catheter mapping
and ablation of ventricular tachycardia (VT) in the presence of left ventricular (LV) thrombus.
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Case presentation: A 61-year-old male patient admitted to hospital for the management of severe
electrical storm (ES). The patient experienced multiple appropriate shocks. He had experienced
an anterior myocardial infarction(MI) and subsequently underwent a failed percutanous coronary
intervention 3 years ago. The systolic function of the left ventricle was severely impaired. The ICD
was implanted 2 years ago for primary prevention. He underwent endocardial catheter ablation
of drug refractory sustained VT 1 year ago. He was on chronic oral amiodarone and mexiletine
theraphy. When presenting with ES, 12-lead ECG showed monomorphic VT (Figure 1). Because
of frequent VT episodes and failure of antiarrhythmic therapy, catheter ablation of VT was planned.
LV thrombus was diagnosed by preprocedural transthorasic echocardiography (TTE). He had pro-
truding, large, apical, partial-organised thrombus on TTE (Figure 2). His TTE 2 months before the
admission showed no Iv thrombus. As the ECG-guided morphological analysis of the arrhythmia
was convenient with an epicardial origin (pseudodelta wave and wide QRS complexes) of the ar-
rhythmia and unknown timing and nonwell-organised apperance of LV thrombus, epicardial abla-
tion was decided to perform. VT could be successfully treated by catheter ablation via subxiphoidal
pericardial approach. During more than 3 months of follow-up, patient had no symptoms and
monthly ICD interrogations have not recorded any ventricular arrhythmic events.

Discussion: Endocardial versus epicardial approach of catheter ablation depends on the location of
the arrhythmia substrate, which varies with the type of the underlying disease. Sustained VT in the
presence of coronary artery disease is most often the result of prior MI. Arrhythmogenic substrate
in patients after MI is predominantly located endocardially. Generally, an epicardial approach is
performed in17-19% of VT ablation procedures (16% for ischemic cardiomyopathy). Data on VT
ablation in the setting of LV thrombus are limited. Endocardial ablation of VT in the presence of
well-organised intracavitary LV thrombus is feasible and is associated with a similar success rate
to historical studies in patients without thrombus. Epicardial approach could be an option for pa-
tients who have intra-ventricular thrombi, especially epicardial VT is suspected. But, the reported
complication rates associated with epicardial ablation range from 0.6 to 4.1%.

Conclusion: In patients with life-threatening drug refractory VT or ES, the presence of a left
ventricular thrombus represents a difficult clinical scenario. Thus an individual approach is advis-
able and considering both benefits and potential risks of catheter ablation methods is necessary.

Figure 1. Twelve-lead ECG showing a monomorphic
ventricular tachycardia (VT).

Figure 2. TTE, apical 4-chamber view of LV
thrombus.

Figure 3. Electroanatomical mapping with CARTO.
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Coronary sinus stenosis due to suturing during mitral valve surgery
and successful left ventricular lead implantation

Ismail Polat Canbolat, Ozgur Kaplan, Sabri Demircan
Department of Cardiology, Istanbul Bilim University Faculty of Medicine, Istanbul

Cardiac resynchronization therapy (CRT) is a device therapy leading to improved cardiac func-
tions and survival in heart failure patients. Stenosis and occlusion in coronary sinus (CS) can lead
to unsuccessful left ventricular lead implantation despite technological improvements. Surgical
epicardial lead implantation and coronary vein angioplasty and stenting are options for ideal LV
lead implantation. Here, we report our case with CS stenosis due to suturing of CS during mitral
valve replacement and successful coronary vein angioplasty. Our patient was 56 years old female
admitting to our outpatient clinic with dispnea. She had mechanical mitral valve replacement 3
months ago due to severe rheumatic mitral regurgitation. Her symptoms worsened after surgery.
Her functional capacity was NYHA-3. She had left bundle brunch block on electrocardiography.
Transthoracic echocardiography showed depressed ejection fraction %22. We planned to implant
CRT-D. Coronary siniis angiography was performed. Lateral vein was thin and had subtotal oc-
clusion in the proximal segment. Posterolateral vein had 2 side brunches and both had proximally
occlusions. Lateral brunch of posterolateral vein was targeted for left ventricular lead implantation.
0.0015-inch guidewire hardly passed through lateral brunch but lead could not pass. We used Inner
catheter to give us better support and used Fielder wires, but LV lead could not be implanted. We
planned CS angioplasty due to lack of other optional veins for LV lead implantation. Baloon angio-
plasty was performed with 2,5X15 mm baloon starting from mid segment to the ostium of lateral
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brunch. During inflating baloon, we saw proximal and mid segment of lateral brunch was sewed.
LV lead could not be inserted after highly inflated baloon attemptions. A bigger non-compliant
baloon was selected and inflated with higher pressures and longer dilatation times. Lateral brunch
occlusion resolved. LV lead was implanted after successful CS angioplasty.

Figure 1. Coronary sinus angiography. Figure 2. Lateral brunch stenosis due to stitches.

Figure 3. CS successful angioplasty with NC
baloon.

Figure 4. LV lead implantation.
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Familial hypercholesterolemia patient: determined coronary plaque
in real time 2D and 3D transthoracic echocardiography

Mustafa Yildiz', Dogac Oksen', Gkiozde Moumin', Bengisu Keskin',
Okay Abaci', Nazire Baskurt Aladag?

!Department of Cardiology, Istanbul University Institute of Cardiology, Istanbul
Department of Internal Diseases, Kartal Dr. Liitfi Kirdar Training and Research Hospital, Istanbul

Introduction: Familial hypercholesterolemia (FH) is an autosomal dominant hereditary disease,
arised with mutations in the low density lipoprotein (LDL) receptor. Mostly heterozygous forms
diagnosed in adults are seen which have one mutated allele inherited from diseased parent. Ho-
mozygous form with two mutated alleles is rare and diagnosed in childhood. The incidence of
FH in most populations is approximately 1/500 persons. FH patients mostly diagnosed in adult
ages characterized by life threatening complications such as atherosclerosis and plaque formation,
which predominantly affects proximal portion of coronary arteries. Patients have high mortality
rates due to early cardiac events.

Case: A 23 year - old woman was consulted to cardiology clinic with hypercholesterolemia and
multiple tendinous xanthomas. The patient’s mother had a history of sudden death with unknown
reason at younger age and her sister is also diagnosed with hypercholesterolemia. Dermatological
examination revealed extensive and multiple tuberous xanthomas along the achilles tendon, extensor
tendons of elbows and knees (Figure 1). Her hematological parameters and urea, creatinine, liver
function tests, thyroid function tests were normal. Laboratory investigations of lipid profile was pre-
sented in Table 1. Calcification around the right coronary artery ostium and stenosis in the proximal
portion was noted at her 3-D and 2-D echocardiographic examination (Figure 2). Coronary angiog-
raphy documented 70% stenosis in the ostium of right coronary artery and medical treatment was
recommended (Figure 3). Ramipril 5 mg, aspirin 100 mg, metoprolol 25 mg, rosuvastatin 40 mg and
ezetimib 10 mg per day subscribed. During the 3 months of follow up she has not any symptoms. On
the account of 350 mg/dl LDL levels inspite of 3 months dual antihyperlipidemic therapy, proprotein
convertase subtilisin/kexin type 9 (PCSK9) inhibitor (Alirocumab) was prescribed.

Discussion: Coronary angiography is the gold standard for detection of the coronary artery steno-
sis, however, in some patients with high quality of transthoracic echocardiographic view, 3D echo-
cardiography permits evaluating proximal portions of left main coronary artery and right coronary
artery with sufficient sensitivity and specificity values. Genetic tests to determine FH can be useful,
however due to increased costs these are not routinly applicable. Xanthomas are pathognomic for
FH, also it is suggested that size of xanthomas are directly related with the severity of athero-
sclerosis and correlated with duration of hypercholesterolemia. Monoclonal antibodies againgst
PCSKO9 reduce plasma PCSK9 concentration and enhance hepatic LDL receptor function, through
this an extra 40-60% reduction in LDL can be obtained. Many of the patients reach targeted LDL
levels but there is not enough data whether these drugs also prevent from cardiovascular diseases.
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Figure 1. (A) Xanthomas along the achiles tendon and extensor side of elbow. (B) Xanthomas along the
achiles tendon and extensor side of elbow.

Figure 2. (A) 3D and 2D Echocardiographic view of osteal stenosis in right coronary artery and aortic
valve sclerosis. (B) 3D and 2D Echocardiographic view of osteal sten in right coronary artery and
aortic valve sclerosis. (C) 3D and 2D Echocardiographic view of osteal stenosis in right coronary artery and
aortic valve sclerosis. (D) 3D and 2D Echocardiographic view of osteal stenosis in right coronary artery
and aortic valve sclerosis.

Figure 3. (A) Coronary Angiography; %70 stenosis at the ostium of right coronary artery. (B) Coronary
Angiography; %70 stenosis at the ostium of right coronary artery.

Table 1. Lipid levels at admission and after 3 months rosuvas-
tatin 40 mg, ezetimibe 10 mg medication are noted in the table
Lipid Paramaters Initial After 3 months

Tatal Cholesteral (rmg/dl) 702 432

LDL (mgsdL) 626 182
DL {ma/dL) 46 45
Triglycerides {mg/dL) 147 97
LDL/HOL 136 83
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Valve conduit detachment plus persistent patent shunt with right
heart failure long time after cabrol procedure: a case report and
review of the literature

Suat Gérmel', Uygar Cagdas Yiiksel', Murat Celik', Erkan Yildirim', Cem Bargin',
Yal¢in Gokoglan', Hasan Kutsi Kabul', Baris Bugan?, Kubilay Karabacak?®, Salim Yagar*

'Department of Cardiology, Giilhane Training and Research Hospital, Ankara
2Department of Cardiology, Corlu State Hospital, Tekirdag

‘Department of Cardiovascular Surgery, Giilhane Training and Research Hospital, Ankara
“Department of Cardiology, Etimesgut Military Hospital, Ankara

The etiology of ascending aortic aneurysms is mostly multifactorial including increasing age,
hypertension, atherosclerosis, genetics, tobacco use, and connective tissue disorders. Risk factor
reduction of aortic aneurysms is an important goal either treatment along with medical therapy
or various surgical options. A 61-year-old man presented without any complaints for routine car-
diology control. The patient was hospitalised for right heart failure 6 months before with severe
lower-extremity edema and excessive weight gain. In 1997, he had undergone a modified Cabrol
operation including a Cabrol fistula with use of a composite valve graft for recurrent severe aortic
insufficiency associated with markedly dilated sinuses of Valsalva and aortic annulus. The Cabrol
operation is preferred for reoperations and in c: of extensively calcified aneurysmal aortas, dis-
section extending into the coronary ostia, and low-lying coronary ostia in which mobilization of the
coronary ostial buttons to the ascending aortic graft would result in tension. Low rates of long-term
complications after Cabrol procedure are coronary insuffiency resulting from kinking of graft limbs,
acute thrombosis of the arterial limbs of the Dacron conduit, detachment of the prosthetic valve,
endocarditis and patent Cabrol Shunts. In conclusion, our case shows a surgical complication of an
ascending aortic aneurysm. Although most Cabrol shunts will close within the first postoperative
week, symptomatic patients should be monitored for signs suggesting continued patency of the
shunt, and all patients should have frequent follow-up. Our patient demonstrated a small shunt
which was able to be conservatively treated, although some cases may require further surgery.

Figure 1. Computed Tomographic
Scan - Patent Cabrol Fistula.

Figure 2. TTE Parasternal Long Figure 3. TTE Parasternal
Axis - Aortic Detachment View. Short Axis - Aortic Detach-
ment View.
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Characterization of microvascular injury after acute ST elevation
myocardial infarction: a cardiac MRI case report

Ahmet Demirkiran, Quirine Kolff, Maarten Van Leeuwen, Ramon Van Loon,
Albert Van Rossum, Niels Van Royen, Robin Nijveldt

Department of Cardiology, VU University Medical Center, Amsterdam

Introduction: Microvascular injury (MVI) is a combination of microvascular obstruction and in-
tramyocardial hemorrhage, usually seen after reperfusion of prolonged coronary occlusion due to
damage and dysfunction of the microvasculature. Accurate detection of MVI is of great impor-
tance, since it has been identified as an independent predictor of poor prognostic outcome follow-
ing myocardial infarction. We present a case that illustrates how cardiac MRI with different mo-
dalities plays an important role in visualization and identifying actual size of MVI and infarct area.
Case: A 45-years-old male with history of smoking presented to the coronary care unit, 7 hours
after onset of chest pain. On admission, blood pressure was 110/70mmHg with a pulse rate of 96/
min, electrocardiography showed ST segment elevation in the inferior leads. Primary percutaneous
intervention (PCI) with stenting was performed in the proximal and mid circumflex artery, with
normal post procedural TIMI flow. Cardiovascular Magnetic Resonance (CMR) was performed 3
days after admission to assess cardiac function and infarct characterization on a clinical 1.5T MR
system. First, established techniques were used. Volumetric analysis of the cine images (panel A)
revealed an LVEDV of 174mL and LVEF of 48%. T2 STIR imaging showed a well demarcated
area of high signal intensity consistent with myocardial edema with an attenuated signal in the
infarct core suggesting intramyocardial hemorrhage.(B) After administration of gadolinium-based
contrast agent, the late enhancement images confirmed the previous findings, with delayed wash-
out of contrast in the infarcted myocardium (white arrow), normal wash-out in remote (asterisk),
and lack of contrast diffusion into the infarct core (blue arrow) due to the injured microvasculature.
(C). Recent developments in CMR sequences provide the ability to further characterize the in-
farcted area. T2 mapping was used to quantify the extent of edema which demonstrated long T2
relaxation time in the infarcted myocardium (82+1.9ms); a shorter T2 relaxation time was found
in the core which could not be discriminated from remote (54+2.9ms versus 52+2.4ms).(D) Thus,
T2* imaging was used to confirm the presence of MVI in the infarct core, by measuring a very
short T2* relaxation time of Sms(E), indicative of iron deposition due to degradation of hemoglo-
bin. Additionally, pre-contrast T1 mapping showed normal T1 values in remote myocardium with
long T1 relaxation times in the infarcted myocardium due to the increased extracellular space and
myocardial injury, and shorter T1 values in the core due to hemorrhage .(F)

Conclusion: CMR is an established technique to evaluate patients after acute myocardial infarc-
tion. Using traditional sequences, function, edema and infarct size can be measured. However, the
newer tissue mapping techniques provide incremental value, by quantification and discrimination
of the different areas of myocardial injury.
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Figure 1. CMR acquisitions at the mid short axis level through infarct core.
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A case of immiinoglobulin G4 related periarteritis together with
multiple tumorous lesions of the coronary arteries

Nazli Turan', Miige irem Akbulut', Seda Tiirkan Tan Kiirklii', Aysegiil Giirsoy Coruh?,
Cetin Kayhan Atasoy?, irem Dinger

'Department of Cardiology, Ankara University Faculty of Medicine, Ankara
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Introduction: Immunoglobulin (Ig) G4 related disease is a novel clinical entity characterized by
diffuse lymphoplasmacytic infiltrates and presence of abundant IgG4-positive plasma cells with
extensive fibrosis. It is frequently associated with tumoral lesions and elevated serum IgG4 con-
centrations. Immunoglobulin G4 related disease can affect various organs, but mostly the glandular
or ductal tissues. It rarely affects the heart. In this case, we report a patient with multiple Ig G4
related tumorous lesions of the coronary arteries.

Case: A 82-year old man was referred to our hospital with anorexia, unintended weight loss and
muscle aches.A transthoracic echocardiograhphy (TTE) was performed and revealed preserved left
ventricular systolic function and a mass behind the left atrium. A thoracic computed tomography
(CT) was performed with a prediagnosis of malignancy. The CT revealed three seperate tumorous
lesions around the right coronary artery, left anterior descending artery and circumflex artery, ex-
tending along these arteries. The radiographic appearance of the lesions were not compatible with
malignancy. No pathological involvement was found in favour of malignancy on PET imaging.
Serum Ig G4 level was >1.47 g/l (reference range 0.039-0.86 g/1). Then, we started oral cortico-
steroid therapy with prednisone at a dose of 0.5-0.6 mg/kg/day. The dose was gradually tapered
over a period of six months.After 6 months of corticosteroid therapy, the CT study was repeated
and showed a partial response with a reduction in the size of the perivascular soft mass around the
coronary arteries. Serum Ig G4 level also showed a decline after the theraphy.No adverse event has
been observed during the medical follow-up.

Discussion: IgG4 related disease was first described in pancreas as type 1 auto-immune pancre-
atitis, and subsequently was reported in every organ system. IgG4-related systemic disease can be
manifested as periarteritis, often as inflammatory abdominal aortic aneurysm.Histopathological
examination is the gold standard for the diagnosis of IgG4-RD because clinical manifestations as
well as serological findings are largely non-specific. In our case,we did not have a histopathologi-
cal sample, due to the complexity of the location of the lesions.Also, our patient did not have an
indication for surgery, unlike other reported cases of I[gG4-RD periarteritis. We made the diagnosis
by radiological and serological methods (eg; eleveted serume 1G4 levels). According to the diag-
nostic criteria for IG4-R, our case was in the “possible diagnosis” arm. Generally the corticosteroid
therapy should be applied for 6-12 months. In the reported cases of IG-G4 RD cardiovasculer
involvement is quite rare our case is one of them.By presenting this rare case we pointed the impor-
tance of treatment response;including a reduction in the lesion dimensions and IG-G4 levels, and
the most important clinical healing without having exact histopathological diagnose.

Figure 1. The mass near the pulmonary arteries.

Figure 3. Oblique axial contrast-enhanced CT shows focal masses around the coronary arteries sug-
gesting periarterial fibrosclerosis,before and after treatment.
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Acute mesenteric infarction and aortic intramural haematoma in a
patient with nonvalvular atrial fibrillation

Nuri Kose', Tamer Kirat', Gokhan Ergiin?, ibrahim Altun?, Fatih Akin?
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2Department of Cardiology, Mugla Sitki Kogman University Training and Research Hospital, Mugla

Introduction: Thromboembolism is a severe complication in atrial fibrillation. In this article, we
present a nonvalvular chronic atrial fibrillation case with a thrombus in the left atrial appendix, who
developed acute mesenteric infarction due to migration of that thrombus to superior mesenteric
artery and concomittant ascending aorta hematoma under 2 months of effective oral anticoagulant
therapy.

Case: A 66-year-old woman with chronic atrial fibrillation was seen in the cardiology outpatient
unit. Transthoracic echocardiography revealed mild mitral and tricuspid regurgitation, moderately
dilated both atria with a left ventricular ejection fraction of 50%. In addition, a fixed ball type
thrombus with a size of 8x12 mm in the LAA was detected in the parasternal short axis view (Fig
1A). Ascending aorta was mildly dilated (43 mm). Oral warfarin treatment was started and the
international normalized ratio (INR) were regularly controlled within a good therapeutic window.
Two months later, the patient presented to the emergency department with an acute onset of severe
colic abdominal pain, nausea, vomiting and diarrhea that had lasted for two days. The physical
examination revealed diffuse abdominal tenderness without defence or rebound and hypoactive
bowel sounds. Multiple air-fluid levels were detected in the erect plain abdominal radiograph. The
thrombus in the LAA was seen to dissappear in the transthoracic echocardiography. Moreover,
8 mm sized IMH which starts at the level of sinus valsalva, runs along 4 cm to the tubular aorta
and wraps the aortic lumen as a semilunar without any intimal flap was seen in the transthoracic
echocardiography (Fig 1B).The diameter of ascending aorta was 43 mm and no flap was seen in the
conventional aortography. Due to the IMH, mild luminal narrowing could be seen in the proximal
ascending aorta (Fig 2A). Superior mesenteric artery was suboccluded with a luminal defect con-
sistent with thrombus in the mid portion in the mesenteric artery angiography (Fig 2B). The IMH
was medically followed-up. In the general surgery consultation, surgical treatment was decided
to be carried out for acute mesenteric infarction. Laparotomy revealed widespread necrosis and
some nonnecrotic but severe ischemic areas in all of the small intestines. Total resection of small
intestines that started 20 cm away from the Treitz ligament, left hemicolectomy and end to side
anostomosis were performed. Nevertheless, the patient died from recurrent intestinal hemorrhage
and progressive sepsis on the fourth operation day.

Conclusion: Anticoagulant therapy in patients with an atrial fibrillation may facilitate bleeding of
the aorta wall and migration of left atrial appendix thrombus. To our best knowledge, this is the

first case who had acute mesenteric embolism despite effective oral anticoagulant therapy with
concomittant aortic IMH in the literature.

Figure 1. (A) LA thrombus is seen in
LAA (white arrow) in the parasternal
short axis view in the transthoracic
echocardiography. (B) Cresentric IMH
is seen in the proximal ascending aorta
in the parastenal short axis view in the
transthoracic echocardiography. LA:
Left atrium, LAA: Left atrial append-
age, ASC AORT: ascending aort, PA:
main pulmonary artery, IMH: Intramu-
ral hematoma.

Figure 2. (A) Mild straight luminal
defect due to the IMH (arrrow) in the
proximal ascending aorta is seen in the
aortography. (B) Thrombus that cause
subtotal occlusion in the mid superior
mesenteric artery (arrow) is seen in an-
giography.
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A very rare case report: cardiac amyloid regression after autologous
stem cell transplantation
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Introduction: Diagnosis of amyloidosis relies on clinical awareness of and suspicion for the dis-
ease, clinical features, blood and tissue analysis, and positive findings on biopsy. In patients with
AL amyloidosis, serum and/or urine immunofixation generally reveals a monoclonal gammopathy.
Measurement of serum free kappa and lambda light chains demonstrates an excess of either kappa
or lambda in greater than 90% of cases of AL amyloidosis and is a very useful test for monitoring
response to therapy.

Case report: A 57- year-old woman had refered to the emergency service with right upper abdo-
men pain in 2013. Following examination acute cholecystitis had been diagnosed. After, laparo-
scopic cholecystectomy pathology of choledoch had been reported as primary amyloidosis. For
searching the reason of amyloidosis bone marrow biopsy had been performed to the patient. It had
resulted in multiply myeloma. After that she had been given chemotherapy drugs in the haematol-
ogy clinic. Because of dyspnoea and pretibial oedema symptoms, she consulted our cardiology de-
partment. Transthoracic echocardiography(TTE) was performed in our clinic. TTE demonstrated
cardiac amyloidosis with severe tricuspid regurgitation. Cardiac transplantation was approved by
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Cardiology Board after performing the bone marrow transplantation. Low dose ACE inhibitor and
low dose beta blocker treatment was given to her. And also, oral diuretic was given once a day.
Then after bone marrow transplantation, control TTE was performed. TTE demonstrated regres-
sion of cardiac amyloidosis. Tricuspid regurgitation has regressed from severe to mild and cardiac
contraction has improved. And also, her symptoms have improved and her exercise capacity has
increased. As a result cardiology board decided to cancel the cardiac transplantation.

Discussion: High-dose chemotherapy with autologous stem cell transplantation is generally poor-
ly tolerated in patients with cardiac amyloidosis, but bortezomib-based regimens have proved to
have great promise in rapidly controlling the underlying plasma cell dyscrasia and stabilizing the
patient. Long-term survival is increasingly common. In many patients, normalization of serum
free light chains is associated with significant improvement in heart failure despite the apparently
unchanged appearance on echocardiography, most likely because of removal of the cardio toxic
effects of the amyloid precursor. But this case report indicated cardiac amyloid regression after
autologous stem cell transplantation (bone marrow transplantation). It is the first time that cardiac
amyloid regression has been observed. There are some data for discontinued progression of cardiac
amyloid but neither recovery nor regression has been displayed. For this reason, our case report is
a rare presentation of cardiac amyloidosis.

Figure 1. Amyloid regression and mild tricuspid
regurgitation.

Figure 2. Amyloidosis with severe tricuspid re-
gurgitation.
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An unusual complication of lead extraction
Ahmet Korkmaz, Bekir Demirtas, Ozgiil Ugar Elalmig, Deniz Sahin, Mehmet fleri, Umit Giiray
Department of Cardiology, Ankara Numune Training and Research Hospital, Ankara

Introduction: A 53-years-old man with Brugada syndrome presented with inappropriate shocks
due to abnormal sensing and noise detection on the ventricular lead of his implantable cardioverter
defibrillator (ICD). He received an ICD for primary prophylaxis 3 years prior to current presenta-
tion. The passive fixation ventricular lead was planned to be removed due to lead fracture.
Material and methods: The lead extraction was performed in supine position under local anes-
thesia and light sedation with floroscopy guidance, via the left subclavian vein. The pre-procedural
transthoracic echocardiogram (TTE) was unremarkable. The pacemaker pocket was opened and
the pulse generator disconnected from the lead. The lead were then dissected toward the subclavian
vein and the insertion pins clipped using a lead clipper. Next, a locking stylet was advanced upto
the tip of the electrode in the RV lead and deployed. The integrity of the lead-locking stylet as-
sembly was ascertained by gentle traction. Mild traction force was applied to the locking stylet to
straighten the alignment of the lead and the dilating sheath.The next generation in mechanical lead
extraction TightRail™ Spectranetics system with firm steady traction the lead could be mobilized
from the right ventricular apex and removed. Remnants of fibrous tissue previously surrounding
the lead were on the removed material (Figure 1).

Results: As soon as the RV lead was removed sudden hypotension and tachycardia occurred in
the patient. TTE revealed a mobile thin fibrillary echogenic structure in right chambers and also
compression of the right cardiac chambers were observed, confirming the diagnosis of cardiac
tamponade. Pericardiocentesis was urgently performed and the hemopericardium quickly evacu-
ated. A 5-Fr pigtail catheter was left in the pericardial space for continuous drainage. Drainage
gradually decreased after 24 h. The draining catheter was removed after 4 days when TTE and
transesophageal echocardiography (TEE) confirmed persistence of floating long highly mobile thin
fibrillary echogenic structure which extending from superior vena cava-right atrium (Figure 2-4)
and prolabing right ventricle and only minimal pericardial effusion. However, the net drop in com-
plete blood count did not require blood transfusion (hemoglobin dropped from 13.1 g/l to 10.5 g/lI;
platelets dropped from 310x109/1 to 201x109/1). Multi-detector computed tomography (MDCT)
angiography showed similar TTE and TEE findings and no pulmonary embolism. The condition of
the patient remained stable during the rest of the hospital stay and he was discharged on the nineth
hospital day, after echocardiography confirmed minimal residual pericardial effusion. At the 1 year
follow-up, the clinical course was uneventful and echocardiographic findings remained the same.
Conclusions: To our knowledge, this is the first reported case of ventricular or atrial endomyocar-
dial tissue tear after transvenous lead extraction that was identified by echocardiography.

Figure 1. Remnants of the fibrous tissue pre-
viously surrounding the lead on the removed
material.

Figure 2. Transesophageal echocardiography bicaval
plane revealing mobile tissue extending from the luman
of vena cava superior into right atrial cavity.
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Figure 3. Transthoracic echocardiography reveal-
ing mobile tissue extending from the right atrium
to right ventricle.

Figure 4. Transthoracic echocardiography reveal-
ing mobile tissue extending from the right atrium
to right ventricle.
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Three dimensional echocardiography in a patient with challenging
case: quadricuspid aortic valve

Sinan Varol', Rifat Yildirim', Serkan Ketenciler?, Gokmen Kum!', Kamil Giilsen',
Fahrettin Katkat', Ertugrul Okuyan'
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Introduction: Quadricuspid aortic valve is rare. It causes aortic regurgitation and left ventricular
enlargement. Accurate diagnosis of structural aortic disease may be challenging on patients with
poor echocardiographic views.

Case: 57 year old female with dyspnea on exertion and fatigue, and NYHA III functional capac-
ity was referred to our clinic. She had a history of moderate aortic regurgitation due to rheumatic
disease. Her physical exam revealed 3/6 early diastolic murmur along left sternal border. Blood
pressure was 125/60 mmHg and heart rate was 96 BPM. Bilateral pulmonary sounds were nor-
mal. Electrocardiography were suggestive of left ventricular hypertrophy and presence of left axis.
Blood tests were normal. Transthoracic echocardiogram revealed severe aortic regurgitation. The
aortic valve structure was not compatible with rheumatic disease, and mitral valve was not affect-
ed. Because poor acoustic windows, transesophageal echocardiogram was suboptimal for accurate
diagnosis. Three dimensional (3D) echocardiogram revealed quadricuspid aortic valve with one of
cusps were smaller than others. Coaptation defect of cusps and anatomy were optimally seen. The
patient had undergone surgical aortic valve replacement. Specimen of aortic valve showed accurate
same structure with 3D model. She was discharged on postop day 5.

0S-84

Accessory LAD taking origin from left sinus of valsalva. A previously
undefined coronary anomaly: Type X Dual LAD?

Abdi Bozkurt, Caglar Emre Cagliyan, Bugra Karaarslan
Department of Cardiology, Cukurova University Faculty of Medicine, Adana

‘We have performed coronary angiography to a 55-year old male patient with complaints of CCS
2-3 angina in our catheter laboratory. There were critical stenotic lesions in proximal left anterior
descending (LAD) and proximal left circumflex (LCX) arteries (Figure 1 A&B). We have im-
planted drug eluting stents to the aforementioned lesions. At the time of LAD stent implantation,
we have recognized another LAD silhouette running parallel to the LAD vessel we perform inter-
vention to (Figure 3 A, white arrow). We selectively engaged our guiding catheter to the accessory
LAD and performed angiography (Figure 1 D). Branching of LAD and LCX arteries via different
origins with absence of left main coronary artery (LMCA) is a fairly frequent coronary anomaly
observed during coronary angiography. However, this case is absolutely different from separately
originating LAD and LCX anomaly. In our case, the patient has a normal LMCA giving rise to
LAD and LCX arteries. The LAD part originating from LMCA is giving rise to first diagonal
branch and some septal arteries. The rest of the LAD artery is originating directly from left sinus
of valsalva and giving the rest of the septal branches. We think this case may be an interesting dual
LAD anomaly, which has not been defined before.

Figure 1.
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Di ion: Quadricuspid aortic valve is a rare variant of abnormal development of semilunar
valves. The reported incidence is 0.008% in autopsy series, 0.043% by two dimensional transtho-
racic echocardiography and 1% of those posted for aortic valve surgery. However, being a rare
anomaly the actual incidence is underreported. With advances in cardiac imaging, more cases are
being reported.

Conclusion: Quadricuspid aortic valve is rare congenital cardiac disorder. Diagnosis may be chal-
lenging. 3D Echocardiography may help accurate diagnosis and assessment of the patients.

Figure 1.01-Qc-AR. 1. Severe aortic regurgitation.

Figure 2. 02-Qc-2D-Subopt. 2. Poor 2D image of
aortic valve.

Figure 4. 04-Qc-Specimen. 4. Quadricuspid structure of aortic valve specimen.
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Carney complex: myxoma with multisystem involvement
ilkin Guliyev, Mehmet Dogan, Hilal Erken Pamukcu, Mert Aker, Sadik Agikel
Department of Cardiology, S.B. Digkapt Yildirum Beyazit Training and Research Hospital, Ankara

Introduction: Cardiac myxoma is the most frequent primary cardiac tumor. Most myxomas are
seen sporadically but rarely they can be the part of familial syndromes (Carney complex or non
syndromic familial myxomas) which constitute 7% of all myxomas. The Carney complex is an
autosomal dominant syndrome which is associated with multiple neoplasies (cardiac, cutaneous,
mammary), cutaneous pigmentation, endocrine overactivity, testicular tumors and schwannomas.
Here, we report a case of a 25-year-old man with left atrial myxoma, skin pigmentation, surrenal
and testicular mass and and familiy history of myxoma operations.

Case Report: 25 year-old male patient was admitted to outpatient clinic with the complaint of
exertional dyspnea and orthopnea lasting for 3 months. He was otherwise healthy except smoking.
He had familial history of myxoma operations for his father and aunt. On his cardiac examination,
apical 1-2/6 systolic murmur was oscultated. Pulmonary sounds were normal. Multiple nevi were
observed on his face and chest (Figure 1a/1b). Moreover he had abdominal distention and mild
lower extremity edema. His blood pressure was 130/80 mmHg and heart rate was 125 bpm. On
transthoracic echocardiography, ejection fraction was normal, mild-moderate mitral regurgitation,
moderate tricuspid regurgitation, pulmonary hypertension (estimated systolic pulmonary artery
pressure was 95 mmHg) and 35X65 mm myxoma arising from left atrium were revealed (Figure
2a/2b, video 1-2). Subsequently transeosefageal echocardiography was performed. 48X35x35 mm
mass was prolapsed to the left ventricle during the diastole and it was seated between left atrial
appendix and mitral annulus (Figure 3a/3b, video 3). Although mitral valve structure was normal,
moderate-severe mitral regurgitation directed to interatrial septum was revealed. In order to in-
vestigate the congenital association, abdominal CT and pelvic MRI were planned. Right surrenal
22x20 mm peripheral calcific mass and right testicular 21x11x12 mm calcific mass were detected
(Figure 4a/4b). The patient went to successfull cardiac surgery for left atrial myxoma (Figure 5).
Postoperative transthoracic echocardiography revealed that, mitral regurgitation was improved to
mild degree, pulmonary pressure was measured as 45 mmHg. After 3 months control, his symp-
toms were significantly improved (NYHA class 1-2).

Discussion: In our case, familial cardiac myxoma operations history and associated skin nevi were
directed us to search a familial syndrome. When we detected testicular and surrenal tumors, Carney
complex diagnosis was established. Even most cardiologists discount skin nevi, this case demon-
strates that if they combine with cardiac myxoma, multisystem congenital involvement should be
investigated. Moreover due to familial myxomas have high rates of recurrence, life-long periodi-
cally echocardiogaphic examinations and other family members screening should be kept in mind.

Figure 1. (A) Blue nevus, efelid. (B) Lentigo.

Figure 4. (A) Pelvic MR: testicular mass. (B) Abdominal CT: Surrenal mass.
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Figure 5. Cardiac surgery.

0S-88

Syncope and right-sided heart failure due to right ventricular
outflow tract obstruction by giant sinus of Valsalva aneurysm

Umut Kocabas', Giizin Zekican?, Giilgiin Vaiz?, Naciye Ozbek?, Cenk Conkbayir?

'Department of Cardiology, Edremit State Hospital, Balikesir
Department of Cardiology, Lefkosa State Hospital, Lefkosa, Kibris

A 73-year-old man presented to emergency department with symptoms of shortness of breath, pe-
ripheral oedema and syncope. His previous medical history revealed hypertension and physical ex-
amination was significant for an elevated jugular venous pressure and peripheral oedema. Cardiac
auscultation revealed a systolic murmur at the 2nd left intercostal space. Transthoracic and transo-
esophageal echocardiography showed a large right sinus of Valsalva aneurysm (SVA) protruding
into the right ventricular outflow tract with systolic gradients of 78 mmHg (Panel A-C), dilated right
ventricle and atrium with right ventricular systolic dysfunction (Panel D), flattening of the inter-
ventricular septum (D-shaped left ventricle) due to significant right ventricular overload (Panel E),
moderate aortic regurgitation and moderate tricuspid regurgitation. An aortography demonstrated
the presence of giant, unruptured right SVA originating from right coronary cusp (Panel F). The
patient underwent repair of the sinus of Valsalva and aortic valve replacement and discharged from
the hospital without any complications. Sinus of Valsalva aneurysm usually remains asymptomatic,
except ruptured or aneurysm is large enough to cause right ventricular outflow tract obstruction. In
this case report, we described a 73-year-old man with syncope and right-sided heart failure due to
right ventricular outflow tract obstruction by giant, unruptured sinus of Valsalva aneurysm.

Figure 1. Transoesophageal echocardiography demonstrating a large right sinus of Valsalva aneurysm
protruding into the right ventricular outflow tract (RVOT) in the short axis view (Panel A-B), transtho-
racic echocardiography showing RVOT obstruction in the parasternal short axis view on continuous wave
Doppler (Panel C), transthoracic echocardiography showing dilated right ventricle and atrium in the api-
cal-4-chamber view (Panel D) and D-shaped left ventricle in the parasternal short axis view (Panel E),
aortography demonstrating a giant right sinus of Valsalva aneurysm (Panel F) (LA: left atrium, RA: right
atrium, LV: left ventricle, RV: right ventricle, IAS: interatrial septum, IVS: interventricular septum, TV: tri-
cuspid valve, NCC: non-coroner cusp, LCC: left-coroner cusp; SVA: sinus of Valsalva aneurysm, AO: aort).

0S-89

Three dimensional transthoracic echocardiographic and magnetic
resonance imaging of a cardiac hydatid cyst in an asymptomatic
patient

Volkan Emren', Selcen Yakar Tiiliice', Aykan Celik', Ersin Cagri Simgek?

!Department of Cardiology, Izmir Katip Celebi University Atatiirk Training and Research
Hospital, Izmir

2Department of Cardiology, Izmir Tepecik Training and Research Hospital, Izmir

46 year old male patient diagnosed with renal and liver hydatid cyst was referred to the cardiology
outpatient clinic due to a suspicion of cardiac cyst hydatic in tomography. He was asymptomatic

in terms of cardiovascular system. In his physical examination, cardiovascular sound was normal,
pulse was rhythmic and palpable. On his electrocardiogram, rhythm was sinus and normal. Trans-
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thoracic echocardiography examination revealed 60% ejection fraction, moderate aortic and mitral
insufficiency. On apical two chamber view there was a hypo echoic, well-circumscribed cardiac
mass with 34x37 mm in diameter, consistent with hydatid cyst and localized at atriyoventricular sul-
cus in left ventricle (Figure 1). To confirm the diagnosis cardiac magnetic resonance was performed
which showed a encapsulized, heterogenic, well-circumscribed, 45x36x45 mm cardiac mass which
is consistent with hydatic cyst, closed to the left main and circumflexed artery (figure 2). Patient
was referred to cardiovascular surgery for the excision of cardiac cyst. Before the surgery coronary
angiography and aortagraphy was performed which revealed severe aortic insufficiency with critical
stenosis in right coronary artery (RCA) left anterior descending (LAD), and circumflex artery (CX).
Then the cardiac hydatic cyst was removed by surgery concomitantly by-pass surgery with saphe-
nous graft -CX, RCA, diagonal artery and left internal mammarian artery- LAD coronary artery
anastomosis, mitral repair and benthal operation (composite graft replacement of the aortic valve,
aortic root and ascending aorta, with re-implantation of RCA and left main coronary arteries). Pa-
tients was succefuslly recovered after operation. He has been followed in outpatient clinic and treat-
ed with albendazole. Cardiac hydatid cyst is a rare complication of hydatid cyst infestation which is
seen 0.5-2% of affected patients. Cardiac hydatid cyst can cause many complications including left
ventricular outlet flow obstruction, acute coronary syndrome, cardiac arrhythmias, pericardial effu-
sion and pericarditis. Echocardiography is the most sensitive and specific tool to diagnose hydatid
cysts in terms of location, size, and the presence of scolices and calculate the pressure on the vital
parts of the heart. Another available important tool of investigation is cardiac MR imaging, for a bet-
ter demarcation and lineation of the cyst. Removal of cysts through open-heart surgery is crucial for
patient survival. Albendazole or mebendazole twice a day treatment is reccommended after surgery.

Figure 1. Magnetic resonance imaging of cardiac cyst hydatid. Yellow arrow demonstrated
the localizatin of hydatid cyst.

Figure 2. Three dimensional echocardiographic view of cardiac hydatid cyst which is
located at latriyoventicular sulcus in left ventricle (yellow arrow).

0S-91

Hipertrofi mi birikim mi?
Habibe Kafes, Bahar Tekin Tak, Firdevs Aysenur Ekizler, Hasan Can Konte, Omag Tiifekgioglu
Ankara Tiirkiye Yiiksek Ihtisas Hastanesi, Kardiyoloji Klinigi, Ankara

Kirk yaginda bayan hasta 9 aydir baglayan nefes darlig1, cabuk yorulma, bacaklarda sisme sikayeti
ile klinigimize bagvurdu. Bagvuru aninda tansiyon 95/60 mmHg, nabiz 98/dk, periferik 6dem ve
bilateral orta zona kadar solunum sesleri azalmisti. PA akciger grafisinde bilateral belirgin plevral
eflizyon (Sekil 1), elektrokardiyografisinde siniis ritmi, 1.AV blok, intraventrikiiler ileti gecikmesi
mevcuttu (Sekil 2). Renal fonksiyonlari orta derecede bozulmus (kreatinin 1.92 mg/dl, iire 52 mg/
dl), NT-proBNP 22759 pg/ml (<125), troponin T 0.109 ng/ml (<0.03), albiimin 4.2 gr/dl idi, 24
saatlik idrarda proteiniiri yoktu. Dis merkezde hipertrofik kardiyomiyopati (KMP) tanis1 konan
hastanin tekrarlanan transtorasik ekokardiyografisinde (TTE) sol ve sag ventrikiil duvarlari hipert-
rofik, sol ventrikiil (LV) diyastol sonu ¢ap1 3.6 cm, ejeksiyon fraksiyonu alt sinirda (%40), mitral
ve trikiispit kapaklar kaba ve kalin, interatrial septum kalin goriiniimde (Sekil 3), transmitral akim
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paterni restriktif dolum ile uyumlu (Sekil 4), doku Doppler E’ septal ve lateral velositeleri 4cm/
sn (Sekil 5), inferior vena kava genis ve solunumsal degiskenligi azalmis olarak bulundu. Hipert-
rofinin ayiricr tanisini yapmak i¢in LV global straini 6l¢iildii. Restriktif KMP diisiiniilen hastanin
yapilan LV global longitudinal strain( GLS) goriintiilemesinde apikal bolgenin korundugu, bazal
segmentlerin daha fazla etkilendigi GLS nin azaldig1 izlendi ve kardiyak amiloidoz diistinildii
(Sekil 6). Sol g6z kapaginda (rakun gozii-Sekil 7) ve gévde 6n yiiz cildinde purpurik lezyonlari, alt
dudak mukozasinda ekimotik morumsu lezyonlari vardi (Sekil 8). Alinan cilt biyopsilerinde kongo
kirmizisi ve kristal viyolet ile pozitif boyanma izlendi. Serum immunofiksasyon elektroforezinde
Ig G lambda monoklonal gamapati bulundu. Bacak agrilari nedeniyle yapilan EMG’de duysal lifle-
rin 6n planda etkilendigi polinoropati saptandi. Kardiyak AL amiloidoz diisiiniilen hastaya tan1 i¢in
kemik iligi biyopsisi planlandi. Ancak kalp yetmezliginde kotiilesme nedeniyle tan1 asamasinda
exitus oldu. Kardiyak tutulum es sik primer AL amiloidozda goriilmektedir. Prognoz; kardiyak tu-
tulumun yaygmligina baglidir ve kalp yetmezligi gelismesi kotii prognoz gostergesidir. Genellikle
LV hipertrofisi ile uyumsuz olarak EKG’de diisiik voltaj saptanir, ancak vakamizda oldugu gibi
His Purkinje liflerinde tutuluma bagl ileti defektleri ve blok da goriilebilir. Nedeni agiklanamayan
direngli kalp yetmezligi ve restriktif KMP bulgular ile bagvuran kisilerde amiloidoz tanisi akla
gelmelidir. Erken tani tedaviye yanit i¢in 6nemlidir. Sol ventrikiil hipertrofisine veya duvar kalin-
Iiginda artisa yol acan patolojik durumlart (HT, kapak hastaliklari, hipertrofik KMP, Fabry hasta-
1l1g1, amiloidoz) ayirt etmede LV global longitudinal strain Sl¢iimleri kolayca ayirt edici, dogru ve
tekrarlanabilir 6l¢iimlere olanak saglayan nemli bir goriintiileme yontemidir ve klinik pratikte bu
amagla kullanilmasi akilda tutulmalidir.

Sekil 1. PA akciger grafisi.

Sekil 5. Doku Doppler bulgulari. Sekil 6. Sol ventrikiil longitudinal straini.

i

Sekil 7. G6z kapaginda ekimoz.

Sekil 8. Agiz ici ekimotik lezyon
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OPS-001

Transvalvular implantation of an implantable cardioverter-
defibrilator in a patient with a bioprosthetic tricuspid valve

Orgun Ciftci, Ersin Doganézii, Afag Ozyildiz, Keremcan Yilmaz, ilyas Atar, Mehmet Biilent Ozin
Department of Cardiology, Baskent University Faculty of Medicine, Ankara

Introduction: Implantable cardioverter-defibrillators (ICD) are life-saving devices in patients with
reduced ejection fraction or a history of sudden cardiac death. In patients with prostethic tricuspid
valve, right ventricular apical placement of ICD lead may cause malfunction of prosthetic tricus-
pid valves. In this paper we report an old lady with tricuspid valve bioprosthesis and a history
of cardiac arrest in whom an ICD lead was passed through the tricuspid valve bioprosthesis and
successfully placed in the right ventricular apex without resultant tricuspid valve malfunction.
Case Report: A 61-year-old woman with a history of mechanical aortic valve replacement (1991),
mechanical mitral valve replacement (2001), bioprosthetic tricuspid valve replacement (2014), and
hypothyroidism presented 3 months after having a sudden resuscitated cardiac arrest. She later had
one more episode of ventricular arrhythmia, and was then advided to have an ICD implanted. The
ICD lead (ENDOTAK RELIANCETM, Boston Sceintific) was entered from the left subclavian
vein and implanted to the right ventricular apex after passing through the tricuspid valve biopros-
thesisin the anteroposterior and right anterior oblique views (Figure 1); following that, tricuspid
bioprosthetic valve function and degree of regurgitation was checked by echocardiography and no
increase in tricuspid regugitation or stenosis was observed (Figure 2). A repeat echocardiography
after the procedure agian revealed no severe tricuspid regugittion and stenosis, and an ECG showed
sinus rhythm. In conclusion, unlike mechanical prostheses, bioprostheses in tricuspid position do
not form a major contrindication for passing ICD leads, especially in patients with multiple previ-
ous thoracotomies in whom a repeat thoracotomy is not feasible for epicardial lead implantation.

Figure 1. Anteroposterior (AP) (a) and right anterior oblique (RAO) 30° views of the ICD lead. The biopr-
sothesis is hardly visible in the AP view but can be clearly seen in the RAO view (arrow).

Figure 2. Echocardiographic views of the tricuspid bioprosthesis before and after the implantation of
the ICD lead. Note that, compared to the preimplant examination (a), tricuspid regurgitation was not in-
creasedafter the implantation of the ICD lead (b).

OPS-002

Sildenafil induced ventricular tachycardia in a healthy man
Mevliit Serdar Kuyumcu, Sefa Unal, Mehmet Alagoz
Department of Cardiology, Ankara Tiirkiye Yiiksek ihtisas Hospital, Ankara

A 65 year-old previously healthy man with no cardiovascular risk factors such as smoking, hyper-
tension, hyperlipidemia and diabetes, had admitted to our emergency department by paramedics
via ambulance. There was no history of cardiopulmonary symptoms and no family history of heart
disease or sudden death. Patient felt dizzy, had palpitation and chest pain. Electrocardiography
showed ventricular tachycardia with a frequency of 234 bpm (Figure 1). Blood pressure was
105/60 mmHg. Patient stated that he has taken 200 mg Sildenafil before admission to the hospital
and he was not taking any other drugs. He told that he used Sildenafil for the first time. After
electrical cardioversion and converted to sinus rhythm, he immediately underwent coronary angi-
ography and we saw only antherosclerotic plaques on left anterior descending coronary artery and
right coronary artery. Blood tests were within normal range. His chest x-ray and echocardiography
was unremarkable. We implanted prophylactic implantable cardioverter defibrillator (ICD) to the
patient and suggested not to use Sildenafile citrate. Sildenafil is the one of the most commonly
used drugs over the world for erectyle dysfunction treatment. In the past few years, a growing
number of studies have reported that this lethal arrhythmia led to sudden cardiac death in many
middleaged men treated with sildenafil citrate 1,2,3 4. Sildenafil citrate induces a dosedependent
block of the rapid component of the delayed rectifier potassium current is according to Geelen
and colleagues. Same study reported that class IIT antiarrhythmic drugs and sildenafil citrate have
similar actions 5. Swissa and colleueges showed that mixed usage of nitric oxide and sildenafil
citrate causes rised ventricular tachycardia / fibrillation vulnerability in righ ventricle of pig heart
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6. Despite the evidences which shows the arrhythmogenic effects of sildenafil citrate, some stud-
ies showed contradictory results. Kaya and colleueges reported that Sildenafil does not effect QT
dynamic properties 7. Vardi and colleagues found that Sildenafil does not increase rate of ven-
tricular arrhythmias in man who has erectile dysfunction and cardiovascular disease 8. Also Nagy
and colleagues showed that sildenafil reduces arrhythmia severity during ischemia in dogs 9. Our
patient was admitted to our clinic with ventricular tachycardia even though he had no cardiac risk
and he has taken Sildenafil for the first time in his life. In our opinion Sildenafil usage increased
ventricular arrhythmia vulnerability and caused ventricular tachycardia.

OPS-003

Could palmoplantar keratoderma be associated with wolf parkinson
white syndrome?

Fulya Avci Demir
Department of Cardiology, Elmal: State Hospital, Antalya

Introduction: Diffuse hereditary palmoplantar keratoderma(PPK) is a skin disorder that affects
most of the palms and soles and are caused by a genetic abnormality. Several family members
may be affected. Some types of keratoderma are associated with arythmias and cardiomyopa-
thy. Naxos disease, a syndrome of autosomal recessive arrhythmogenic right ventricular dyspla-
sia (ARVD), skin disorder, and woolly hair is caused by a mutation in the gene for plakoglobin.
Carvajal syndrome a syndrome of recessive mutation in the gene for desmoplakin is characterized
by dilated cardiomyopathy of left ventricle, striate palmoplantar keratoderma and woolly hair.
Both plakoglobin and desmoplakin are components of desmosome. Desmosomes are major cell
adhesion junctions prominent in the epidermis and cardiac tissue that are important for rigidity
and strength of cells.

Case: This is a case of a 28 year old man who admitted to the cardiology department with pal-
pitation and presyncope. His history revealed palmoplantar keratoderma which had been present
since the age of 3 year and had progressively worsened during the years. The clinical examination
revealed a very thick, yellow hyperkeratosis over the pressure areas of the patient’s palms and soles
(Figure 1). His electrocardiogram showed short PR interval, delta wave and wide QRS complexe.
(Figure 2) Transthoracic echocardiography (TTE) revealed a normal right ventricle without region-
al wall motion abnormalities or aneurysmatic dilation, a normal left ventricle, and no significant
valvular defects or pulmonary hypertension. Cause of his symptoms and presyncope episodes he
was directed for electrophysiological study. When we asked about his family history about PPK,
we learned his sister also has the same disease. She was asymptomatic. Her physical examination,
ECG and TTE was totally normal. 24 hour ambulatuary ECG was recorded on her and we detected
intermittan short PR interval and delta wave, but no tachycardia episode.

Conclusion: For cases with woolly hair and palmoplantar keratoderma, the physician should pro-
vide a cardiac assessment, considering Naxos, Carvajal disease associated with cardiomyopathy.
When an early diagnosis is made, the life expectancy may be increased by treatment of heart failure
and arrhythmias; also, genetic counseling should be performed. In literature result of genetic anal-
ysis of some cases with PPK suggest the existence of other causative genes and/or other putative
sites in desmoplakin/plakoglobin encoding genes than those recently published. This case is first in
literature. We are just curious about if there is any relationship between PPK and Wolf Parkinson
White Disease or this is a coincidence.

Figure 1. Short PR interval, delta wave and wide QRS complex seen on patients 12-lead electrocardiogram.

Figure 2. Hyperkeratosis over the pressure areas of the patient’s palms and soles.
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OPS-005

Reversable third - degree atrioventricular block induced
by mirtazapine: a case report

Dogac Oksen, Mert Sarilar, Gursu Demirci, Gkiozde Moumin, Inci Firatli
Department of Cardiology, Istanbul University Institute of Cardiology, Istanbul

Introduction: Major depression is one of the most common pshychiatric disorder in general pop-
ulation. Oral antidepressants are used for medical therapy that becomes more popular nowadays.
The medical therapy brings some cardiovascular complications among patients. Mirtazapine is a
drug which blocks central presynaptic autoreceptors and heteroreceptors and increases noradrena-
line and serotonin at synaptic area. 5-HT2A receptor blockage enhances dopamine neurotransmis-
sion in central nervous system. Mirtazapine is commonly used in anxiolytic, hypnotic, anti-emetic
and appetite stimulant therapy. This is the first case report declares a reversible second and third
degree atrioventricular (AV) block caused by conventional dose of mirtazapine which was pre-
scribed for major depression.

Case: A 60 year old woman who has hypertension and anxiety disorder developed dizziness and
presyncope at admission. Mirtazapine was prescribed 8 months ago in psychiatry department. She
was admitted to emergency room with these symptoms and her electrocardiogram was revealed
second degree mobitz type 2 atrioventricular block at 50 beats per minute (Figure 1). The CBC and
other biochemistry profile were normal. She did not have any history of eating poisonous honey
(andromedotoxine). A transthoracic echocardiogram revealed enlargement of left atrium (4.50 cm)
and mitral ring calcification with normal LVEF. Coronary angiography was performed and non he-
modynamically significant coronary artery disease was found out. Intermittant third degree atrio-
ventricular block, the longest one had 8.4 seconds, was seen in her rhythm holter records (Figure
2). We thought that the Mirtazapine was causative etiology, so drug was discontinued. By the 7th
day of medication discontinuation, all symptoms had resolved and electrocardiogram had returned
to sinus rhythm (Figure 3). During the six months follow up, she did not experience any symptoms.
Discussion: Mirtazapine is widely used especially in the treatment of resistent depression and
nutrition disorders. Mirtazapine is not related with significant electrocardiographic changes mostly,
its mild anticholinergic activity may cause ventricular extrasystoles. According to the literature,
atrioventricular conduction defect caused by mirtazapine has never been reported before. The anti-
depressant drugs should be choosen usually upon to mechanism of actions, also cardiovascular side
effects should be considered. Further studies were needed to figure out whether Mirtazapine has an
effect on atrioventricular node. Before attempting any permanent pacemaker implantation for AV
block, Mirtazapine should be discontinuated for a while that depends on elimination of the drug.

Figure 1. Second degree Mobitz type 2 atrioventricular block Arrows represent P wave.

Figure 2. Third degree AV block in rhythm holter record. Arrows represent P wave.

Figure 3. Normal sinus rhythm.

OPS-009

The first case at litarature: Ventricular tachycardia after
Zuclopenthixol Decanoate (Clopixol® Depot) used at the
treatment of psychotic illnesses

Emre Ozdemir, Mustafa Karaca, Mehmet Serdar Bayata, Enis Behcet Agirdict
Department of Cardiology, Izmir Atatiirk Training and Research Hospital, Izmir

Drugs can induce arrhythmia by creating reentry, ventricular after potentials or exaggerating the
slope of phase 4. These may or may not be symptomatic, sustained or non-sustained and have vari-
able ECG appearances: monomorphic or polymorphic, bidirectional, torsades de pointes. Zuclo-
penthixol exerts its antipsychotic action by blocking post synaptic dopamine receptor in the limbic
system. It is a potent antagonist of D1 and D2 receptors. Zuclopenthixol also has high affinity for
alphal-adrenergic and 5-HT2 receptors. As other drugs belonging to the therapeutic class of anti-
psychotics, QT prolongation by zuclopenthixol do not defined. This is first drug induced VT case at
literature which was developed a after zuclopenthixol decanoate (Clopixol® Depot ) IM injection.
A 64 year old male patient was admitted to the emergency department with complaints of palpita-
tion, chest pain, feeling dizzies and presyncope. ECG records showed ventricular tachycardia of
169 beats per minute. In the emergency department ventricular tachycardia (VT), which rapidly
changed to sinus rhythmia with using amiodarone infusion with the dosage of 5 mg/kg in the form
of a short term infusion within 30 minutes. The QTc value of the patient was evaluated as 460 ms in
ECG.LVEF:%50 with septal paradoxic movement, minimal pericardial effusion, sistolic pulmoner
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arterial pressure:40 mmHg, mild mitral insufficiency, mild tricuspit insufficiency had found when
transthoracic echocardiograpy performed, coronary angiography performed and plaques on coro-
nary arteries had been found. After 4-day coronary intansive care unit follow-up no arhythmic re-
currens determinated and patient was discharged without any symptoms. Patient rejected EPS. As
with other drugs belonging to the therapeutic class of antipsychotics, zuclopenthixol may cause QT
prolongation but not defined. Persistently prolonged QT intervals may increase the risk of malig-
nant arrhythmias. Therefore, zuclopenthixol should be used with caution in susceptible individuals
(with hypokalaemia, hypomagnesaemia or genetic predisposition) and in patients with a history of
cardiovascular disorders, e.g. QT prolongation, significant bradycardia (< 50 beats per minute), re-
cent acute myocardial infarction, decompensated heartfailure, or cardiac arrhythmia. Concomitant
treatment with other antipsychotics should be avoided. On litaraturel researh about zuclopenthixol
decanoate (Clopixol® Depot ) cardiac advers events are <%1 chest pain and very rarely palpita-
tion. Naranjo Adverse Drug Reaction (ADR) probability scale performed for patient and 5 points
found as result (events judged as probable if Naranjo ADR probability scale score of >4), that
means probably VT had been because of zuclopenthixol decanoate.But there is no evidence on
litaratur records VT due to zuclopenthixol decanoate usage. Otherwise there are strong evidences
with other typical antipsicotic medicals can cause ventriculer arythmy and sudden cardiac death.

C
Figure 1. ECG A: ECG record in intensive care unit follow-up, ECG B: ECG record in emergency depart-
ment after amiodorone infusion,ECG C: First ECG record on admittion to emergency department.

OPS-010

Lead yer degistirmeleri ile karakterize REEL, TWIDDLER ve
RATCHET sendromlari: 4 Olguluk vaka sunumu

Emre Ozdemir', Mustafa Karaca', Ersin Cagr1 Simsek?, Dogac Caglar Giirbiiz',
Mehmet Serdar Bayata'

!Izmir Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Izmir

2fzmir Tepecik Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Izmir

Lead yer degistirmesi nadir goriilen ancak dnemli klinik sonuglar dogurabilen bir komplikasyon-
dur. Twiddler sendromu ve Reel sendromu sirasiyla bataryanin uzun eksen ve yatay eksen boyunca
donmesi sonucu leadlerin yer degistirmesi olarak tanimlanmigtir. Ratchet sendromu ise leadin sa-
bitleyici sleeve boyunca ileri-geri haraket ile yer degistirmesi sonrasi olusan mekanizmaya sahiptir
Burada lead yer degistirme gelisen 4 farkli olguyu sunduk.

Olgu-1: Yetmis sekiz yasinda kadin, iskemik kardiyomiyopati zemininde dokiimente VT sonrasi
sol subklavyen venin okliide olmasi nedeni ile sag subklavyen venden VVI ICD takilmis. 6 ay
sonraki pil kontroliinde, R wave de azalma, ventrikiiler pacing esikte artig saptandi. Telekardi-
yografisinde elektrodun pil cebine toplandig1, svc coilin subklaviyen vene kadar geri geldigi an-
cak bataryanin normal pozisyonunda oldugu goriildii. Bunun iizerine cep tekrar agildi sabitleyici
sleeve’in leadi gevsek kavradigini goriilmesi tizerine elektrot serbestlestirildi, fonksiyonlari nor-
mal oldugundan emin olunduktan sonra repoze edildi.

Olgu 2: Yetmis dort yas kadin hastaya dig merkezde non-iskemik dilate kmp nedeniyle 4 ay 6nce
CRT-D takilmis. Hastanin kalp yetmezligi semptomlarinda artis olmasi sonrasi yapilan pil kontro-
liinde R wave de azalma saptanmas: sonrasi ¢ekilen telekardiyogramda sag ventirkiil leadinin SVC
ye dogru geri geldigi, atrial leadin gerildigi ancak koroner siniis leadinin yerinde ve fonksiyone
oldugu izlendi. Eski telekardiyogrami olmayan hastanin bataryasinin pozisyon degistirip degistir-
medigi radyolojik olarak anlagilamadi. Pil cebi tekrar agildi, bataryanin kapsiil iginde aski dikisi
ile sabit oldugu, ventriikiiler leadin sabitleyici sleeve ‘inin gevsek oldugu goriildii. Sag ventirikiil
ve atriyal elektrodlar1 serbestlestirildi, fonksiyonlar:1 normal oldugundan emin olunduktan sonra
repoze edildi.

Olgu 3: Yetmis bir yaginda 3 ay dnce hasta siniis sendromu nedeniyle DDD-R KPM takilan hasta-
nin rutin pacemaker kontroliinde atriyal sensinin olmadig1 ve telekardiyogramda atrial lead ucunun
geriye dogru svc icine kadar geldigi ve leadin batarya etrafina toplandig goriildii. Bunun iizerine
cep tekrar agildr bataryanin herhangi bir yonde donmedigi ancak koruyucu sleve’in gevsek sikilmig
oldugu goriildii. Atiral lead repoze edildi.

Olgu 4: Altmis sekiz yasinda 2 ay énce CRT-D takilmig olan hastanin pacemaker kontroliinde
pace kusuru oldugu goriildii. Telekardiyogramda bataryanin beklenen yerinden daha asagiya go¢
ettigi ve buna bagli olarak atiral leadin subklavyen ven digma ¢iktig1, ventirkiiler leadin ve koroner
siniis leadinin de yerlerinden ayrilarak yukari dogru gelmis oldugu goriildii. Pil cebi tekrar agilarak
elektrotlar serbestlestirildi, fonksiyonlari normal oldugundan emin olunduktan sonra hem batar-
ya hem de leadler repoze edildi. Hasta egitimi, kiiciik cep acilmasi ve bataryanin ¢evre dokulara
sabitlenmesi kadar bataryanmn pektoral kas i¢ine koyulmasi, ilk 5-7 giin hastanin kol haraketini
smirlandirmak da bu sendromdan korunmak icin dikkat edilmesi gerekliligi mevcuttur.
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Sekil 1. Olgu 1’e ait telekardiyografi. Sekil 2. Olgu 2’ye ait telekardiyografi.

Sekil 3. Olgu 3’e ait telekardiyografi. Sekil 4. Olgu 4°e ait telekardiyografi.

OPS-011

Brugada ECG pattern induced by accidental drinking diesel fuel
Burhan Aslan', Adem Aktan?, Muhammed Karadeniz?, Mehmet Ozbek*

'Department of Cardiology, S.B. Kiziltepe State Hospital, Mardin

2Department of Cardiology, Mardin State Hospital, Mardin

‘Department of Cardiology, Kirikkale University Faculty of Medicine, Kirikkale
*Department of Cardiology, S.B. Idil State Hospital, Sirnak

Introduction: Brugada syndrome is a genetic heart disease due to alteration of cardiac ion chan-
nels, which could lead to ventricular arrhythmias and sudden cardiac death.The electrocardiogram
(ECG) manifestation of Brugada syndrome are often dynamic, and can be unmasked by sodium
channel blockers, fever, cocain, psychotropic drugs, hyperkalemia, alcohol, lithium. We would like
to report typical ECG changes of Brugada Syndrome unmasked by drinking diesel fuel.

Case: A 30 year old male presented to emergency department with epigastric pain and nausea. He
first referred a state hospital and after the ECG, he was transferred to our hospital with pre-diag-
nosis of anterior ST segment elevation myocardial infarction. He was a truck driver and trying to
transfusion diesel fuel from the storage to a container by sucking a hose when he accidentally swal-
lowed a large amount of diesel fuel. There was no medical history of taking any medication. On
admission, his vital signs, heart and pulmonary sounds were normal. Other system examinations
was unremarkable. The serum level of glucose, potassium, sodium, calcium, magnesium was in
normal range. Wbc count was normal, C-reactive protein was slightly high. The repeated troponin
levels was normal. There was neither a family history of sudden cardiac death nor a history of
previous syncope. The ECG was compatible with type 1 Brugada pattern on presentation (Figure
1). Echocardiography was normal. We planned holter ECG to reveal ventricular arrhythmias and
there was no arrhythmia. Initial and 24" hour ECGs in our hospital was similar (Figure 2, 3). Two
day after admission, Brugada type 1 pattern on his ECG disappeared and follow up ECGs showed
type 2 Brugada ECG pattern (Figure 4). The patient remained asymptomatic and was discharged.

Discussion: The patients having only typical ECG changes are described as “’idiopatic Brugada
ECG pattern or Brugada phenocopy ™ not Brugada Syndrome. In this case, we report a male pre-
sented with type 1 Brugada ECG pattern unmasked by accidental drinking of diesel fuel which has
not been reported before. Alcohol and petroleum products have nearly identical subunits like hydro-
carbons. Alcohol intoxication and inhalation of gasoline is thought to have pro-arrythmic effects by
inhibiting sodium-channel gating. Diesel oil may induce the typical ECG findings in the same way.
Conclusion: Brugada ECG pattern is concealed, can be triggered by various conditions and may
be misdiagnosed as ST-segment elevation myocardial infarction like in this case. Pysicians should
consider Brugada pattern in differential diagnosis.

Figure 1. ECG at admission in state hospital. Typical of type 1 Brugada ECG
pattern showing coved ST segment elevation in leads V1 and V2.

Figure 2. The control ECG after admission.
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Figure 3. ECG after 24h still showing type 1 Brugada pattern.

Figure 4. Two days after admission, dissappearing of type 1 Brugada ECG pattern and con-
verting into type 2 Brugada ECG pattern.

OPS-013

A rare arrhythmia accelerated junctional rhythm in pregnant
without structural heart disease

Ercan Aksit', Bahadir Kirilmaz', Emine Gazi', Fatih Aydin?, Ozge Yildirim Turgay?,
Ayse Hiiseyinoglu Aydin?, Evrin Dagtekin?

'Department of Cardiology, Canakkale Onsekiz Mart University Faculty of Medicine, Canakkale
’Department of Cardiology, T.C. Saglik Bakanlig, Eskisehir State Hospital, Eskisehir

Background: Rhythm disorders are one of the most common cardiac problems in pregnancy.
During pregnancy dysrhythmias may be triggered at women with previous cardiac disorders or
it may be the first attack. The frequency of dysrhythmia during pregnancy is not exactly known.
It may be caused by hemodynamic, autonomic, hormonal or cardiovascular changes. Increase of
plasma volume causes increment in straining of atrial and ventricular myocytes in early afterde-
polarization and also shortens the refractory period. However, enlargement of the heart chamber
can lead to re-entrant tachyarrhythmias. Increased automaticity of the atrioventricular node and
suppression of sinoatrial node can lead to accelerated junctional rhythm (AJR). In this case, we
report a pregnant woman with AJR, which is very rare during pregnancy.

Case: A 27-year old woman within the 26 weeks of her pregnancy with no known cardiac disease
admitted to our clinic with palpitation symptoms. This was her first pregnancy and the palpitation
was going on for a week. An accelerated junctional rhythm with ventricular rate 90/min was ob-
served in her electrocardiogram (Figure 1). Her echocardiogram showed no major cardiac pathol-
ogy (Figure 2). AJR persisted for three months after the initial examination. During the follow-up
her heart rate was between 80-110/bpm and the patient was hemodynamically stable. The baby
was delivered via normal spontaneous delivery at the end of 39th week. The rhythm spontaneously
converted to sinus rhythm after the delivery (Figure 3).

Discussion: Hemodynamic, autonomic, hormonal, and cardiovascular changes occur during every
healthy pregnancy. Blood volume and cardiac output increases, also sympathetic tone increases
due to high catecholamine concentrations and adrenergic receptor sensitivity. In previous studies,
it was shown that frequency of atrial and ventricular premature complex were 57% and %50 re-
spectively in symptomatic or asymptomatic pregnant women. Incidence of supraventricular tachy-
cardia (SVT) was reported at 0.024% during pregnancy. Most common actiologies of paroxysmal
SVT are atrioventricular nodal re-entrant and atrioventricular re-entrant tachycardias in pregnant
women without structural heart diseases. Other dysrhythmias are very rare during pregnancy. A
recent case report showed a similar. A pregnant woman with AJR was followed during pregnancy
and after delivery, sinus rhythm was preserved spontaneously just like our case. We concluded
that pregnancy might trigger some dysrhythmias. More detailed studies are needed to explain the
physiology behind the dysrhythmias during gestation period. It can be recommeded to avoid from
treatments like hormone replacement threapy which may mimic pregnancy to protect from the risk
of recurrence of arrhythmias.

Figure 1. Negative p wave in inferior derivations.
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Figure 2. EF was found %59 on echocardiography.

Figure 3. The rhythm spontaneously converted to sinus rhythm after the delivery.

OPS-014

Senkopa Neden Olan Sag Ventrikiil Cikis Yolu Tasikardili Olgu ve
Radyofrekans Ablasyon Tedavisi

Gamze Aslan, Omer Yildiz, Ferit Onur Mutluer, Remzi Karaoguz
Kog Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Istanbul

Elli dort yasinda erkek hasta kardiyoloji poliklinigine, son 10 giindiir 6zellikle tempolu spor sonrast
olan bayilma ataklar1 ve carpint1 sikayetleriyle bagvurdu. Fizik muayenesinde normal bulgular sap-
tanan hastanin elektrokardiyograminda, siniis bradikardisi (50 atim/dk) ve bir adet QRS paterni sol
dal blogu morfolojisine uyan ventrikiiler ekstrasistol goriildii. Transtorasik ekokardiyografisinde
yapisal bir bozukluga rastlanmadi. 24 saatlik ritm holter kayitlarinda, 4127 adet sol dal blogu mor-
folojisinde ventrikiiler ekstrasistoller ve ayni1 paternde 19 adet couplet izlendi. Bruce protokoliine
gore yapilan treadmil testinde, erken recovery fazinda 15 sn kadar siiren hastanin hemodinamisini
bozmayan 265 atim/dk hizinda QRS paterni inferior aks ile birlikte sol dal blogu morfolojisinde
nonsustained ventrikiiler tasikardi atag: tespit edildi. Tespit edilen aritmi ve ailesinde kalp damar
hastalig1 hikayesi de olmasi nedenleriyle koroner arter hastaligmin diglanmasi igin koroner anji-
yografi yapildi. Koroner anjiografi tetkikinde, koroner yavas akim ve intermediate arterde %30-40
darlik saptandi. iskemik ve yapisal kokenli olmayan tasikardinin idiyopatik sag ventrikiiler ¢ikis
yolu tasikardisi (RVOT-VT) oldugu diisiiniildii. Tedavisi i¢in 6ncelikle oral beta bloker ilag veril-
di. Ilag tedavilerine yeterli yanit alinamayan ve ilaci tolere edemeyen hastada semptomlarin da
tekrar1 nedeniyle elektrofizyolojik ¢alisma ve ablasyon yapilmasi karari alindi. Elektrofizyolojik
¢alismada, pace mapping ve ventrikiiler erken atimlarda aktivasyon haritalamasi yapilarak, ventri-
kiiler ekstrasistollerin sag ventrikiil ¢ikis yolu septal taraftan kaynaklandigi saptandi. Sag ventrikiil
¢ikis yolunda en erken aktivasyonun saptandigi bolgeye radyofrekans ablasyon uygulanarak iglem
sonlandirildi. Takibinde senkop ataklar1 ve ventrikiiler ekstrasistollerin tekrarlamadig: goriildii.
Sag ventrikiil ¢ikig yolu (RVOT) tasikardileri genellikle nonsustained- monomorfik-tekrarlayan
sekildedir. En sik 30-50 yaslar1 arasinda ve kadimlarda goriiliir ve ¢cogunlukla iyi prognozludur.
RVOT kaynakli ventrikiiler ekstrasistoller en sik gece, dinlenme es nda, yine egzersizi takip
eden dinlenme peryodunda goriilmekte ve egzersiz esnasinda gegici olarak siniis tagikardisi ile
baskilanabilmektedir. Egzersiz testi tanisal amagcli kullanilmakla birlikte ¢ogu kez sonug verme-
mektedir. Bizim vakamizda ise, egzersiz testi tanisal olarak yol gosterici olmustur. Sonug olarak;
klinikte sik kargilagilan ve cogunlukla benign olarak yorumladigimiz sag ventrikiil ¢ikis yolu kay-
nakli ventrikiiler ekstrasistollerin bu vakada oldugu gibi malign aritmilere doniisebilecegi ve hayati
tehdit edebilecegi akilda tutulmalidir.

Sekil 1. Egzersiz testi recovery fazinda gelisen monomorfik ventrikiiler tasikardi atagi.
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Migration of a pacemaker lead to an unusual site
Serkan Cay, Ozcan Ozeke, Meryem Kara, Firat Ozcan, Dursun Aras, Serkan Topaloglu
Department of Cardiology, Ankara Tiirkiye Yiiksek Ihtisas Hospital, Ankara

An 80-year-old female patient with mechanical mitral valve prosthesis, complete heart block and
atrial fibrillation was referred to our arrhythmia center for implantation of a pacemaker. Through
the left pectoral region and the axillary vein a single chamber pacemaker with an active fixation
lead was implanted at the right ventricular base. Due to severe pulmonary hypertension, tricuspid
valve regurgitation and the dilated right ventricle the procedural and fluoroscopic times were much
higher compared to a standard anatomy. Only 1 week after the implantation, she was admitted to
our emergency department with syncope. The ECG showed complete heart block and baseline atri-
al fibrillation as in the initial diagnosis. Device interrogation demonstrated no sensing and capture.
Chest X-ray showed the dislodged lead in the abdominal area. We performed a selective hepatic
venography via the femoral vein and inferior vena cava and realized that the lead was in the hepatic
vein and the distal tip embedded into the hepatic tissue (Figure 1). With the back-up of a general
surgeon, we gently performed a simple traction to remove the lead. No important damage to the
liver and bleeding occurred. At the same procedure, we tried to implant another lead at the right
ventricle however, all attempts failed. Therefore, using a coronary sinus implantation system and a
coronary sinus lead the lead was implanted into the posterolateral branch of the great cardiac vein
with good sensing and pacing parameters without diaphragm stimulation (Figure 2). At the 1, 3,
and 6 months follow-up, no change in sensing and pacing parameters were observed.

A B

Figure 1. Active pacemaker lead demonstrated in the liver before (a) and after contrast injection (b). The
lead tip embedded in the hepatic tissue with the body located in the hepatic vein. White arrow, the multi-pur-
pose catheter.

Figure 2. Bipolar coronary sinus pacemaker lead implanted in
the posterolateral branch. Arrow-head, monoleaflet mitral valve
prosthesis.

OPS-016

Low anterior axillary implantation of an implantable
cardioverter-defibrillator in a patient with recurrent

bilateral pectoral infection

Serkan Cay, Ozcan Ozeke, Firat Ozcan, Aysenur Ekizler, Dursun Aras, Serkan Topaloglu
Department of Cardiology, Ankara Tiirkiye Yiiksek Ihtisas Hospital, Ankara

A 38-year-old male patient with ischemic cardiomyopathy underwent a secondary prevention im-
plantable cardioverter-defibrillator (ICD) implantation on the left pectoral region. After a short
period of implantation, all device parts were removed due to the pocket infection and fistula for-
mation. With appropriate antibiotic therapy, obtaining negative blood cultures and the permission
of infectious disease specialist, a new device was implanted on the right pectoral region. However,
only in a couple of week of the procedure the pocket infection with purulent drainage was observed
and removal of the system was performed. After extensive period of antibiotic therapy, negative
blood cultures and consultation with an infectious disease specialist a new device was implanted on
previous left pectoral area. As expected, recurrent infection with opening of the pocket occurred.
Therefore, the patient was referred to our arrhythmia center for surgical epicardial implantation.
After discussion with the patient and obtaining written informed consent, we decided to perform
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the 4th transvenous implantation. In the supine position with the left arm abducting 90° angle, the
area in the anterior axillary line near to the left nipple was locally anesthetized both anteriorly and
laterally far away from the infected pectoral region. An incision measured approximately 5 cm in
length and laterally placed submuscular pace pocket were formed (Figure A). From the cranial
edge of the pocket, a 10 cm, 18 gauge needle was advanced towards to the axillary vein parallel to
the anterior axillary line under continuous contrast injection from the brachial vein in anteropos-
terior fluoroscopic imaging. After tenting and puncture of the axillary vein (Figure B), inadvertent
retrieval of the proximally banded needle caused contrast leakage and staining of soft tissues.
Therefore, re-puncture was performed with a 15 cm, 18 gauge needle then a standard guide-wire
and a peel-away sheath were introduced (Figure C). A single-coil

active-fixation defibrillator lead was advanced and implanted at the base of the right ventricle
(Figure D and E) with good pacing and sensing parameters. The lead was connected to an active
single-chamber ICD can, the pulse generator was secured to the fascia and the pocket was closed
(Figure F and G). In the anteroposterior fluoroscopic view and posteroanterior chest radiography
both the right and left ventricles were between the active can and the right ventricular shock coil
(Figure H). At 6 months follow-up, no infection recurred and the device parameters were stable
with slow ventricular tachycardia events ending with anti-tachycardia pacing.

Figure 1.

OPS-017

ASD onarm yapilmis atriyal fibrilasyonlu bir hastada yapilan
basarili kriyobalon ablasyon yontemi

Serdal Bastug', Nihal Akar Bayram?, Abdullah Nabi Aslan', Yakup Alsancak', Ayse Saatci Yasar',
Emine Bilen', Elgin Ozdemir', Hiiseyin Ayhan?, Ahmet Kasapkara?, Tahir Durmaz?,
Telat Keles?, Murat Ak¢ay?, Engin Bozkurt*

!Ankara Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara
*Yildirum Beyazit Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Atriyal fibrilasyon (AF) en sik goriilen ve sikhig1 yasla birlikte artan bir aritmidir. Genel popii-
lasyonda goriilme sikhigt %1-2 ancak 80 yasindan sonra bu oran %10’un iizerine ¢ikmaktadir.
AF kardiyovaskiiler mortalite ve morbiditeyi arttirmaktadir ayrica inmenin 6nemli bir nedenidir.
Atriyal fibrilasyonda kateter ablasyonu ile pulmoner venler ile sol atriyum arasinda elektriksel
izolasyon olusturulmaktadir, medikal tedaviye gore semptomlarin azaltilmasinda ve sinus ritminin
idamesinde daha etkindir. Bu bildiride daha 6nce cerrahi ASD onarimi yapilmig medikal tedavi
ile semptomlart kontrol edilemeyen paroksismal AF olan bir hastada yapilan bagarili kriyobalon
ablasyon islemini sunmaya ¢alisacagim.

Olgu: 53 yaginda bayan hasta medikal tedaviye refrakter AF ataklari var ve transthorasik ekokar-
diyografide sol atriyumu 4.4 cm olarak 6lgiilmiis. Oykiide sekundum tip ASD nedeniyle cerrahi
kapama Oykiisii var, ek risk faktorii yok. Hasta kateter laboratuvarina alindi, hasta isleme alindigt
sirada 2:1 bloklu atriyal tasikardi ritmindeydi. Brockenbrough ignesi ve Mullins kilifi ile sag atri-
yumdan fossa ovalis bolgesinden ponksiyon yapilarak sol atriyuma gecildi (Sekil 1), elektrogram
kayitlart alindi. Overdrive pacing ile atriyal tagikardi sonlandirildi ve sirayla 4 pulmoner agzi 240
snile 2 kez sisirilerek minimum -45 maksimum -52 dereceye kadar sogutuldu (Sekil 2-4) ve sinyal
saptanmadigi i¢in isleme son verildi, islem sonrasi tiim pulmoner venlerde elektriksel izolasyon
sagland1 hastaya islem sonrasi transozefageal ekokardiyografi yapildi ve IAS de fossa ovalis bolge-
sinde minimal soldan saga gecis saptand: (Sekil 5), ek komplikasyon izlenmedi.

Tartisma: Biz bu vakada cerrahi olarak primer ASD onarimi yapilmis bir hastada ciddi kalict
komplikasyon gelismeden kriyoablasyon yontemi ile AF tedavisi yapilabilecegini sunmug olduk.
Kriyoablasyon tedavisi giiniimiizde sik olarak kullanilan ve randomize klinik ¢alismalarda PAF
hastalarinda AF ataklarmin engellenmesinde medikal tedaviye tistiinliigii gosterilmis bir yontem-
dir. Ancak akut islem komplikasyonlar1 %3-5 civari olan bu yontemin tecriibeli merkezlerde yapil-
masi gereklidir. En sik goriilen komplikasyon frenik sinir hasaridir %13, ayrica 6zefageal-atriyal
fistiil, iskemik inme, pulmoner ven stenozu nadir ancak énemli komplikasyonlardir.
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Sekil 1. TAS ponksiyon. Sekil 2. Kriyoablasyon.

Sekil 3. Kriyoablasyon-2. Sekil 4. Kriyoablasyon-3.

Sekil 3. TEE- IAS.

OPS-019

Koroner siniis diseksiyuna ragmen basarih CRT-D implantasyonu
Feyzullah Besli, Fatih Giingéren, Muslihittin Emre Erkug
Harran Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Sanlwrfa

Yetmis bes yasinda erkek hasta, bilinen iskemik kardiyomiyopatisi bulunan ve ekokardiyografide
sol ventrikiil genis ve ejeksiyon fraksyionu %27 olarak degerlendirilen hastanin EKG’sinde sol
dal blogu (QRS siiresi =140 msn) olmas! iizerine CRT-D implantasyonuna karar verildi. Ug adet
subklaviyen ven ponksiyonu sonrasi sag ventrikiil leadi yerlestirildi. Ablasyon kateteri yardimi ile
koroner siniis (CS) kaniile edildi. CS goriintiilemesinde CS’nin disseke oldugu goriildii (Sekil 1).
Bunun iizerine islem son verilmek istenmedi. 2 adet 0.014 “soft guide wire ile disseke olan bolge
gecildi. Tellerin bir tanesi yan dala dogru ilerledi. Bunun iizerine 6nce 2.0x15 mm koroner balon
sonrasinda 5.0x100 periferik balon ile tiim koroner siniis nominal basingta dilate edildi (Sekil 2).
Ardindan 0.038 tel yardimi ile CS kateteri ilerletilerek goriintii alindi (Sekil 3). Sonrasinda lateral
dal olarak diisiiniilen dala sol ventrikiil leadi yerlestirildi (Sekil 4).

Sekil 1. Koroner siniiste iyatrojenik diseksiyon. Sekil 2. Disekiyona alanina gercek limene gege-

rek balon dilatasyon.
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Sekil 3. Balon dilatasyon sonrtasi koroner siniis
goriintiilemesi.

Sekil 4. Sonug goriintii: Koroner siniis leadi lateral
dala yerlestirildi.

OPS-021

Sol aortik kusptan kaynakh ventrikiiler ekstrasistolleri olan hastada
basarili radyofrekans kateter ablasyon uygulamasi

Nihal Akar Bayram', Telat Keles', Ayse Saatci Yasar?, Serdal Bastug?, Hiiseyin Ayhan',

Murat Can Giiney', Mehmet Erdogan?, Murat Ak¢ay', Tahir Durmaz', Engin Bozkurt'

!Yildirim Beyazit Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
?Ankara Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Sag veya sol ventrikiil ¢ikis yolundan kaynaklanan ventrikiiler ekstrasistollere, yapisal kalp
hastalig1 olmayan hastalarda da sik olarak rastlanmaktadir. Daha 6nceleri sag ventrikiil ¢ikis yolu
VES lerinin daha sik oldugu ile ilgili veriler varken, son yillarda ¢ikis yolu ablasyon igleminin
yayginlagmasi ile, sol ventrikiil ¢ikis yolu VES’lerinin de benzer oranlarda oldugu goriilmiistiir.
Olgu: 37 yaginda bayan hasta carpinti sikayeti ile klinigimize bagvurdu. 3 aydir sikayetleri devam
eden hastanin cekilen elektrokardiyografisinde ventrikiiler ekstrasistoller (VES) (LBBB, inferior
aks) saptandi. Ekokardiyografide yapisal olarak kardiak patolojisi bulunmayan hastanimn sol vent-
rikiil ejeksiyon fraksiyonu normal izlendi. 24 saatlik holter EKG monitorizasyonunda 26540 adet
VES izlendi. Hasta 1 aylik betabloker tedavisi sonrasinda tekrar degerlendirildi ve sikayetinin de-
vam ettigi 6grenildi. Kontrol 24 saatlik holter EKG’ sinde VES sayisinda azalma olmadigi izlendi.
Medikal tedaviye yanit vermeyen VES olmasi nedeni ile hastaya VES radyofrekans (RF) ablasyon
yapilmasi planlanarak kardiyoloji klinigine yatirildi. Elektrofizyoloji laboratuarma alman hasta
isleme alindiginda sinus ritmindeydi ve sik VES izlenmekteydi. (Sekil 1). Sag ventrikiil ¢ikis yo-
lundan yapilan pace ve aktivasyon haritalama ¢aligmalar ile VES’in sag ventrikiil ¢ikis yolundan
kaynaklanmadigi saptandi. Daha sonra CARTO 3 sistemi ile sol ventrikiiliin elektriksel ve ana-
tomik haritalamasi yapildi ve VES’in sol ventrikiil ¢ikig yolundan kaynaklandig: saptandi (Sekil
2). Sol aortik kusp bolgesinde erken aktivasyon bolgeleri izlendi. Koroner anjiyografi yapilarak
bu bolgenin koroner arterlere yakihg: degerlendirildi. Koroner ostiumlardan >10 mm uzaklikta
oldugu goriiliince bu bolgeye 15 RF ablasyon (20 W, 35 derece irrigasyonlu) (Sekil 3) uygulamasi
ile VES’ler ortadan kaldirildi. islem sonrasi VES izlenmedi. (Sekil 4) Hasta 1. ay kontroliinde
asemptomatikti ve EKG ve holter EKG sinde VES izlenmedi.

Tartigma: RF ablasyon medikal tedaviye direncli semptomatik VES tedavisinde etkin bir tedavi
yontemidir. Sol ventrikiil ¢ikis yolu VES’lerinde aortik kusp orijinli olanlarin ablasyonu 6zellikle 3
boyutlu haritalama ve irrigasyonlu kateterlerin kullanimi ile artmigtir. Aortik kusp ablasyonlarinda,
igleme koroner anjiyografi ile koroner arterlere yakinlik degerlendirilerek baglanmalidir.

Sekil 1. Bazal EKG.
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Sekil 2. Ablasyon oncesi EGM goriintiileri.

Sekil 3. CARTO goriintiisii.

Sekil 4. Ablasyon sonrast EKG.

OPS-022

Pectoral muscular twitching: a rare manifestation of spontaneous
Twiddler Syndrome

Serdar Bozyel', Tiimer Erdem Giiler', Tolga Aksu', Kazim Serhan Ozcan', Onur Argan®
'Department of Cardiology, Kocaeli Derince Training and Research Hospital, Kocaeli
2Department of Cardiology, Kocaeli University Faculty of Medicine, Kocaeli

The twiddler syndrome is an uncommon cause of pacemaker malfunction, in which twisting or
rotating of the device in its pocket results in lead retraction or coiling and subsequent malfunction
of an implanted devices such as a pacemaker, an implantable cardioverter— defibrillator (ICD),

cardiac resynchronization therapy (CRT). It has a reported frequency of around 0.07-7 %, more
commonly reported among elderly females and obese patients. Although twiddler syndrome is
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certainly uncommon, it remains a significant clinical problem in ICD patients, as it will lead to
failure to detect or treat potentially lethal ventricular arrhythmias. Fixating the device and the leads
at the pectoral fascia and proper patient education can prevent this complication. This report de-
scribes a rare case of twiddler syndrome after implantation of a ICD that manifested with pectoral
muscular twitching.

Figure 1. Fluoroscopy view taken just after Figure 2. Chest radiograph showing the coiling of the
implantation showing normal position of the right ventricular lead around the pulse generator of an
pulse-generator and normal appearing lead implantable cardioverter defibrillator.

without any twirling.

OPS-023

Middle kardiyak ven orijinli posteroseptal aksesuar yolun basaril
radyofrekans katater ablasyonu

Telat Keles', Nihal Akar Bayram', Hiiseyin Ayhan', Ayse Saatci Yasar’, Mehmet Erdogan?,
Zeynep Seyma Turinay Ertop', Haci Ahmet Kasapkara', Serdal Bagtug?,
Tahir Durmaz', Engin Bozkurt!

"Yildirim Beyazit Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara
*Ankara Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Sag posteroseptal aksesuar yollar siklikla trikiispit anuliisiin posteroseptal bolgesinden kay-
naklanmaktadir. Nadiren aksesuar yollar epikardiyak orijinli olup, koroner siniis ostiumu veya
middle kardiyak venlerden ablasyon yapilabilmektedir.

Olgu: Kirk yasinda kadin hasta sik carpmnti sikayeti ile klinigimize bagvurdu. Elektrokardiyog-
rafisinde (EKG) Wolf-Parkinson-White paterni izlendi (Sekil 1). Ekokardiyografisinde yapisal
anormallik saptanmadi. Hasta elektrofizyolojik calisma yapilmasi amaci ile klinigimize yatirildi.
Elektrofizyolojik ¢calismaya alindiginda preeksitasyonlu siniis ritmindeydi. Siniis ritminde en erken
ventrikiiler aktivasyon trikiispit anuliisiin posteroseptal bolgesindeydi (Sekil 2). Programli elekt-
riksel uyari ile ortodromik atriyoventrikiiler reentrant (AVRT) tasikardi indiiklendi. Sag ventrikiil
ile sag atrium arasinda trikiispit anuliisiin posteroseptal bolgesine uygulanan ablasyon girisimleri
ile bagar1 saglanamadi. Bunun iizerine epikardiyal orijinli olabilecegi diisiiniilerek dncelikle koro-
ner siniis ostiumu ve middle kardiyak ven bélgelerine bakildi (Sekil 3). Middle kardiyak vende iyi
elektrogramlar elde edilen bolgeye radyofrekans ablasyon (50C/ 30’ar saniye siire ile maksimum
35 watt olacak sekilde ) yapildi (Sekil 4). Aksesuar yol iletimi bagarili sekilde ortadan kaldirild:
(Sekil 5). Ablasyon 6ncesi ve sonrasi koroner anjiyografi yapilarak ablasyon kateterinin koroner
arterlere uzak oldugu goriildii. Ablasyon sonras: programli atriyal stimulasyonla tasikardi indiik-
lenmedi. Hastanin ¢ikis EKG’sinde normal sinus ritmi izlendi (Sekil 6).

Tartigma: Sag posteroseptal aksesuar yollarda trikiispit anuliisiin posteroseptal bolgesi ablasyonda
ilk hedef bélgedir. Hastalarmn biiyiik boliimiinde ablasyon ile bagarili sekilde aksesuar yol ortadan
kaldirilmaktadir. Ablasyon uygulamasinin basarisiz oldugu olgularda koroner siniis ostiumu veya
middle kardiyak ven yerlesimli aksesuar yollardan siiphelenmek gerekir.

Sekil 1. Ablasyon 6ncesi EKG.
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Sekil 2. Bazal EGM kayid1.

Sekil 3. Ablasyon 6ncesi middle kardiak venin anjiyog-
rafik goriintiilenmesi.

Sekil 4. Middle kardiak vene radyofrekans

kateter ablasyonu uygulamasi.

Sekil 5. Ablasyon sonrast EGM kayidi.

Sekil 6. Ablasyon sonrasi EKG.
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OPS-024

Koroner hava embolisi ile iligkili elektrokardiyografik epsilon
benzeri dalga

Habibe Kafes, Firdevs Aysenur Ekizler, Bahar Tekin Tak, Meryem Kara, Ozcan Ozeke,
Firat Ozcan, Serkan Cay, Serkan Topaloglu, Dursun Aras

Ankara Tiirkiye Yiiksek Ihtisas Hastanesi, Kardiyoloji Béliimii, Ankara

Elli alt1 yaginda erkek hasta semptomatik, medikal tedaviye ragmen tekrarlayan, valviiler olmayan,
paroksismal atrial fibrilasyon (AF) nedeniyle klinigimize bagvurdu. Fizik muayene bulgulari ve
laboratuar testleri normal sinirlardaydi, elektrokardiyografisinde (EKG) 98/dk hizinda AF ritmi
mevcuttu. Pulmoner ven izolasyonu i¢in isleme alimmadan 6nce yapilan transozefageal ekokardi-
yografisinde (TOE) sol atrium ve apendiks i¢inde trombiis ya da SEK izlenmedi. Transseptal ponk-
siyon sonrasi gogiis agrisi baslayan ve monitorde EKG’ de inferior derivasyonlarda ST elevasyonu
ve onceki EKG’ lerinde olmayan (Sekil 1), QRS sonu ve T dalgasi baslangici arasinda diisiik
amplitiidlii pozitif defleksiyon (epsilon benzeri dalga) saptandi (Sekil 2). Torsades de pointes (TdP)
gelismesi iizerine defibrile edilerek koroner anjografi yapildi ve koronerler agik bulundu. Ablasyon
islemine son verilerek yogun bakima alinan hastanin tekrarlayan TdP’ leri oldu, iv magnezyum ve
cordarone yapildi. Suuru bulaniklasan ve sol alt ve iist ekstremitede motor kuvvet kaybi gelisen
hasta entiibe edildi. Bakilan aktive edilmis pihtilasma zamani 355 msn 6lgiildii. Acil kontrastsiz
bilgisayarli beyin tomografisi ¢ekildi, kanama ve akut patoloji gozlenmedi. Supin pozisyonda, iv
mayii destegi ile izlenen hastanin 3 saat sonunda sol alt ve iist ekstremite motor kuvveti 0’dan
3-4’ e yiikseldi, spontan solunumu geri dondii, ekstiibe edildi. Es zamanli koroner ve serebral
bulgulara yol acabilecek, ayn1 zamanda miyokardiyal iskemiyi destekleyen direngli TdP gelisme-
sinde de rol alan ve norolojik bulgularin hizla gerilemesine yol agan patoloji olarak hava embolisi
diisiiniildii. Kontrol EKO’ da sol ventrikiil duvar hareketleri normal goriildii, EKG’ de iskemik
degisiklik saptanmadi, epsilon benzeri dalganin kayboldugu goriildii (Sekil 3). Kardiyak islemler
ile iligkili hava embolisi nadir bir komplikasyondur ve insidansi baz1 vaka serilerinde <%0.1 olarak
bildirilmistir. Koroner hava embolilerinin ¢ogunlukla sag koroner arterde goriilme nedeni supin
pozisyonda yatarken sag koroner yaprak¢igin daha yukarda yerlesimi ile agiklanmaktadir. Sereb-
ral hava embolilerinin de serilerde ¢ogunlukla sol ekstremitede norolojik bulgulara yol agmasinin
nedeni de sag brakiosefalik arterin arkus aortadan direkt ¢ikmasi olabilir. Epsilon dalgas: tipik
olarak aritmojenik sag ventrikiil kardiyomiyopatisinde (ARVC) goriilmekle birlikle sag ventrikiil
enfarktiisii, hipertrofi ve infiltratif hastaliklarinda da goriilebildigi yoniinde vakalar mevcuttur. Ep-
silon dalgasinin ARVC’de sag ventrikiil serbest duvarmin gecikmis aktivasyonunu gosterdigine ve
daha fazla sag ventrikiil tutulumunu yansittigina inanilmaktadir. Literatiirde Brugada sendromu
ve ARVC birlikteliginde epsilon benzeri dalga bildirimi mevcuttur, ancak mevcut bilgilerimize
gore koroner hava embolisi ile iliskili EKG’de epsilon benzeri dalga goriintimii literatiirde ilk defa
bizim vakamizda bildirilmistir.

Sekil 1. Bazal elektro-
kardiyografi.

Sekil 2. Koroner hava
embolisi ile iligkili infe-
rior derivasyonlarda ST
elevasyonu ve epsilon
benzeri dalga.

Sekil 3. Koroner hava
embolisi sonrasi takip
EKG.
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Basarisiz perkiitan ASD kapama

Ramazan Giindiiz', Emre Demir?

'TC. SB. Manisa Merkezefendi Devlet Hastanesi, Kardiyoloji Klinigi, Manisa
2Ege Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Izmir

Klinigimizde Sekundum ASD (atrial septal defekt) tanist konan hasta (Sekil 1) perkiitan kapama
i¢in sevkedildi. Hasta digmerkezde perkiitan kapama sonrasi tekrar goriildii. Yapilan kontrol TEE
(Sekil 2) ve 3D TEE (Sekil 3) de perkiitan kapamanin basarisiz oldugu goriildii. Hasta kapama
cihazinin ¢ikarilmasi ve ASD’nin kapatilmast i¢in cerrahiye yonlendirildi (Sekil 4).

Sekil 1. Perkiitan kapama oncesi bazal tee goriin-
tiisii.

Sekil 2. Perkiitan kapama sonras1 TEE goriintiisii.

Sekil 3. Perkiitan kapama sonrasi 3D TEE goriin-
tiisii.

Sekil 4. Cerrahi gori

OPS-027

Iatrogenic ventricular septal defect after transcatheter aortic
valvular intervention

Sinan Varol, Rifat Yildirim, Kamil Giilsen, Ertugrul Okuyan
Department of Cardiology, Bagcilar Training and Research Hospital, Istanbul

Introduction: Transcatheter aortic valve intervention (TAVI) is an evolving procedure for aortic
stenosis, who is not eligible or have high-risk aortic surgery. Ventricular septal defect (VSD) after
TAVI is rare.

Case: 72 year old male referred our clinic for mild exertional dyspnea. He had a history of TAVI
four months ago at another cardiology clinic. His physical exam revealed 3/6 pansystolic murmur
at parasternal 5th intercostal space. Blood pressure, bilateral pulmonary sounds were normal. Elec-
trocardiography were suggestive of left ventricular hypertrophy and presence of left axis. Blood
tests were normal. Transthoracic echocardiogram revealed an iatrogenic ventricular septal defect
placed at the lower edge of transcatheter aortic valve prosthesis. Right-sided heart dimensions were
normal, pressure gradient through defect were 58/23 mmHg was compatible with restrictive VSD.
Qp/Qs were 1.3 which was indicative of non-significant shunt. Medical therapy was planned with
regular echocardiograpic follow up.

Discussion: VSD is a unusual (%0.8) complication of TAVI. In current literature, patients with
restrictive VSD with nonsignificant shunt undergo medical therapy and follow up. There are some
patients who are asymptomatic and stable with medical therapy at two years. Percutaneous devices
used on some patients with significant shunt. Even surgical repair of VSD can be chosen on high
risk situations.

Conclusion: VSD is a unusual (%0.8) complication of TAVI. In current literature, patients with
restrictive VSD with nonsignificant shunt undergo medical therapy and follow up. There are some
patients who are asymptomatic and stable with medical therapy at two years. Percutaneous devices
used on some patients with significant shunt. Even surgical repair of VSD can be chosen on high
risk situations.

Figure 1. 2D Echocardiogram of prosthetic aortic
valve.

Figure 2. Colour doppler revealed ventricular septal
defect.
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Figure 3. Doppler showed restrictive nature of VSD.

OPS-028

Bulky calcification on the left coronary cuspis causing to critical
stenosis of LMCA ostium after a succesful TAVI procedure

Nijad Bakhshaliyev, Muharrem Nasifov, Asim Enhos, Ozge Ozden Tok, Erdem Karagop,
Mahmut Uluganyan, Mustafa Ahmet Huyut, Ahmet Bacaksiz, Ilke Celikkale,
Barig Akdemir, Omer Goktekin

Department of Cardiology, Bezmialem University Faculty of Medicine, Istanbul

78 years old female patient. Presenting with NYHA IV dyspnea and chest pain in last 6 months.
Known hypertension, diabetes mellitus, chronic obstructive pulmonary disease, chronic kidney
disease (grade 3). Medication: Asetilsalyslic asid 100 mg tb 1x1, metoprolol 25 mg tb 2x1, valsar-
tan 160/hydrochlorotiacide 12.5 mg tb 1x1, pantoprozol 40 mg tb 1x1. Transthoracic echocardi-
ography: EF: 50%, severe aortic stenosis (mean gradient: 44 mmHg, V max: 4.24 m/sn, AVA:0.8
cm?, AVA index: 0.4 cm*m?). TEE: Bulky and mobile calcification of non and left coronary cusps
in short axis view. Heart team decision ¢ TAVI. After deployment of aortic prosthesis bulky calci-
fication shifted toward LMCA ostium LMCA wired and deployed DES.

Figure 1. Aortography. Figure 2. Baloon anjioplasty of

LMCA.

Figure 3. Predilatation of aortic
valve.

Figure 4. Shift of calcification to
the ostium of LMCA as predict-
ed before procedure.

Figure 5. Successful revascular-
isation of LMCA.
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OPS-029

Rarely seen disease; Cor triatriatum dextrum

Ozgen Safak', Senol Tayyar?, Ali Boyact'
'Department of Cardiology, Burdur State Hospital, Burdur
*Department of Cardiology, Isparta Private MEDDEM Hospital, Isparta

Introduction: Cor triatriatum (CT) is a rare congenital heart disease (CHD)(0.1% of all congenital
cardiac defects), but a higher incidence, up to 0.4% has been reported in autopsies of patients with
CHD. There are two types: left and right. Cor triatriatum sinister is more common than dexter.
Cor triatriatum dextrum (CTD) is extremely rare. So our case became important for the literature.
Case: 52 year-old female patient admitted to our clinic with dyspnea that worsens day by day. Her
echocardiography revealed severe mitral regurgitation and Cor triatriatum dextrum with fenestra-
tion. She was succesfully operated, mitral valve replacement was performed. Due to its fenestrated
structure, surgeon did not operate Cor triatriatum dextrum.

Discussion: Cortriatriatum is a congenital anomaly that was first reported by Church in 1868.
Cortriatriatum is a heart with three atria (triatrial heart), in which the left atrium (cortriatriatum
sinister) or right atrium (cortriatriatumdexter) is divided into two compartments by a fold of tissue,
a membrane, or a fibromuscular band. According to Loeffler’s classification of the lesion, group 3
lesions have large openings in the membrane, leading to little or no obstruction. Patients with group
3 lesions can survive into adulthood with minor or no symptoms at all,as in our patient. There is
significant variability in size and shape of membrane and size and number of fenestrations. For
symptomatic patients, surgical excision is the definite treatment, eventhough successful balloon
catheter dilatation of the communication between the two chambers has been described.
Conclusion: Cor triatriatum is a rare congenital heart disease. CT is generally diagnosed in pediat-
ric population. The majority of reported cases of CT occur in infants with symptoms of pulmonary
venous obstruction; with adult cases being rare. Echocardiography can diagnose most cases of CT,
measure a gradient between the proximal and distal. For symptomatic patients, surgical excision
is the definite treatment.

Figure 1. Cor triatriatum. Figure 2. Cor triatriatum fenestration.

OPS-030

Erken dejenere aort protez kapaga miidahele: Evolute R in Edwards
Sapien

Nijad Bakhshaliyev, Mahmut Uluganyan, Ramazan Ozdemir

Bezmialem Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

Yetmis sekiz yasinda kadin 03/2013 tarihinde ciddi AS nedeniyle TAVI yapilmis (26 mm Edwards
Sapien XT). Yavas semtomatik AF nedeniyle kalict pacemaker implante edilmis. Bilinen kronik
AF, HT, T2DM ve nonobstruktif KAH tanilart mevcut. Hasta son 1 yil i¢inde 3 kez dekomanze
KY tanisiyla interne edilmis. Bir yil onceki TTEde LV EF % 55, aort velositesi 3.62, Aorta kapak
iizerinde maks/orta gradiyent 52/26 mmHg, 2+ AY, SPAB = 55 mmHg. Bir y1l 6nceki BNP= 191.
Hasta kardiyoloji NYHA 3 kliniginde bagvurdu. BNP 881. Kontrol TTEde LVEF %40, global LV
hipokinezisi, LV ¢aplar1 sinirda artmis. Aort kapak iizerinde ortalama 42 mmHg gradiyent 6l¢iildii,
3- 4 + AY mevcut. TEE de IE lehine bulgu yok. Aort kapak dejenere goriiniimde. Hasta nce
diuretik tedaviyle stabillestirildi. Cerrahi konseyde tartisildi, protez kapak igine TAVI planlandi.
Sapien kapak i¢ine Evolute R 26 mm yerlestirildi. Hasta islemden 48 saat sonra taburcu edildi.

Sekil 1. Edwards Sapien kapak igine Sekil 2. islem sonrast TEE: AY izlenmiyor.

Evolute R.

Sekil 3. islem sonu aortografi. Sekil 4. TEE de protez aort kapak ve anlamli AY goriiniiyor.
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OPS-031

Transjugular closure of secundum atrial septal defect in a patient
with interrupted inferior vena cava

Emre Ozdemir, Sadik Volkan Emren, Nihan Kahya Eren, Cem Nazli, Mehmet Tokag

Department of Cardiology, Izmir Katip Celebi University Atatiirk Training and
Research Hospital, Izmir

ASD accounts for 30-33% of all congenital heart diseases 7-10% in adults. Although ASD is usu-
ally asymptomatic, main treatment option is precutaneous transcatheter closure which is less in-
vasive. Percutaneous transcatheter closure is routinely performed via inferior vena cava. However
operator rarely comes accross unexpected vascular acceess problems such as interrupted inferior
vena cava during the closure of ASD. Congenital interruption of the inferior vena cava (IVC) with
azygos/hemiazygos continuation is a rare developmental variation usually associated with other
congenital anomalies, especially cardiac malformations. The incidence of this anomaly approxi-
mates 0.6% in patients with congenital heart defects.Usually, the presence of this vascular variation
alone causes no clinically evident problems. A 32-years-old women admitted to our hospital with
a complaint of dyspnea and palpitation. On physical examination, S2 split and grade 2/6 systolic
murmur was present at left second intercostals space. Electrocardiogram was in sinus rhythm with
incomplete right bundle branch block. Transthoracic echocardiogram revealed mild right ventricle
dilatation and secundum type atrial septal defect. Transesofageal echocardiography (TEE) was
performed in order to calculate the exact size and determine the rhymes which revealed 12 mm
secundum ASD suitable for percutaneous closure. Cardic catherization was performed under genel
anesthesia using TEE. Afterwards despite many attempts guidewire couldn’t be passed through
IVC. Venography revealed interrupted inferior vena cava and venous flow reached to right atri-
um via collaterals and azigos vein continuation to superior vena cava. Then percutaneous ASD
closure was continued via transjuguler approach. The defect was measured 12 mm with sizing
balloon.Percutaneous ASD closure was performed by 14 mm Amplatzer ASD accluder device.
Control TEE demonstrated that flow shunt had stopped. Inferior vena cava is made up of four
segments during the embryonic progress, and failure of the formation of hepatic segment results as
an interrupted IVC. This anomaly is always concominant with other embriogenic malformations.
But our patient had isolated secundum ASD and interrupted IVC without concomitant congenital
abnormalitiy. The ASD closure devices and delivery systems for transcatheter closure are designed
to be used from the femoral veins. However there are some conditions impeding transfemoral
venous approach such as IVC interruption. The transjugular approach is a potentially safer alter-
native as described previously in some case reports. It has been used for patients with heterotaxy
and interrupted IVC, severe scoliosis. In our case we preferred the transjuguler access since it is
more convenient than the transhepatic access. The ASD occlude device was successfully deployed
without difficulty. Tansjuguler ASD closure can be safe, feasible, and effective when femoral ac-
cess is not possible.

Figure 1. (A) Secundum ASD was detected by TEE; (B) Occluder device was shown after succesifuly
trasnsjugular ASD closure on TEE.

Figure 2. (A) Detecion of interrupted IVC on venography: (B) Continuation of IVC flow by azygos vein
and collaterals to SVC was seen on venography.
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OPS-033

Cihaz destruksiyonuna bagh komplike olan ASD vakasi
Khagani Isgandarov, Siileyman Barutcu, Mohammed Bahadir Omar, Elnur Alizade, Selcuk Pala
Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Yirmi yaginda erkek hasta nefes darligi ve ¢arpinti sikayeti ile kardiyoloji poliklinige basvurdu.
Fizik muayenede; pulmoner odakta S2 sabit ¢iftlesmesi ve 2/4 sistolik iifiiriim, trikiispid odakta
2/6 sistolik iifiiriim mevcuttu. Elektrokardiyogramda sag dal blogu gozlendi. iki boyutlu Ekokardi-
yografide Atrialseptal Defekt (ASD) tespit edilen hastaya perikutan ASD kapama agisindan deger-
lendirilme amagh Trans6zofageal Ekokardiyografi (TEE) yapildi. Transézofageal ekokardiyografi
ile ASD cap1 26 mm 6lgiildii ve perikutan kapamaya uygun olarak degerlendirildi. Genel anestezi
altinda ve siirekli TEE monitorizasyonu esliginde. Islem yapildi. Sag femoral vene iki adet 8F kilif
girildi. interatriyal septum 0.035 inch kilavuz tel ve 6F gok amagli kateter ile gegildi. 28 mm ASD
okliider cihazit AMPLATZER SEPTAL OCLUDER implante edilmeye ¢aligildi ama her ne kadar
farkli teknikler kullansak da cihaz sag atriyuma diistii. Sonunda, guiding kateter olarak flexcath
kateter ve destek igin ikinci ok amagli kateter kullanildi. Tekrar IAS den cihazi gegirdik sonar sag
atrium diskini agtik ve geri gektik ancak cihazi geri cekmekte zorlandik. Birkag kez denedik, ancak
her seferinde bagarisiz olduk. Bu nedenle tiim sistemi guiding kateterin icine aldik. Sonrasinda
ASD capinin arttigini, ASD’nin kii¢iik bir kismmin koptugunu ve cihazla birlikte geri alindigini
fark ettik. Hastay1 kalp dammar cerrahisine devr ettik.

Sekil 1. (A, B) Islem oncesi (C) kopmus posterior rim (D) cihaza tutunmus posterior rim.

OPS-035

Migration of the transcatheter in to the acending aorta
Ozgiir Selim Ser. Yalgmn Dalgig, Okay Abact, Ciineyt Kogas, Ahmet Y1ldiz
Department of Cardiology, Istanbul University Haseki Institute of Cardiology, Istanbul

Transcatheter Aortic Valve Implantation (TAVI) is a well-described treatment option for patients
with symptomatic severe calcific aortic stenosis and multiple comorbidities who are not eligible for
open-heart surgery due to unacceptable conventional surgical risks. Here, we report on a 80-year-
old frail patient with severe aortic stenosis which an unusual bioprosthesis CoreValve migration
into the ascending aorta was occurred during TAVI procedure. Patient aortic valve area was 0,8
cm2 mean transaortic gradient 45 mm-Hg and STS score; 13,3. The patient was hospitalized twice
because of aortic stenosis within the last three months. It was decided to TAVI. The procedure was
undertaken with balloon predilatation under fluoroscopy. Following predilatation step, CoreValve
bioprosthesis was implanted and then we removed the delivery catheter. After withdrawing the
system we noticed that the whisper super stiff guidewire had come back to the ascending aorta.
Guidewire was replaced to the left ventricle and transthoracic echocardiography was performed
to control the severity of aortic regurgitation. We decided to apply postdilatation since moderate
to severe aortic regurgitation was determined. Post dilatation balloon was easily positioned but
after expanding, removal of it could not be achieved easily and required force. While we were
pulling the balloon back, we realized that core valve came back to the ascending aorta. We tried
to remove the migrated valve back with snare system but we failed. Therefore, we rewired nature
aortic valve into the migrated core valve. The new core valve was replaced to the correct position
whereas the migrated one was positioned to the arcus aorta. The state of the patient was stable after
the procedure. The patient was discharged after five days. TAVI for aortic stenosis is increasingly
performed. Complications of treatment-related complications are more common. It is necessary to
be very careful to reduce the complications that may occur during the procedure.
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Figure 1. After implantation of second valve. Figure 2. After post dilatation.

Figure 3. Implantation of first valve. Figure 4. Migration.

OPS-036

Yiiksek riskli aort darhginda periferik balonla aortik
balon valvuloplasti

Ciineyt Kocas, Servet Batit, Mert Palabiyik, Onur Kiligarslan, Yal¢in Dalgig,
Ahmet Yildiz, Baris Okgiin

Istanbul Universitesi Kardiyoloji Enstitiisii, Kardiyoloji Anabilim Dal, Istanbul

TAVI 6ncesi donemde katater laboratuarinda pek uygulama alani olmayan aort kapaga balon islemi
(BAV), TAVI'nin giinliik rutinde yerini almasiyla birlikte bazi hasta gruplar1 i¢in hayat kurtaric1 ola-
bilmektedir. Kilavuzlarda TAVI veya cerrahi kapak replasmanina koprii olacak sekilde, cok yiiksek
riskli vakalarda endikasyon verilmistir. BAV retrograd yolla hizh bir sekilde ve diisiik komplikas-
yon oranlariyla yapilabilir. Ancak akut aort yetersizligi, koroner okliizyon, aort diseksiyonu, anulus
riiptiirii ve periferik komplikasyonlar gibi hayati risk olusturan komplikasyonlar da gelisebilir. BAV
prosediirlerinde genellikle TAVI islemi 6ncesinde kullanilan 18-21 mm boyutundaki balonlar kul-
lanilmaktadir. Bu balonlara bagli akut aort yetersizligi gelismesi durumunda acil olarak TAVI veya
cerrahi kapak replasmam gerekir ki; zaten ¢ok yiiksek riskli olan vakalarin bu siiregleri tamamlamasi
diistik olastliklidir. Biz burada ¢ok yiiksek riskli bir aort darhigi vakasinda 10 mm gibi kiigtik ¢aph bir
periferik balonla iyi sonug aldigimiz bir BAV prosediiriinii bildirdik. Vakamiz 82 yasinda 6ncesinde
aort darlig1 tanist olan ancak miidahale edilmemis bir kadin hastaydi. Hasta akciger enfeksiyonu ve
dekompanse kalp yetersizligi tablosunda yogun bakima yatirilarak akut kalp yetersizligi tedavisi
verildi. Yapilan transtorasik ekokardiyografide aort kapakta 45/68 mmHg gradient ve aort kapak
alan1 0.4 cm?, ejeksiyon fraksiyonu %40 olarak belirlendi. Takip eden giinlerde non-invazif mekanik
ventilasyon tedavisine de iyi yanit vermeyen hasta entiibe edilerek solunum destegi verildi ve pozitif
inotrop ihtiyact artti. Bu tabloda TAVI ve cerrahi kapak replasmani agisidan ¢ok yiiksek riskli oldugu
icin BAV yapilmasi planlandi. Elimizde BAV i¢in uygun ¢apta balon olmamasi ve hastanin giderek
kotiilesmesi tizerine elimizdeki en biiyiik capli periferik balon olan 10 mm x 40 mm balonla BAV is-
leminin yapilmasi planlandi. islem oncesi koroner anjiyografide anlamli darlik ¢tkmadi ve islem ta-
nimlandig sekilde tamamlandi. islem 6ncesi 45 mmHg olan ortalama gradient islem sonrasinda 28
mmHg’ya kadar diistii ve aort yetersizligi gelismedi. Kan basinci hemen diizeldi ve inotrop ihtiyaci
azaldi. Islemin sonrasindaki giin ekstiibe edildi ve bir giin sonra yogun bakimdan servise gikarildi.
Bir hafta sonra hastaya 29 mm Portico TM Transkateter kapak implante edildi ve hasta sorunsuz bir
sekilde taburcu edildi. Bu vakada kullandigimiz diisiik ¢apl balon hem 7 french gibi kiiciik ¢apl bir
kilifla kullanilma kolaylig: sayesinde periferik kapatma cihazi veya cerrahi kapatma zorunlulugunu
ortadan kaldirmakta hem de akut aort yetersizligi gelisme riskini azaltmaktadir. Diger taraftan kritik
durumdaki hastalar icin dekompanse dénemi atlatma anlaminda yeterli bir kapak alani sagladigi da
bizim vakamizdan ¢ikarilan dersler arasinda yer almaktadr.

Sekil 1. Aortik balon valotomi. Sekil 2. TAVI islemi.
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OPS-037

Kladikasyon sikayeti ile basvuran hastada aort koartikasyonunun
basarili endovaskiiler tedavisi

Elnur Alizade, Khagani Isgandarov, Siileyman Barutcu, Alev Kilicgedik,
Mohammed Bahadir Omar, Selguk Pala

Kartal Kosuyolu Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Girig: Distal aort arkusunda daralma ile seyreden aort koaktasyonlari (AKo), 1000 canli dogum-
da 0.2-0.6 oraninda goriiliir. Bu olgumuzda kardiyoloji poliklinigine kladikasyon yakinmasr ile
bagvuran 48 yagindaki hastada insidental olarak yakaldigimiz AKo nin bagarili endovaskiiler te-
davisini paylastik.

Olgu: Kirk sekiz yasinda erkek hasta, poliklinigimize kladikasyon sikayeti izerine bas vurdu. Oz
gegmisinde 2005 yilinda TIP 1 aort diseksiyonu operasyon hikayesi mevcuttu. Bilinen ek bir has-
taligi yoktu. 20 yildan fazla sigara igicisi ( 1 paket/giin). Fizik muayenesinde proksimal hipertansi-
yon, femoral nabizlarda zayiflama ve interskapular sistolik iifiiriim mevcuttu. Alt ekstermite arteri-
yel Doplerde sag eksternal iliak arterde (EIA) %70 darligi mevcuttu. Sag tarafli ayak bilegi-brakial
indeksi (ABI) 0.6 saptandi. Bu nedenlerden dolay1 hastaya periferik anjiyografi (PAG) planland.
Femoral nabizlarim zayif palpe edilmesi nedeniyle hastaya sag brakial arterden PAG planlandi.
0.35 inch hidrofilik guidware inen aortaya ileriletilemedi. Hastaya aortografi yapildi ve aort koar-
tikasyonu tanisi kondu. Bagka bir seansta sag brakial arterden ponksiyon yapildi, AKo 0.35 inch
hidrofilik tel ile gegilemedi. Corsair mikrokateter destegi alindi ve lezyon Floppy tel ile gegildi.
Sonra Corsair mikrokateter Mini kateter ile degistirildi. Ardindan floppy tel 0.35 inch hidrofilik
tel ile degistirildi. Sol femoral arter goriintiilendi ve ponksiyon yapildi. 0.35 inch hidrofilik tel
snair ile yakalanarak sol femoral arterden eksterne edildi. Ardindan retrograd olarak AKo 34 mm
CP COVERED STENT ile basarili sekilde agildi. Hastanin perifer anjiografisi yapildi ve sag EIA
da %40 darlik saptandi. Medikal takip karari verildi. Hasta iglemden 48 saat sonra taburcu edildi.
Sonug: Tipik kladikasyon sikayeti olup, alt ekstermite arteriyel goriintiilime sonuglarinda anlaml
darlik saptanmayan hastalarda kladikasyon nedeni olarak AKo akilda tutulmalidir.

Sekil 1. Aortografide aort koartikasyonunun tes- Sekil 2. Aort koartikasyonuna stent implante edil-
piti. di.

Sekil 3. Aort koartikasyonunun bagarili agilmasi.

OPS-038

Retrieval of embolized chemotherapy portacath in the heart by
endovascular technique

Mubhsin Kalyoncuoglu, Semi Oztiirk, Giindiiz Durmus, Mehmet Fatih Yilmaz,
Erdal Belen, Mehmet Mustafa Can

Department of Internal Diseases, Haseki Training and Research Hospital, Istanbul

Totally subcutaneous intravascular portacath provide safe and reliable vascular access and is widely
utilized for venous access for long-term parenteral administration of medications. Catheter fracture
and or embolization of the catheter fragment in to the heart or pulmonary artery is a rare and poten-
tially serious complication. When it occurs, promptly surgical or percutaneously extraction of the
embolized foreign body is necessary. We present an asymptomatic case, 57 years old female, with
metastatic colon adenocarcinoma diagnosed and surgically resected 1 year ago. Following resce-
tion, she was receiving monthly chemotherapy through a central venous port to his right subclavian
vein. 18 July 2017, while it was surgically tried to extract, the port cath fragmented and embolized
in the heart (Figure 1). Echocardiography was performed and showed linear shadow representing
the retained fragment in the right atrium and ventricle After the patient was evaluated by cardio-
vascular vascular surgeon and interventional cardiologist, an emergency percutaneous removal of
the cathater was planned. So, he was referred to interventional cardiology due to consideration of
availability of minimally invasive percutaneous removal. After informed consent was obtained,
the patient was taken to the cardiac catheterization laboratory. The procedure was performed under
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local anesthesia and fluoroscopic guidance. After insertion of a 10-French (Fr) sheath, 8-Fr right
coronary guiding cathater was advanced to right ventricle using a 300-cm and 0.038-mm Exchange
wire. The approximately 13-cm long and 6-Fr diameter fractured catheter segment that was lodged
in the right atrium and ventricle, was tried to captured by using a macrosnare (Argon medical
devices, Atrieve vascular snare kit, 2-4 mm, 175 cm, A11141006). Because of the catheter body is
tightly and strongly held by the right atrium and ventricle and there is not enough space to catch
the catheter tip, several attempts using right femoral vein unfortunately was unsucessful. So, we
think that, we might move the broken piece away from its place using an ablation catheter via right
femoral vein. At the same time, right subclavian vein was cannulated with 9-Fr long sheath as a
main extraction root. After the fragmented catheter tip was moved using ablation catheter via right
femoral vein, we grasped the fragmented catheter by macrosnare and pulled into the right subclavi-
an vein along with the sheath and externalized (Figure 2-3) ( video 1). We administered intravenous
unfractionated heparin as a 70 U/kg (up to a maximum 5000 U) during the procedure. After the
activated partial thromboplastin time (aPTT) was < 50 seconds, we removed the subclavian and
femoral vein sheath and hemostasis was achieved through manual pressure. Postprocedure course
was uneventful and the nature of vascular access made early ambulation possible.

Figure 1. Port 1. Figure 2. Port 2. Figure 3. Port 3.
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OPS-039

Coronary balloon assisted trombectomy in deep femoral artery
organized thrombosis presenting as critic limb ischemia

Kenan Toprak, Ugur Arslantas, Selcuk Pala
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtises Training and Research Hospital Istanbul

The lower limb ischemia is usually caused by aorto-iliac occlusive disease and treated by aortofem-
oral bypass, percutaneous balloon dilatation, or aortoiliac endarteroctomy. This case report describes
the treatment of thrombus in Deep Femoral Artery (DFA) using coronary balloon angioplasty in a
patient with subacute limb ischemia. Thus, the protection of the DFA flow, which is a vital contrib-
utor to the lower limb and a source of important collaterals, is provided. A 60-year-old male patient
presented with paleness and pain in his left limb. Complaints have been started for about 40 days.
Physical examination showed weak left femoral artery and no pulses in dorsalis pedis artery. He had
undergone coronary artery bypass greft 10 yeras ago and aortofemoral peripheral bypass 1.5 years
ago. He was diabetic and heavy smoker. Lower extremity peripheral angiography was performed.
Left common femoral artery (CFA), aortofemoral bypass greft and deep femoral artery (DFA) was
thrombosed and occluded. The pig tail catheter was left in the deep femoral artery. Thrombolytic
infusion therapy with a bolus of 10 mg and 2 mg / hour for 24 hours was administered from a pig
tail catheter. Control peripheral angiography showed partial thrombosis of the thrombus in the CFA
and thrombus slided the DFA ostium. SFA lesion was passed anterograde approach with the help of
a Fielder XT guide wire and dilatated with a 4.0x 220 mm size peripheral balloon. Partial flow was
observed in the distal SFA after balloon angioplasty. No flow was observed despite angioplasty with
2.0x200 mm balloon in DFA. Whereupon 4.0x15 mm coronary balloon was inflated in the distal
DFA and pulled into the SFA ostium. The thrombus in the DFA was pulled to the SFA with the help
of a coronary balloon and the DFA flow improved. Flexible stents of 6.0x 150 mm and 5.0x 180 mm
were implanted in the SFA (Abbott Vascular Supera). Thus, the peripheral flow was successful in
both SFA and DFA. Acut limb iscemia is a life threatened situation so it is important to make logical
manangements.there are any treatment strategies like aortofemoral bypasspercutaneous dilataion,or
aortoiliac endarteroctomy. The therapeutic value of coronary ballon assited embolectomy will be a
bail out treatment in critical limb iscemia. This procedure can be used easily if significant restenosis
occurs and provides a useful tool in selected cases.

Figure 1-5.
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A great mass in thorax, case report

igdem ileri', Zekeriya Dogan?, Biilent Mutlu

igdem Ileri', Zek Di 2, Biilent Mutlu®
!Department of Cardiology, TC. SB. Kiitahya Ili Tavsanli Dog. Dr. Mustafa Kalemli State
Hospital, Kiitahya
2Department of Cardiology, K¢ Dr. Miinif Isl 3lu State Hospital, Kastamonu
‘Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

80-years-old man with uncontrolled hypertension was admitted emergency service with com-
plaints of chest and back pain, dyspnea, weakness and decreased urine flow, which lasted for one
week. On physical examination; he was hypotensive, tachycardic and tachypneic and no urine out-
put since midnight. Chest X-ray was taken immediately which was standing out a great mass in left
hemithorax just above heart (Figure 1). Because of deep hypotension, confusion and disorienta-
tion; transthoracic echocardiography was performed at bedside and the diameter of ascending aorta
was measured as 74 mm with central moderate aortic regurgitation (Figure 2). Clinical findings of
the patient were found as creatinin level: 2.5 mg/dL, blood urea nitrogen (BUN): 72 mg/dL, urea:
155 mg/dL and hemoglobin: 16.4 g/dL consistent with prerenal acute kidney failure. Computed
thorax tomography without intravenous contrast revealed a giant ascending aorta aneurysm. The
diameter of ascending aorta was measured as 80 mm, diameter of arcus aorta and proximal de-
scending aorta as 90 mm and was visualized with a perivascular effusion compatible with Type-B
aortic dissection (Figure 3, 4). Intravenous fluid replacement and norepinephrine therapy started
before these imaging processes in order to restore blood pressure, but patient was lost within two
hours before the planned high-risk surgery.

Figure 1. A giant aortic aneurysm can be seen easily at chest
X-ray.

Figure 2. Measurement of ascending
aorta at parasternal long axis view on
transthorasic echocardiography.

Figure 3. Measurement of aorta from different level at
thorax CT scan without contrast.

Figure 4. Descending aorta aneurysm and
perivascular effusion.

OPS-041

Gegici Pacemaker yerlestirilmesi sirasinda ¢ok nadir bir
komplikasyon; Illiak ven riiptiirii

Yakup Alsancak, Miikremin Coskun, Sefa Tatar, Ahmet Soylu, Mehmet Akif Diizenli
Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Giris: Perkiitan girisim ya da elektrofizyolojik inceleme oranlarinin artmast ile beraber illiak ven-
lerin (IV) kullanim siklig1 artmaktadir. Gegici pacemaker (GP) uygulanmasi yine siklikla iV lerin
kullanildig1 ve ¢ogu zaman hayat kurtarict bir tedavidir, bu islemde pnomotoraks, hemotoraks,
sag ventrikiiler riiptiir ya da kardiyak tamponad bilindik komplikasyonlar olmasina ragmen, [V de
riiptiir son derece nadir gozlenmektedir. IV de ¢ok nadir goriilen riiptiir (cerrahi, perkiitan), taninin
gecikmesi durumunda mortalitesi yiiksek bir klinik durumdur.

Vaka: 86 yasinda genel durum bozuklugu ile acile bagvuran kadin hastanin tansiyon degerlerinin
70/40 mmHg, kalp hizinin 25 atim/dak, elektrokardiyografisinde inferior MI bulgular ve ejeksiyon
fraksiyonun %20 olarak tespit edilmesi iizerine laboratuara alindi. Atropin yaniti olmamasi ve
kardiyojenik sok tablosu nedeniyle GP planlandu, elektrod ilerletilmek istendi ancak elektrodunun
sheathden hemen c¢ikista ilerlemedigi gozlendi. Venoz yapilarda tikaniklik olabilecegi diisiiniil-
dii, venografi sirasinda IV’de sheathin hemen ug¢ kismindan baslayan disseke gériiniim ve opak
ekstravazasyonu (riiptiir) izlendi. Hastanin klinik durumu goz oniine alinarak 6ncelikle koroner
anatominin degerlendirilmesi planlandi, sag koroner arterin tam tikali oldugu gézlendi. Bu esnada
tekrarlayan VT/VF ataklari izlendi, tekrarlayan defibrilasyonlar uygulandi. Ardindan sag koroner
artere stent implante edilerek, postdilatasyon yapildi. Bu esnada da tekrarlayan malign aritmiler
izlenmesi iizerine amiodarone vendz yoldan uygulandi. Klinik olarak stabilizasyon saglandi. Kalp
hiziin 90 atim/dak, tansiyon degerlerinin 100/70 mmHg oldugu gézlendi. Kontrol anjiyografi-
de stentin acik oldugu gozlendi (Sekil 1). Kanama siiphesi nedeniyle protamin yapilarak, islem
sonlandirildi. Takibinde sag femoral venden 6nce 0.014 inch floopy, ardindan sag guiding katater
ilerletildi. Alinan kontrol venografide IV’den gozlenen ekstravazasyonun kayboldugu, diseksiyon
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ve riiptiiriin kendini simirlamis oldugu gozlendi (Sekil 2). Bu nedenle medikal takip planlanarak
hasta yogun bakima alindi. Alinan kontrol hemogram degerlerinde belirgin diisiikliik izlenmedi
(islem oncesi 13 mg/dl, islem sonrasi 11.9 mg/dl). Ancak hastada tekrarlayan aritmiler devam etti.
Hasta yogun bakim takipleri sirasinda kaybedildi.

Sonug: GP tedavisinin acil olarak kullanildigi durumlarin baginda akut koroner sendromlara eslik
eden AV bloklar gelmektedir, hasta uyumunun yetersiz olmasi halinde islem komplikasyonlara
acik hale gelmektedir. Bu vaka, son derece nadir goriilen bir GP komplikasyonu olmasi bakimin-
dan onemlidir. Venoz yapilara bagli kanamalar kendini sinirlayabilir. Ancak literatiirde siklikla
bahsedilen spontan IV riiptiir vakalarinin mortalite oranlarmmn yiiksek oldugu diisiiniildiigiin de,
ekstravazasyonun devam ettigi durumlarda balon anjiyoplasti, stent implantasyonu, ¢6ziim sagla-
namazsa agik cerrahi ile IV°de ligasyon ya da primer onarim uygun tedavi sekli olabilir.

A B C

Sekil 1. (A-F) Sag koroner arter proksimal tam tikanikligi, stent implantasyonu, post dilatasyon ve islem
sonrasi goriiniim.

A B

Sekil 2. (A) Pace lead ilerlememesine bagh selektif venografi ve sheath giris bolgesinde opak ekstravazas-
yonu (B) Sag ana illiak ven hattinda opasifikasyon (C) Perkiitan koroner girisimden hemen sonra kontrol
venografi (D) Son venografiden 10 dakika sonraki gériiniim, riiptiire, diseke venoz yapinin goriiniimii (be-
yaz oklar) ve ekstravazasyonun izlenmemesi, normal agiklik.

OPS-042

Endovascular repair of longstanding post-traumatic tibio-peroneal
trunk artery arteriovenous fistula

Yalgin Boduroglu', Erding Oz?
'Department of Cardiology, Antalya Private Opera Yasam Hospital, Antalya
’Department of Cardiology, Canakkale State Hospital, Canakkale

Backgorund: The role of percutaneous angioplasty in the management of peripheral vascular dis-
ease especially in peudoaneurysm formation and arteriovenous fistulas has been increasing recent-
ly. Popliteal arterial injury is the second most common arterial injury in the lower limb, accounting
for approximately 30% of lower extremity (LE) arterial injuries. Pseudoaneurysm formation and
arteriovenous (AV) fistulas are well-known complications of arterial injury that often present in a
delayed fashion and have historically been treated by open repair. But minimally invasive tech-
niques are alternatives to traditional open repair. We present a a case with longstanding AV fistula
with severe ulcerations.

Case: A 69- year old male patient was admitted to our intensive care unit for medical treatment for
chronic obstructive lung disease and pneumonia. He has a progressive severe bilaterally peripheral
leg ulcerations and gangrene for 4 months.( Figure 1) After duplex ultrasonography he underwent
peripheral angiography which showed AV fistula in tibio-peroneal trunk with severe chronic dis-
ease in many spots. (Figure 2, 3) He didn’t have comprehensive history about any of calf or leg
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trauma except a small trauma in his childhood term fort his AV fistula. (longstanding) We tried to
implant a covered graft stent via anterograde way but we could not accomplish because of many
dissections in superfisial femoral arteria so we cannulated arteria tibialis posterior then deployed
stents and we finally closed AV fistula via retrograde course and secured a good run off in all course
of LE arterial system (Figure 4).

Discussion: Although longstanding AV fistula for 2 years has been reported before but in our case
we did not appreciate exact history of AV fistula. In some series open surgery repair still has being
adviced firstline theraphy but minimally invasive and endovascular therapies like using balloon
tamponade at the site of the fistula or coil embolisation or deploying a covered stent has provided
alternative treatments.

Conclusions: Percutaneous treatment is a useful therapeutic option for vascular lesions. It is less
invasive than open vascular reconstruction and has a comparably high success rate.

Figure 1. Bilaterally severe ulcerations and gan-
grene.

Figure 2. AV fistula in tibio-peroneal trunk.

Figure 3. Severe chronic disease in all spots. Figure 4. Successful occlusion of AV fistula.

OPS-043

Arteryel girisimlerin sayisinin artmasina paralel olarak artan bir
komplikasyon ve basaril yonetimi: Stent siyrilmasi

Ozcan Orsgelik, Bugra Ozkan, Muzaffer Karadeniz, Ahmet Celik
Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

Altmus alti yasinda erkek hasta birkag aydir var olan ve son haftalarda progresyon gosteren efor-
la olusan gogiiste yaygin baski tarzinda agri ve 6zellikle sag alt ekstremitede kramp tarzi bacak
agrilart nedeni ile hastanemize bagvurdu. Hasta unstabil angina pectoris ve kladikasyo intermit-
tans tanilart ile koroner yogun bakima yatirildi. Hastanin sag alt ekstremite agrilarinin dinlenim
sirasinda da olmasi, bu ayaktaki renk degisimleri ve semptomlarin iki haftadan daha uzun siiredir
olmast nedeni ile kronik kritik bacak iskemisi olarak kabul edildi. Ozge¢misinde sigara, hipertan-
siyon ve gecirilmis serebrovaskiiler olay hikayesi olan hastanin fizik muayenesinde solunum ve
kalp sesleri dogal, sag femoral arter nabz1 oldukca zayif distal yatakta nabiz alimamiyordu. Sol
alt ekstremite nabizlari ise azalmig olmakla birlikte agikti. Hastaya koroner+periferik anjiyografi
planlandi. Yapilan koroner anjiyografide sol circumflex arter nondominant ve plakli, sol anterior
desenden arterde birinci diagonal hizasinda %60 darlik izlendi. Sag koroner arter proksimalinin
total tikal1 oldugu ve sol sistemden doldugu goriildii. Koroner arterler i¢in yogun medikal tedavi
karar1 verildi. Hastaya yapilan periferik anjiyografide ise sag ana iliak arter proksimalinde %30,
orta bolgesinde %80 darhk (Sekil 1), sag ana femoral arterde %80 darlik saptandi. Sag yiizeyel
femoral arterin baslangi¢ bolgesinden total tikali oldugu ve distal yatagm kollateralden doldugu
goriildii. Sol ana iliak arter proksimalinde %30, orta kisminda %50 darlik izlendi. Sol yiizeyel
femoral arter ostealinin tam tikali oldugu ve distalin yeterli oranda kollaterallerden doldugu sap-
tand1. Kardiyoloji — kalp damar cerrahisi konseyinde distal akimin artmast i¢in sag ana iliak artere
perkiitan girigsim sonrasi sag femoropopliteal bypass karar1 verildi. Karg: taraftan uygun sheath ile
girildikten sonra lezyonlar tel ile gegildi. 7.0x28 mm balon expandable stent ilerlerken siyrildi ve
ana iliak arter proksimalinde kaldi (Sekil 2). 5.0x60 mm’lik balon siyrilmis olan stentin i¢inden
gegilerek kavrandi ve ana iliaktaki lezyon bolgesine ilerletilerek sisirildi (Sekil 3). Daha sonra
siyrilan stentin kendi balonu ile postdilatasyon uygulandi (Sekil 4). Tam agiklik sagland1 (Sekil
5). isleme son verildi. Koroner veya periferal girisimler sirasinda karsilagilabilen stent styrilmast
nadir geligen ancak potansiyel olarak tehlikeli bir durumdur. Tortiyoze damarlardan balon katatere
yiiklii stentlerin gonderimi sirasinda 6zellikle de arterde diizensiz kalsifikasyonlar varsa veya rijit
stentler uygulanmigsa, stent gonderici sistemden siyrilabilmektedir. Koroner ve periferal girisim-
lerin sayisinin artmasina paralel olarak bu komplikasyonlarin sayist da artmaktadir. Bu nedenle
bu tiir olumsuz durumlarla miicadele edebilmek i¢in operator-teknik ekip iyi ve deneyimli olmali,
uygun malzemeler hazirda bulundurulmal ve cerrahi destegin oldugu iinitelerde komplike lezyon-
lara miidahale planlanmalidir.
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Sekil 1. Sekil 2. Sekil 3.

Sekil 4. Sekil 5.

OPS-044

Coronary intervention from brachial artery in patient with diffuse
peripheral artery disease and bilateral polio

Yahya Kemal icen, Mevliit Kog

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

56 years old female admitted with severe chest pain to emergency department. Priority; there was
a history of poly-illness in childhood. For this reason he could not use his two legs. There was no
evidence other than tachycardia on physical examination. No pulses from bilateral femoral artery
and left upper extermity arteries. Right side had no radial and ulnar pulse but had brachial pulse.
We decided to brachial intervention. 0.038 inch guide wire did not passed in brachial artery. Bra-
chial angiography showed obstruction of 99% (Figure 1) and 8 x 48 mm self-expendable peripheral
stent was placed (Figure 2). Guidewire passed and a diagnostic catheter was placed after stenting.
After CAG; 90% occlusion was observed in mid LAD (Figure 3) and a 2.75x38 mm stent was
placed (Figure 4), full patency was achieved. Coronary intensive care was taken after the proce-
dure. On the right side, color change and loss of heat occurred, and then brachial angiography was
performed and there was no flow in the radial and ulnar arteries (Figure 5). The patient who under-
went medical treatment was taken to the coronary intensive care unit. His pathological findings in
his right hand were resolved. The patient was discharged with medical suggestions one day later.

Figure 1. Figure 2. Figure 3.
Figure 4. Figure 5.
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Successful percutaneous below the knee treatment
of a patient with critical limb ischemia

Hiiseyin Goksiiliik, Yusuf Atmaca, Nil Ozyﬁncﬁ, Hiiseyin Nazman,
Seving Aktiirk, Semih Oztiirk, Cetin Erol

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Introduction: Critical limb ischemia (CLI) known as chronic ischemic rest pain, injuries or gan-
grene due to arterial occlusive disease, is the most advanced form of peripheral arterial disease.
Peripheral arterial disease with CLI carries a poor prognosis that 25% of these patients will die and
30% will undergo an amputation. With increasing the prevalence of comorbidities (DM, obesity,
sedentary lifestyle)these ratios seem to increase further.

Case presentation: We report a case of a 76-year-old woman with a history of hypertension, hy-
perlipidemia, diabetes mellitus. She presented with an ulcerous lesion at left foot’s finger and rest
pain.On the physical examination pulseless popliteal artery, dorsalis pedis artery were detected.
Lower limb CT angiography showed that, left anterior/posterior tibial artery and peroneal artery
were totally occluded. Peripheral angiography was performed antegradely. There were 70%-80%
stenosis at proximal and middle part of the left popliteal artery (Figure 1A). Left anterior/poste-
rior tibialis and peroneal artery were detected totally ocluded (Figure 1B). A guidewire (0.014”,
300cm, Hi-Torque Winn 80T) was passed from popliteal artery to into the tibialis anterior artery.
The lesion was dilated with 5x60mm baloon (Fox SV, AbbottVascular, USA) (Figure 1C). An
implantation of self-expandable stent (Supera, abbott vascular) and postdilatation was performed
(Figure 1D, E) Long sheath was advanced to the distal popliteal artery through the stent to continue
procedure. Guidewire was replaced with heavy-tipped wire (Winn 200T, 300 cm) to pass anterior
tibial artery stenosis with the support of microcatheter (Spectranetics). With the backup, tibialis
anterior artery was crossed, and the wire advanced to dorsalis pedis artery. The lesion was dilated
with baloon (2.0x120 mm) (Fox SV, AbbottVascular, USA ) from distal to proximal. Intervention
was finihsed by dilating 2.5x120 mm and 3.0x120 mm drug coated balloon (Figure 2A, B, C, D).
The process was terminated with the suture-mediated closure system (Proglide, Abbott Vascular)
to the antegradely punctured femoral artery. At follow up patients’ wound was healed 6 week later.
This case show an important result in that below-the knee (BTK) interventions have a positive
effect on wound healing even when single vessel is opened.

Discussion: The high morbidity and mortality in patients with CLI emphasize the importance of
this disease. In CLI patients, amputation rates are as high as 35% to 67%.The death in these patient
population is related to cardiovascular causes. Successful below-the knee PTA can prevent major
surgery with a short hospital stay especially patient with multiple comorbidities.For this reason,
revascularization methods have prognostic implications and limb saving outcomes. This case em-
phasize that BTK intervention can be safe, effective and minimally invasive treatment strategy for
patients in critical limb ischemia even when the single vessels’ patency is provided.

A B

Figure 1. (A) Lesions on the popliteal artery at proximal and mid level (arrows) (B)
Totally occluded tibialis anterior (black arrow), posterior (white arrow) and peroneal
artery (yellow arrow) (C) Balloon dilatation of the popliteal lesions (D) Self-expand-
able stent implantation to the politeal lesions (E) Postdilatation of the stent.

A B

Figure 2. (A) Anterior (B) middle (C) distal part of anterior tibial artery and (D) dorsa-
lis pedis artery after balloon dilatation with DCB.
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OPS-046

Challenging case: Difficult crossing of severe aortic coarctation

Nijad Bakhshaliyev, Muharrem Nasifov, Ozge Ozden Tok, Asim Enhos, Erdem Karacop,
Mustafa Ahmet Huyut, Ilke Celikkale, Baris Akdemir, Ziya Ismayiloglu, Omer Goktekin

Department of Cardiology, Bezmialem University Faculty of Medicine, Istanbul

22 years old male. Presenting with hypertension for 2 years. Medical treatment: Amlodipin 10
mg Aortic coarctation was diagnosed with CT angiography and dilatation was attempted¢ Un-
successful crossover of stenotic part Referred to our center. Successful baloon dilatation and stent
implantation of aortic coarctation.

Figure 1. Aortogram of
descending artery with
pigtail.

Figure 2. Baloon angio-
plasty and stent implanta-
tion (30x30 mm).

Figure 3. Crossing Pilot 200 wire.

Figure 4. JR 4 guiding catheter
Aortogram of arcus aorta.

Figure 5. Simultaneous pres-
sure measurement confirmed
significant stenosis.

Figure 6. Successful baloon dil-
atation and stent implantation of
aortic coarctation.

OPS-047

Time is kidney: endovascular treatment of acute renal infarction

Ahmet Bacaksiz, Ilke Celikkale, Mehmet Ergelen, Erdem Karagop, Asim Enhos,
Mustafa Ahmet Huyut, Mahmut Uluganyan, Ziya ismailoglu, Nijad Bakhshaliyev,
Aydin Nadir, Hatice Aylin Yamag Halag, Nuray Kahraman Ay, Ramazan Ozdemir

Department of Cardiology, Bezmialem University Faculty of Medicine, Istanbul

A 60-year-old male was admitted to the emergency room with bilateral flank pain ongoing for 2
days and vomiting. He had been diagnosed with atrial fibrillation (AF) 5 days prior to the admis-
sion, transoesophageal echocardiography had showed no visible thrombus, and after delivery of
DCCYV; sinus rhythm had restored. Patient had been discharged with medication of dabigatran 150
mg 2 times-a-day. He has had a medical history of hypertrophic cardiomyopathy, hypertension,
diabetes mellitus and acute rheumatic fever. At admission, the patient’s body temperature was
36.4°C, pulse rate was 127 bpm, oxygen saturation was 94 percent, blood pressure was 147/96
mmHg. Physical examination revealed right-lower back pain aggravated with palpation. Neither
rebound tenderness nor abdominal guarding was detected. The remainder of the examination was
normal. Electrocardiogram showed atrial fibrillation. Laboratory assessment revealed mildly ele-
vated creatinine to 1.52 mg/dL (normal range 0.72-1.25 mg/dL). Mild proteinuria was seen in the
urine testing. Complete blood count and remainder of the laboratory testing was insignificant. Mes-
entery embolism was suspected, abdominal and urinary system ultrasonography was ordered due
to high hepatic function panel results. Abdominal computed tomography with intravenous contrast
revealed a right sided renal infarct with a nonfunctional renal cortex. Neither mesenteric arterial
obstruction nor hydronephrosis was seen. The patient was then referred to cardiology department,
hospitalized for treatment and further follow-up with the diagnosis of acute renal arterial infarc-
tion. An emergent right sided renal arterial angiography was performed via the right femoral ap-
proach, using a 7F JR4 SH guiding catheter to see 90% obstruction of right-sided renal artery due
to acute thrombosis. Thrombectomy was performed, using thrombus aspiration catheter. The main
renal thrombus was dislocated and renal arterial flow was obtained. Further investigation revealed
that the patient had skipped 3 doses of dabigatran after discharge, then admitted to hospital with
these complaints. Unfractionated heparin infusion was given to the patient, starting with 5000 units
as loading dose, followed by a 20U/kg/h. During follow-up, SBP was around 85/50 mmHg and
the patient developed oliguria, hence, norepinephrine and dopamine infusion was started. In spite
of the improved SBP, patient was anuric due to acute renal failure and he was started on bedside
hemo-filtration. Follow-up creatinine levels regressed, urine output was increased. Poliuric phase
of acute renal failure was developed, blood sodium and potassium levels and fluid balance were

33. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

monitored closely and supplemented properly for sodium, potassium and fluid. In the following
days, patient was not dependent of the inotropic agents and hemodynamically stable. Patient was
discharged with apixaban 5 mg 2 times a day. Creatinine levels were 1.03 mg/dL and GFR was
78.8% at the time of discharge.

Figure 1. Abdominal CT revealed a right sided renal infarct with a nonfunctional renal cortex (A, B).
Angiography revealed 90% obstruction of right-sided renal artery (C). Thrombectomy with the use of an
aspiration catheter was performed and renal arterial flow was obtained (D).

OPS-048

Isolated right subclavian artery stenosis, two case reports
Salih Sahinkus, Harun Kili¢, Mustafa Tarik Agac, Hiiseyin Giindiiz, Ramazan Akdemir
Department of Cardiology, S.B. Sakarya Training and Research Hospital, Sakarya

Isolated right subclavian artery stenosis is very rare clinical condition. Commonly etiology of the
subclavian artery stenosis (SAS) is atherosclerosis but also, SAS can be found in patients who have
vasculitis like Takayasu arteritis and generally in the left side. Here we report two cases who had
isolated right SAS and they were treated succesfully by percutaneous intervention. The first patient
74 year old female admitted to the neurology department with the symptom of right arm pain for
two weeks. She had only hypertension in the past medical history. On physical examination blood
pressure from right upper limb was 30 mmHg lower than the left side. And also pulselessness
was found on the right brachial, radial and ulnary arteries. 80% stenosis in right subclavian artery
(RSA) was realized in duplex ultrasonography (DU). Periferic angiography was planned based on
the physical examination and the DU. 95% stenosis was determined in the mid segment of the RSA
(Figure 1). Balloon expandable stent was implanted successfully (Figure 2). The second patient 66
year old male presented to our cardiology department with a complain of headache and high blood
pressure on his own measurements for a month. His systolic blood pressure on the right upper limb
was 50 mmHg lower than the left upper limb (right 110/65 mmHg, left 160/75 mmHg). We learnt
that he had exertional right arm claudication for two months. He had no neurological deficits on
the right upper limb. 90% stenosis was determined in the proximal segment of the RSA (Figure 3).
Balloon expandable stent was impanted from the distal segment of the innominate artery (IA) to the
RSA (Figure 4). SAS is a rare clinical disease, incidence is 1.9%. Usually SAS is asymptomatic,
in symptomatic patients, they can complain of the upper limb extremities, brain and also the heart.
Atherosclerosis is the most common cause of SAS and the other ethiopathologies includes arte-
ritis-like Takayasu, radiation, compression syndromes and fibromuscular dsyplasia. Percutaneous
treatment may be preferable because of the less mortality, less morbidity, cost effectivity and the
long term efficacy. Neurological complications were reported during percutaneous treatment of
the SAS, ranges from 0.4%-4%. During SA angioplasty, protection of the cerebral system has not
been established. If directly stenting to SAS was choosen distal embolic protection system may
not be necessary but if predilatation with the balloon before stenting was performed, distal embolic
protection system was needed. Because in the following process of predilatation, vertebral artery
flow changed to the antegrad direction. In both cases we performed directly stenting and we did not
prefer to use distal embolic protection systems. There were no complication, no symptoms occure
after stenting the SAS in our cases.

Figure 1. Angiographic seen after succesfully stent-
ing of the SAS.

Figure 2. Angiographic seen of the lesion in the
RSA.
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Figure 3. Second patients angiographic view after
stenting to the right SAS.

Figure 4. Second patients angiographic view of the
stenosis in the RSA.

OPS-049

Successful treatment of an acute limb ischemia with hybrid
revascularization procedures

Anil Aver', Ahmet Giiner', Mustafa Karaaslan?, Mehmet Aksut?

!Department of Cardiology, Kartal Koguyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul
2Department of Cardiovascular Surgery, Kartal Kosuyolu Yiiksek Training and Research
Hospital, Istanbul

A sixty-year-old male patient was admitted to our emergency department with left lower extremity
pain. The patient had a history of bilateral femoropopliteal bypass operation 3 years ago, had
smoking habit and no other disease except for Type-II diabetes mellitus. Patient was evaluated
by bedside Doppler ultrasonography and no flow was observed in the left popliteal artery and its
distal. The patient was transferred to the catheter laboratory and found to have 100% occlusion of
the left femoropoliteal graft, femoral artery and its distal, and intense thrombus in the contralateral
peripheral angiography through the right femoral artery. Revascularization could not achieved with
percutaneous approach and thrombolytic therapy. The patient was followed up daily by orthopedic
team and prepared for left lower extremity amputation. In the 6th day of follow up, acute onset pain
developed in the right lower limb, palpation showed loss of the popliteal artery and distal pulses.
The thrombus developed secondary to arterial sheath in the right femoral artery in atherosclerotic
zone and consequently it was thought to be thromboembolism in right femoropopliteal graft and
its distal tract. Doppler ultrasonography showed no flow in the anterior and posterior tibial arteries.
The patient was operated by cardiovascular surgery team with embolectomy. The right femoropop-
liteal artery graft was incised proximally. However, inflow was not observed in the graft incision
area. Successful embolectomy was not performed from the proximal anastomosis region of the
graft with Fogarty catheter. The patient was taken to the catheter laboratory for right peripheral
angiography. Angiography performed as retrograde through the graft incision site revealed that
the right iliac artery had a total occlusion. Following, 0.014 guiding wire was pushed forward to
the abdominal aorta by retrograde approach from the graft incision site. After determining that the
guide wire was in the arterial lumen by contrast injection, successive dilatations were performed
using 4.0x150 mm balloon (Figure 1A). It was seen that inflow of the graft improved after angio-
plasty. Thrombectomy was performed to the distal of the graft by sending a Fogarty catheter under
fluoroscopy (Figs. 1B and 1C). After thrombectomy, the graft incision area was repaired by the
surgical team. In follow up of the patient, the symptoms of the right lower limb were regressed, the
legs returned to normal from the cyanotic color, and leg warmed (Figure 1D). Control Doppler ul-
trasonography also showed triphasic flow in arterial traces. Acute limb ischemia is a cardiovascular
disorder that may begin with sudden arterial occlusion and may have catastrophic consequences
and result in limb amputation in 10-15% of the patients. Hybrid revascularization with endovascu-
lar treatment and open surgery combination may be used in such cases.

Figure 1.
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OPS-051

Unusual approach to endovascular treatment of intractable
iliofemoral deep venous thrombosis

Mehmet Mustafa Can, Erdal Belen, Muhsin Kalyoncuoglu, Giindiiz Durmus
Department of Cardiology, S. B. Haseki Training and Research Hospital, Istanbul

Background: Deep venous thrombosis (DVT) is a common cardiovascular disease that causes
mortality and morbidity. Although prevention of DVT is the most important point, there are also
important developments in the treatment of DVT. In addition to the anticoagulant treatment pro-
posed firstly by guidelines, surgical embolectomy and ultimately endovascular treatment have be-
gun to be widely used in selected patients.

Case: The patient who developed swelling pain and redness in the left foot that started 3 weeks ago,
was referred to our center with the diagnosis of DVT identifed by doppler ultrasonography. After the
consultation with cardivascular surgeon. patient underwent pharmacomechanical catheter directed
thrombolysis by taking endovascular treatment decision. Unfortunately, it was seen that the endo-
vascular treatment was unsuccesssful when obtained the postprocedural venography. Since DVT is
3 weeks old and it is thought to be organized, it was decided to make more powerful aspiration by
using tracheal aspiration catheteter. In this method the sterile tracheal aspiration catheter was cut and
attached to the posterior end of the 8F right guiding catheter. After that, venous thrombus aspiration
was maded by using the tracheal aspiration device with 700 PSI. Postprocedural controlled venogra-
phy showed satisfactory result by using this firstly attempted treatment method.

Conclusion: We have offered a treatment option that may be an alternative to existing treatment
methods in the cases with subacute DVT when current treatment options are inadequate.

Figure 1. Full system. 8F guiding catheter, tracheosto-
my cannula and aspirator.

Figure 2. Device. Figure 3. Aspirated thrombus.

OPS-052

TAVI uygulanan aort darhg1 hastasinda beklenmedik bir
komplikasyon olarak geligen renal arter perforasyonu ve perirenal
hematoma yaklasim ve kaph stentle endovaskiiler tedavisi

Ertan Vuruskan, Gokhan Altunbag, Fatma Y1lmaz Cogkun, Murat Sucu

Gaziantep Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Gaziantep

Seksen alti yaginda semptomatik ciddi aort stenozu olan hastada kalp takimi konseyi neticesinde
TAVI karari alindi. 26 mm Edwards kapak, balon predilatasyonu sonrasi annulus diizeyinde sisi-
rilerek yerlestirildi. Minimal AY saptandi. Islem sedasyonsuz, lokal aneestezi altinda ve Prostar
XL vaskiiler kapama cihaz1 ile yapildi. islemin sonunda e-sheath’in dilatorii yerlestirilirken has-
tanin sol iist kadranda batici vasifta siddetli karin agrisi oldu. Alinan goriintiide sol renal arterde
muhtemel perforasyon izlendi. Sistolik kan basinct 60 mm Hg’ya kadar indi. Hastaya iv protamin
yapildi. S1vi replasmani ve norepinefrin uygulamasi ile hemodinami diizeldi. Hasta masadayken
sol brakiyal arterden cekilen kontrol renal arteriyografide muhtemelen guidewire perforasyonu
olan bolgenin seal oldugu izlendi. Hastaya 2 iinite eritrosit replasmani yapildi. Cekilen tomografde
perirenal hematom ve minimal extravazasyon izlendi. Gerota fasiyasi tarafindan siirlanan hema-
tomun takip edilmesine karar verildi. Ancak sonraki iki giin icinde hemoglobin diizeyinde 1-2 g/dl
diisme olmast tizerine 2 {inite daha eritrosit replasmani ve hidrasyon yapildi. Serum Cr diizeyleri
2.4 mg/dl’ye kadar ¢ikan hastanin renal fonksiyonlar1 bazal Cr diizeyine (Cr=1.6 mg/dl) ulagmasi
iizerine kontrol renal arteriyografi ve ardindan 3.5x20 mm koroner greft stent sol renal artere yer-
lestirildi. Live clearstent software esiliginde 4.0x12 mm balonla postdilate edildi. Perfore bolge
kapatildi. Hastanin karin agrist gecti ve sifa ile ikili antiagregan ile taburcu edildi.

Sekil 1. TAVI islemi sonrasi minimal AY sap-
tand1.

Sekil 2. Sol renal arter orta bélge superior-
daki perforasyon ve extravazasyon.
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Sekil 3. TAVI islemi bitiminde yapilan kontrol renal
arteriografide kanamnin hematom basisi ve protamin
ile durdugu izlendi.

Sekil 4. Sag ana femoral arter Prostar XL ile
kapatildi.

Sekil 1. Tomografide saptanan perirenal hematom.

Sekil 6. TAVI islemi 6ncesi ve sonrasi tomografinin karsilagtirlimasi.

Sekil 7. Sebat eden perforasyon bolgesine 2 giin
sonra 3.5x20 mm koroner greft stent yerlestirilmesi.

Sekil 8. Live Clear stent software ile stentin proksi-
malinin postdilatasyon i¢in ayarlanmasi.

Sekil 9.4.0x12 mm NC balonla postdilatasyon. Sekil 10. Final goriintiilerde perfore bolgenin tama-

men kapandig izlendi.
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OPS-053

Postoperatif direncli hipotansiyon gibi goriinen bilateral
iist ekstremite periferik arter hastahig

ibrahim Etem Dural', Ersel Onrat', Serkan Gokaslan', Cigdem Ozer Gokaslan?

!Afyon Kocatepe Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Afyon
*Afyon Kocatepe Universitesi Tip Fakiiltesi, Radyoloji Anabilim Dali, Afyon

Girig: Hipotansiyon cerrahi ve genel anestezi indiiksiyonu sonrasi yogun bakimlarda sik karsila-
silan bir sorundur. Bir ¢calismada insidansi %35.8 olarak belirtilmistir. Postoperatif hipotansiyonun
en sik sebebi hipovolemi ve kaybedilen sivinin yetersiz replasmanidir. Diger sebepler arasinda
postopertaif kanama, septik sok, kardiyojenik sok ve anestezi indiiksiyonunda kullanilan ilaclar
sayilabilir. Adrenal yetersizlik ve periferik arter hastalig1 ise nadir sebepler arasindadur.

Olgu: Altmig dort yaginda lomber laminektomi cerrahisi gegirmis kadin hastanin preoperatif tansi-
yonu brakial arterden 90/60 mmhg olarak &lgiildii. 2 saat siiren operasyon sonrasi hastanin brakial
arterden olgiilen tansiyonunun 75/35 mmhg olmasi iizerine hastaya 100 cc/saat izotonik NaCl ve
8mcg/kg/dk olacak sekilde dopamin infiizyonu baslandi. Dopamin inflizyonu sonrasi tansiyonlar:
100-110/60-70 mmhg arasinda seyretti. 24 saat boyunca dopamin infiizyonu ile takip edilen has-
tada akut kardiyak patoloji saptanmadi. Enfeksiyon parametreleri degerlendirilen hastada enfek-
siyon odagi bulunamadi. Hidrasyon ve dopamin infiizyonuna devam edildi. Postoperatif adrenal
yetersizlik agisindan kortizol hormonu bakilan hastada kortizol seviyesi 5.47 ug/dl olarak normal
aralikta saptandi. Dopamin dozu 4 mcg/kg/ dk’ ya diisiildii ve tansiyon degerleri 85/55 mmhg olarak
Olciildii. Semptomatik olmayan hastanin tansiyonu popliteal arterden 140/110 mmhg olarak &lgiil-
dii. Dopamin tedavisi kesilen hastanin tansiyon 6lciimleri popliteal arterden takip edilmeye devam
edildi. Hidrasyonu artirilan hastanin tansiyonu popliteal arterden 110/70 mmhg olarak olgiildii. Ust
ekstremite periferik arter hastalig1 diisiiniilen hastaya bilateral iist ekstremite arteriyal doppler USG
yapildi. Doppler USG’de solda subklavyen arter distalinde postokliiziv akim degisiklikleri izlendi.
Hastaya BT anjiyografi planlandi. Sol subklavyen arter orjininde yaklasik 2 cm lik segment boyunca
total okliizyon saptandi. Sol subklavyen arterde darlik distalinde sol vertebral arterden dolus izlen-
di. Sag subklavyen arterde sag vertebral arter dalii verdikten hemen sonra yaklagik 7 mm lik bir
segmentte limende %60-70 darliga sebep olan darlik izlendi. Hastaya miidahale amagh periferik
anjiyografi planlandi. Sol subklavyan arter proksimalinde total okliizyon saptandi. Sag subklavyan
arter ise proksimalde %70-90 darlik ve darlik bolgesi de tortiydzeydi. Sag subklavyan darlik son-
rasinda invazif tansiyon 80/ 55 mmhg ve darlik proksimalinde ise 125/ 80 mmhg olarak saptandi.
Tartisma: Ust ekstremite periferik arter hastalig1, hipotansiyon durumlarinda akla getirilmesi ge-
reken bir durumdur.

Sonug: Direncli hipotansiyon gibi goriinen durumlarda, 6zellikle de klinikle uyumsuz hipotansiyo-
nu olan hastalarda iist ekstremite periferik arter hastahigini diisiinmek gerekir.

Sekil 1. Sag subkavien arter anjiyografi. Sekil 2. Sol subkavien arter anjiyografi.

Sekil 3. Ust ekstremite BT anjiyografi.

OPS-054

Distal infrapopliteal erken stent restenozu
Kurtulus Karaiiziim, frem Karaiiziim, Ulas Bildirici
Kocaeli Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Kocaeli

Giris: Infrapopliteal arter hastalig1 tedavisi ve yonetimi en gii¢ olan periferik arter hastaligi grubu-
dur. Son zaamnlarda yapilan ¢aligmalarda ilag salinimli stentler ile diger endovaskiiler tedavi yon-
temlerine (balon anjiyoplasti, ¢ciplak stent) gore kisa ve uzun donem damar agiklig1 saglanmasinda
daha iyi sonuglar elde edildigi gosterilmisgtir.

Olgu: Otuz yedi yasinda erkek hasta on bes giindiir devam eden sol ayakta yara ve istirahat agrist
sikayeti ile klinigimize bagvurdu. Hastanin 6zgegmisinde diyabet, hipertansiyon, kronik bobrek
hastalig1 ya da baska bir sistemik hastalik dykiisii bulunmamaktaydi. Aktif sigara igicisi olan hasta-
nin 20 paket-y1l sigara 6ykiisii mevcuttu. Hastaya 1 ay once Rutherford 3 sikayetler ile bagvurdugu
dis merkezde periferik anjiyoplasti yapildig1 6grenildi. Hastanin dis merkez islem 6ncesi periferik
anjiyografisinde sol infrapopliteal arter hastaligi saptanmis (Sekil 1) ve bu merkezde popliteal
arter, a. tibialis anterior, a. tibialis posterior ve peroneal artere kendiliginden genisleyen stentler
implante edilerek hasta ikili antiagregan tedavi ile taburcu edilmis. Taburculuk sonrasi kisa siire
igerisinde tekrarlayan Rutherford 5 yakinmasi olan hastaya merkezimizde periferik anjiyografi ya-
pildi. Periferik anjiyografisinde, popliteal arterden baglayarak a. dorsalis pedis bagina kadar uzanan
stentlerin tikal oldugu goriildii (Sekil 2a ve 2b). Hastaya, stent iclerine ilagh balon anjiyoplasti
yapilarak kismi agiklik saglandi.
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Sonug: infrapopliteal arter hastaliginda ilag salinimli stentlerin kullanimu ile birlikte yiiz giildiiriicii
sonuglar alinmaya baglanmustir. Ancak, 6zellikle infrapopliteal bolge distal segmente takilan uzun
stentlerde agikligin siirdiiriilmesi sorun olmaya devam etmektedir. Bu bolge lezyonlarinda ilagl
balon anjiyoplasti secenegi daha iist siralarda yer almay: siirdiirmektedir.

Sekil 1. Sekil 2.

OPS-055

Karotis arter stentleme ve avinger wildcat ile bilateral siiperfisyal
femoral artere basarili perkiitan transliiminal anjioplasti-1

Mehmet Cansel, Jiilide Yagmur, Zeynep Ulutas Kurnaz, Necip Ermis, Hasan Pekdemir
Inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya

Giris: Periferik arteriyel hastaliklarda endovaskiiler tedaviler giderek artan siklikla yapilmaktadir.
Artan perkiitan transluminal anjioplasti (PTA) ve stent girisimleri geleneksel bypas cerrahisinin
yerini zorlamaktadir. Artan girigsimlerle dogru orantili olarak bu uygulamalara bagh komplikas-
yonlar da goriilmeye baglamistir. Bu yazida hem sol internal karotis arter (ICA) hem de sag ve sol
superfisyal femoral artere (SFA) perkiitan transliiminal anjioplasti yapilan olgu sunuldu.

Olgu: Elli alt yaginda erkek hasta bacaklarda agri ve sogukluk, son dort ayda ii¢ kez olan sen-
kop sikayeti ile bagvurdu. Yaklasik iki aydir her iki bacaginda 100 metre yiiriimekle agrist olmast
tizere yapilan doppler USG’de her iki femoral arterde monofazik akim formu goriildii. Karotis
arter dopplerinde ise sol CCA bulbustan ICA proksimaline uzanim gosteren yaklagik 1.5 cm lik
segmentte %60-70 darhk izlendi. Her iki alt ekstremitede distal nabizlar palpe edilmiyordu ve
ABI 0.6 idi. Bunun iizerine yapilan anjiyografide sol ICA da %90 lezyon sag SFA %100 lezyon
ve sol SFA da %100 lezyon izlendi. Perkiitan girisim planlandi. Anjiografi laboratuarinda femoral
arter girisimiyle once sag SFA ya islem yapildi. Total okliizyon teli ve mikro kateterin basarisiz
olmast iizerine aterektomi cihazi ile (avinger /wildcat) lezyon basart ile gegilerek 6 mm ilach balon
yapildi. Tam agiklik saglandi. 15 giin sonrasina sol karotis ve sol SFA ya islem planlandu.ikinci
seansta sol karotis 0.14 tel ile gecildi. Distal koruyucu filtre (Spider Fx 60 mm 0.014) konulduktan
sonra 4.0 balon (Evca PW) ile predilatasyon yapildi. Ardindan 6 mm stent (Protege RX Tapered)
basariyla yerlestirildi. Sol SFA’ya sag bacakta basarili olan aterektomi cihaziyla igsleme basland:
ancak femoral arterde diseksiyon ve riiptiir gelisti.isleme daha sonra mikro kateter (navicross) ve
hidrofilik total okliizyon teli (Nitrex 0.018. 300 c¢m) ile devam edilerek gercek liimene diisiildii.
Sonrasinda 3.5 ve 6.0 balonlar ile dilatasyon yapildi. Islem sonrasi tam agikligin saglandigi ve
kanamanin olmadig: goriildii.

Tartigma: PTA, tikayict damar hastaliklarinin tedavisinde kullanilan kisa hastanede kals siiresi,
diisiik mortalite ve morbidite, hizli iyilesme diisiik tedavi maliyeti gibi avantajlariyla etkin bir
yontemdir. Ancak diseksiyon ve riiptiir gibi ciddi komplikasyonlar: vardir. Yine de artan PTA ve
stent girisimlerinden alinan sonuglar yiiz giildiirticiidiir. Endovaskiiler girisimler giiniimiizde artan
sayilarda ve ilk segenek olarak uygulanmaktadir.

Sekil 1. Internal karotis arterdeki lezyo- Sekil 2. internal karotis arterdeki lezyonun baslangi¢ gériin-
nun baslangi¢ goriintiisii. tiisii.
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Sekil 4. Internal karotis arter islem sonrasi go-
riintii.

Sekil 3. internal karotis artere stentin yerlestirilmesi.

Sekil 5. Sag siiperfisyal femoral arterdeki lezyonun
baglangic goriintiisii.

Sekil 6. Sag siiperfisyal femoral arterdeki lezyonun
avinger ile ilerlenmesi.

Sekil 7. Sag siiperfisyal femoral arterdeki lezyonun
telle gecilmesi.

Sekil 8. Sag siiperfisyal femoral arterdeki lezyona
balon uygulanmast.

Sekil 9. Sag siiperfisyal femoral arterin islem son-
rasi goriintiisii.

OPS-056

Successful stenting to superior mesenteric artery (SMA)

Elnur Alizade, Khagani Isgandarov, Siileyman Barutgu, Alev Kilicgedik,
Mohammed Bahadir Omar, Sel¢uk Pala

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

A 39-year-old man referred from General Surgery to the division of cardiology because of superior
mesenteric artery occlusion. He had not a history of any diseases. He was admitted to our hocpital
and underwent an abdominal angiography. A 6.0-Fr. Judkins right 4.0 (Unite, JR4.0, Asahi Intecc,
Aichi, Japan) catheter was cannulated into the SMA selectively. The angiogram showed a 90%
stenosis at the ostium of the SMA Fig 1. We planned to perform angioplasty of the SMA to relieve
his abdominal angina. At first, a 0.014 in. Floppy guide wire (Radifocus, angled 300 cm, Boston
Scientific) was inserted into the SMA through 8.0-Fr size Judkins right 4.0 guiding catheter. Then,
Floppy guidewire was gently exchange with 0.035 in. guidewire (Radifocus, angled 300 cm, Ter-
umo,Tokyo, Japan) by support of the Minnie V2 Support Catheter. Next, 8.0-Fr size Judkins right
4.0 guiding catheter was gently exchange with 9.0-Fr size Delivery catheter because of, it was not
suitable to balloon expandable stent system. After, a 2.5 mm diameter balloon catheter (Fox Plus
PTA balloon, Abbott Vascular, Dublin, Ireland) was inflated at the stenotic site of the SMA Fig 2.
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Then a 9.0-25 mm balloon expandable stent (Palmatz stent, Cordis Endovascular Systems, Miami
Lakes, FL, USA) was carefully attempted for implantation at the ostium of the SMA. There was
difficulty in passing of the stent at the osteal lesion. Therefore, 0.035 in. guidewire was gently ex-
change with Backup Meier (Boston Scientific) guidewire (Radifocus, angled 300 ¢cm, Terumo,To-
kyo, Japan) by support of the Minnie V2 Support Catheter. A 9.0-25 mm balloon expandable stent
(Palmatz stent, Cordis Endovascular Systems, Miami Lakes, FL, USA) was carefully implanted
at the ostium of the SMA Fig 3. There was no difficulty in passing of the stent at the osteal lesion.
The balloon expandable stent was selected because it consented us to make precise placement of
the stent at the ostium of the SMA. The lesion was successfully dilated and the pathological con-
striction was completely resolved Fig 4. The clinical journey after SMA stenting was satisfactory
and his abdominal angina was completely relieved. Dual antiplatelet therapy of clopydogrel 75 mg
daily and aspirin 100 mg daily was continued indefinitely after the procedure.

Figure 1.90% stenosis at the ostium of the SMA. Figure 2. Balloon inflated at the stenotic site of

the SMA.

Figure 3. Balloon expandable stent implanted at
the ostium of the SMA.

Figure 4. Pathological constriction was completely
resolved.

OPS-057

Karotis arterde lezyonunda subintima/intraplak gitmek
Feyzullah Besli, Ozcan Kocatiirk, ibrahim Halil Altiparmak
Harran Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Sanlwrfa

Kronik total okliizon (CTO) telleri govde kaplama ve farkli u¢ agirliklar ile tiretilmis 6zel gu-
idewire’lerdir. Kardiyoloji rutininde CTO lezyonlarma miidahalede siklikla kullamlan bu teller
kardiyolojinin diger girigim alanlarinda da kullanilmalar1 gerekebilmektedir. CTO lezyonlarinda
subintimal/intraplak ilerleme stratejini bir parcasi iken karotis arter girisimlerinde bu konuda tec-
riibe oldukga kisithdir. Altmis bes yasinda bilinen diabetes mellitus ve hipertansiyon tanist olan
ve 2 hafta 6nce sol extremiteyi etkileyen stroke ile hastanemiz néroloji kliniginde takip edilen
hasta BT anjiografi sonrasi karotis anjiografiye, kardiyoloji ve néroloji ekibimiz isbirliginde alind1.
Yapilan karotis anjiografide sag (internal karotis arter) ICA %98 near okliizyon ve sol ICA (%80)
da olarak saptandi (Sekil 1 ve 2). Sag iCA lezyonu Lezyon soft 0.014 ** guide wire ve hidrofilik
fielder tel ile gegilemedi. Balon destegi ile de gecilememesi iizerine 6nce Fielder XT ile denendi
bagarili olunamamast iizerine 2.0x20 mm koroner balon destegi ile Gaia second ile lezyon gegildi.
Bununla beraber Gaia telinin bulbus bolgesinde limemde ilerledikten sonra plak icerisinden gecip
subintimal ilerldedikten sonra tekrar liimene girdigi gézlendi (Sekil 3). Spider fx 5.0 tel tizerinden
ilerlememesi iizerine 1.5x15 artimes kaygan balon ile predilate edildikten sonra spider fx 5.0 yer-
lestirildi. Sonras1 7.0x40 mm precise self expandable stent yerlestirildi ve postdilatasyon sonrasi
goriintiiler alindi. (Sekil 4, 5). Intrakranial goriintillemede komplikasyon izlemedi. Hasta 2 giin
sonra taburcu edilip sol ICA lezyonuda 2 ay sonra revaskiilarize edildi.

Sekil 1. Sag ICA da near okliizyon. Sekil 2. Sol ICA da %80 darlik.
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Sekil 3. Gaia Teli subintimada. Sekil 4. Karotis stent sonrasi goriintii.

Sekil 5. intrakraniyal goriintiileme.

OPS-058

Koroner aspirasyon kateteriyle ekstremiteyi kurtarma
Ugur Arslantag, Miinevver Sari, Elnur Alizade, Selcuk Pala
Kartal Kosuyolu Yiiksek ihtisas Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Elli dort yaginda erkek hasta sol kolda uyusma, agri, soguma ile acil servisimize bagvuruyor. Peri-
ferik nabizlart alinamayan hastanin Doppler USG de Radial ve Ulnar akim izlenmememesi iizeri-
ne acil cerrahiye aliniyor. jslem sonrasi 24. saatinde tekrar trombos gelismesi iizerine hasta tekrar
cerrahiye alinyor. Ikinci operasyon sonrasinda elinde morarma, siddetli agri ve soguma gelismesi
iizerine hasta acil periferik angiyografiye aliniyor. Anjiyografisinde brakial arter ve sonrasinda akim
izlenmedi. Soft kilavuz tel ile damarin distaline ilerlenildi ve OTW balon kullanialrak true limende
olundugundan emin olundu. Sonrasinda koroner trombiis aspirasyon kateteri ile 1srarl trombiis aspi-
rasyonu islemi yapildi. islem sornasinda periferik akim ve hasta klinigi tamamen diizeldi.

Sekil 1. Israrli trombiis aspirasyonu sonrasi gelen bra-
kial, ulnar ve radial arter akimlar1.

Sekil 2. Israrli trombiis aspirasyonu sonrasi ge-
len brakial, ulnar ve radial arter akimlar1.

Sekil 3. Iki kez Cerrahi embolektomi sonrasi yapilan
Periferik anjiyografide Brakial arter ve dallari trom-
biisle tam tikalr izlendi.
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OPS-059

ST yiikselmeli miyokard enfarktiisii saptanan bir hastada eslik eden
dev Koroner arter anevrizmasi ve basarili primer perkiitan koroner
girisim; Dogru tel uygun ac1

Beyza Sakli, Yakup Alsancak

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

Giris: Koroner arter anevrizmasi, koroner arterlerin fokal veya diffiiz anormal dilatasyonudur.
Konjenital ve edinsel nedenlere bagli olarak meydana gelse de eriskinlerde en sik nedeni atere-
oskelerozdur. Ozellikle akut ST yiikselmeli miyokard infartiisii vakalarinda lezyon bolgesine ait
anevrima ve dilatasyonlar perkiitan koroner girigim agisindan zorluk teskil edebilmektedir. Bu ya-
zida akut anterior miyokard enfarktiisii ile koroner anjiyografi yapilan ve koroner arter anevrizmasi
saptanan hastaya basarili stent implantasyonu vakasini sunuyoruz.

Olgu: Elli iki yaginda, aktif sigara igiciligi diginda risk faktorii bulunmayan hasta, acil servise
bagvurusu sonrasinda anterior duvar miyokard infarktiisii saptanmast tizerine primer perkiitan ko-
roner girisim amaciyla anjiyografi laboratuarma alindi. Koroner anjiyografi sonrasinda sag koroner
arterin yaygin anevrizmatik dilatasyonlar gosterdigi, sirkumfleks arterin ektatik oldugu, sol 6n inen
koroner arterin (LAD), proksimal kesiminde dev bir anevizmatik genisleme oldugu ve buradan ay-
rilan diyagonal arter sonrasinda anevrizmanin hemen altinda LAD’nin total tikali oldugu gozlendi.
Hastanin aktif gogiis agrisi olmasi nedeniyle perkiitan koroner girisim karari verilerek, sol ana
koroner arter ostiumu 7 Fr sol guiding katater ile kaniile edildi. 0.014 floopy guidewire ile lezyon
bolgesine ilerlenmek istendi, ancak anevrizmatik bolge nedeniyle guidewire proksimalinden ye-
terli destek alinamadi, distal ug agisi artirilarak lezyon bolgesine ilerlenmek istendi ancak lezyon
bolgesinden gegilemedi. Anevirmatik segmentte guidewirenin loop olusturdugu ve distale yeterli
penetrasyon igin destek saglamadigi gozlendi. Balon destegi ile lezyon bolgesine gecilmek istendi
ancak acilanma nedeniyle guidewire yonlendirilemedi. Takibinde pilot 200 hidrofilik guidewire
ug kesimine 90 derecenin iistiinde a1 verilerek lezyon gecildi ancak distal akim izlenmedi. Diisiik
¢apli balon ile diisiik atmosferde yapilan predilatasyonlar sonrasinda distal akim sagland: ve dif-
fuz darhik izlendi. Lezyon bolgesine 2.75x33 mm ilag kapli stent implante edilerek, u¢ kisminda
3.5x15 mm non-kompliyan balon ile postdilatasyon saglandi, tam agiklik saglandi.

Sonug: Koroner anevrizmalarin ¢ogunlugu sag koroner arterde izlenmektedir. Daha once perkii-
tan koroner girisim islemi, Kawasaki hastaligi, Marfan ve Behget sendromlari bilinen etyolojik
faktorlerdir. Eslik eden anevrizmalar ve tikayici koroner arter hataligindan PKG islemi zorluk
gostermektedir. Proksimal distal ¢ap farki, anevrizmanin lokalizasyonu islemi daha karmagik hale
getirebilir. Bu vaka, tesadiifen saptanan bir koroner anevrizma olgusunda kullanilacak kilavuz tele
verilecek agimin ve uygun kilavuz tel segiminin hayati 6neme sahip oldugunu gostermesi baki-
mindan onemlidir.

Sekil 1. Anevrizmatik LAD’nin PCI sonrasi goriiniimii.

A B

Sekil 2. RCA ve LAD anevrizmatik goriiniim.
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A salvage phenomenon of pre-excitation
Yalcin Boduroglu', Barbaros Dokumaci?

'Department of Cardiology, Antalya Private Opera Yasam Hospital, Antalya
’Department of Cardiology, Eskisehir Anadolu Hospital, Eskisehir

Introduction: The relation between conduction properties of the AV node and the anterograde
conduction ability over the concealed accessory pathway( AP) in the Wolff-Parkinson-White syn-
drome has been important topic for manifestation of ventricular preexcitation (PE). A relatively
long AV conduction time was an electrophysiological prerequisite for the manifestation of PE
in WPW syndrome comparing to concelead AP. In addition, the degree of manifestations of the
ventricular PE on the ECG depends on the correlation between impulse conduction times along the
anomalous and normal pathways. Coexistence of WPW syndrome and complete AV block is an
intriguing condition which anterograde conduction ability of concelead AP is probably depended
upon improvement in AP conduction following reflex increases in the sinus rate Patients with the
WPW syndrome and combined conduction disturbances rarely complain of symptoms of bradycar-
dia. The appearance of a latent concealed AP might be a substitutive mechanism to counterbalance
the serious impairment of physiologic AV conduction especially by induced with acute ishemia.
Herein we present of a case in which has manifest PE with acute coronary syndrome.

Case: A 28-year old male patient was admitted to our hospital with recently developed crushing
chest pain. His ECG revealed ventricular PE with ischemic hyperacute T waves (Figure 1). After
exercise testing he underwent coronary angiography in which disclosed acute thrombotic lesion
on mid left anterior descanding artery. We implanted a stent there (Videol-2). One day later we
ablated that AP (Figure 2). His futher examination about genesis predisposition for thrombophilia
revealed positive lupus anticoagulant and low level of protein S activity.

Discussion: Although our case was not a typically a case of latent apperance of concealed AP in
complet AV node block we wanted to emphasize the importance of the autonomic balance over the
AP’s electrophysiological properties and late onset of antegrade AP conduction in a patient with
complete AV block which might be a salvage mechanism to counterbalance the serious outcomes.
Concealed AP might be manifest ventricular PE in the setting of acute coronary syndrome with
complet AV node block. Although conduction by a AP is an abnormal occurrence and in many cases
causes a pathological process, in some case it is, in fact, beneficial as it assures good AV conduction.
On the otherhands there is another postulate which support of our theory by which is possible, there-
fore, that some individuals with asymptomatic WPW will have underlying complete heart block in
some situations in which so this phenomenon should the physician reconsider of confirming function
of AV node conduction properties firstly in asymptomatic WPW syndrome before ablation.
Conclusions: We concluded that acute coronary ischemia may manifest concealed WPW syn-
drome and without the assurance that this protective mechanism would always occur.

Figure 1. Baseline ECG revealing PE and hyperacute T waves.

Figure 2. After ablation of AP.

Video 1. Coronary angiography and implan- Video 2. Coronary angiography and implanting
ting stent. stent.
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OPS-062

AKut inferior miyokard infartiisii vakasi: Sorumlu lezyon nerede?
Hakan Uyar, Ahmet Celik
Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

Kirk yaginda erkek hasta acil servise gogiiste son bir saattir olan bask: tarzinda agn sikayeti ile
bagvurdu.Sigara ve aile dykiisti disinda risk faktorii olmayan hastanin son bir yildir gogiiste 1-2
dakika siiren eforla gelen dinlenmekle gegen gogiis agrisi sikayeti mevcuttu.Acil servise gelis tan-
siyonu 180/130 nabiz 90 ritmikti.Hastaya ¢ekilen EKG’ de D2,D3,aVF de 2 mm V5-V6 da 1 mm
ST segment elevasyonu D1,aVL de ST segment depresyonu saptandi. Hasta akut inferior miyokard
infarktiisii tanisi ile primer koroner angiografiye alind1.Sol koroner angiografide sorumlu lezyon
goriilemedi (Sekil 1) Yapilan sag koroner angiografide RCA mid bolgede RV dali hizasinda %90
darlik goriildii. Hastanin ST elevasyonu devam ettigi i¢in ve sag siniis valsalvada sag koroner arter
¢ikiginin hemen altinda opak tutulusu gozlendigi igin katater ile sag siniis valsalvada ek koroner
arter arand (Sekil 2). Sirkumflex arterin sag siniis valsalvadan koken aldigi ve mid bolgesinden
%100 total tikali oldugu goriildii (Sekil 3). Sorumlu lezyona balon ile predilatasyon sonrasi stent
implante edildi (Sekil 4).

Tartisma:Genellikle sirkumfleks arterin sag siniisten ¢iktig1 olgularda seyrinden dolay: bening
kabul edilir ve tek bagma miyokardiyal iskemiye neden olmadig: ve aterosklerozu hizlandirmadig:
bildirilmistir. Koroner arter hastalig1 bulunan olgularda anormal ¢ikisli sirkumfleks arterin goriin-
tiillenememesi veya konjenital olarak yok kabul edilmesi koroner girisimlerde atlanmasina sebep
olabilmektedir. Geng yas ani 6liimlerde koroner arter ¢ikis anomalilerinin biiyiik paya sahip oldugu
savunulmaktadir. Bu yiizden anginal yakinmalari olan genc yas grubundaki hastalarda koroner ¢1-
kig anomalileri akilda bulundurulmali, revaskiilarizasyon planlanan olgularda dikkatli olunmalidir.

Sekil 1. Sol koronerlerin sol kaudal agidan gorii-
niimii.

Sekil 2. Sol oblik agidan sag koroner arterin go-
riiniimii.

Sekil 3. Sag siniis valsalvadan kaynaklanan sir-
kumflex arter.

Sekil 4. Sirkumflex artere stent implantasyonu
sonrasi goriiniimii.

OPS-063

Anterolateral st-elevation myocardial infarction due to coronary
embolism in young patient with metallic mitral valve prosthesis

ismail Ungan, Alper Vural, Fatih Rifat Ulusoy, Fatih Besiroglu,
Mehmet Kocaaga, Sabir Jahid, Feyza Kurt

Department of Cardiology, Yalova State Hospital, Yalova

Acute coronary syndromes often develop in the type-1 pathophysiological zone as a result of
plaque damage and are rarely seen in the type-2 zone of the coronary embolus. We aimed to pres-
ent a successful diagnosis and treatment of acute coronary syndrome which is thought to be due to
coronary embolism because of an ineffective INR.

Case: A 26-year-old male patient who was implanted metallic mitral valve prosthesis due to rheu-
matic disease 5 years ago applied to the emergency service with retrosternal chest pain that started
suddenly 1 hour ago. Electrocardiography showed T-wave spikes in anterolateral leads (Figure-1).
The patient was taken to the emergency catheterization laboratory because of transthoracic echo-
cardiography (TTE) showed an anteroseptal-anterior-anterolateral severe hypokinesia on bedside
examination. Coronary angiography was performed via the right femoral artery and it showed
a thrombus image in the midportion of the left anterior descending artery (LAD) and diagonal
(D1) branch ostium (Figure 2). At that time, we learned that the patient’s INR result was 1,8. A
successful thrombus aspiration was performed in both LAD and D1 using the 6F JL-4 guiding and
thrombus aspiration catheter (Medtronic export advance aspiration catheter) (Figure 3). At control
poses, TIMI-3 flow was observed distal to LAD and D1. No additional treatment was performed
due to absance of intimal damage on the thrombus floor. Patient with unfractionated heparin, ace-
tylsalicylic acid, ticagrelor, and warfarin treatment had anterior and anterolateral hypokinesia only
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in apical segments on the 3rd day TTE control. 9/4 mmHg gradients were obtained in mitral valve
and the valve area was calculated as 2.7 cm? by PHT method.

Conclusion: The metallic heart valve is actually a valve disease which is converted into another
valve disease that is better tolerated. Therapeutic dose of warfarin therapy is vital in these patients,
with no alternative, in terms of preventing thrombosis of the valve. It is very important for the pa-
tients to be well informed about warfarin treatment before the operation and to prevent similar cases.

Figure 1. Angiographic view of the patient before and after the procedure.

Figure 2. The patient’s first contact electrocardiography.

Figure 3. Three pieces of thrombus removed
from the coronary system.

OPS-065

A rare complication of coronary angiography: Renal subcapsular
hematoma

Giindiiz Durmus', Erdal Belen', Baran Karatas?, Burcu Yiizbas?, Sinan Sahin?,
Mehmet Mustafa Can'

!Department of Cardiology, Haseki Training and Research Hospital, Istanbul
’Department of Cardiology, Dr. Siyami Ersek Chest, Cardiovascular Surgery Training and
Research Hospital, Istanbul

Coronary angiography complications are usually associated with the vascular access site. In the
present case, renal subcapsular hematoma was detected after the procedure. Renal subcapsular he-
matoma after CAG is very rare. To the best of our knowledge, there are 2 cases of RSH after percu-
taneous angiographic interventions. Renal subcapsular hematoma was attributed to possible injury
of left accessory renal arteries with guidewires in Yi JS et al.’s case. In our case, hematoma was in
the left kidney but we did not observe any accessory renal artery. Possible injury of left renal artery
induced by guidewire was responsible from hematoma in our case. To avoid this complication,
guidewires should be passed with intense care especially in patients with tortuousity and calcified
plaques in the aorta. Coronary angiography is a widely used and partly reliable diagnostic tool.
However, it should be cautious in terms of the rare but potentially life-threatening complications.
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Figure 1. Coronal view of RSH after CAG (yel-
low arrows.

Figure 2. Axial view of RSH after CAG (yellow
arrows).

OPS-067

Retained of non-jailed guide wire during percutaneous transluminal
coronary angioplasty

Semih Oztiirk, Hiiseyin Goksiiliik, Nil Ozyincii, Hiiseyin Nazman, Ahmet Alpman, Cetin Erol
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Guidewire rupture is a rare complication of percutaneous coronary interventions (PCI), but it can
cause serious morbidity and even mortality. The incidence of this complication ranges from 0.1%
to 0.8%. The ruptured guidewire is always be trapped between the coronary artery wall and the
stent. In some cases, rupture may occur directly in the coronary artery like our patient. A 54-year-
old male patient with known hypertension and hyperlipidemia, complained of chest pain about ten
days ago. Coronary angiography (CAG) has been performed with an anterior myocardial infarction
(MI). Two stents were implanted in the proximal and middle severe lesions of the left anterior
descending coronary artery (LAD) and elective PCI has been planned for lesion in the intermediate
artery (IMA) and its side branch. The patient who had no definite pathology on physical exam-
ination and laboratory tests was admitted to our clinic for elective PCI. CAG revealed that 90%
stenosis at ostium of side branch and 70% stenosis at middle-segment of IMA (Figure 1). These
lesions were passed through two 0.014” hydrophilic guide wires (Choice, Boston Scientific, USA)
(Figure 2). Percutaneous transluminal coronary angioplasty (PTCA) (Emerge, Boston Scientific,
USA) was applied to the IMA side branch ostium. The lesion at middle-segment of IMA, was
dilated with a 2.75x18 mm drug-eluting stent (Orsiro, Biotronik, USA) with 14 atmospheres, fol-
lowed by post-dilatation with a non-compliant balloon (Figure 3). After implantation of the stent,
the guide wire in the IMA side branch was withdrawned and rewiring was done with a new 0.014”
hydrophilic guidewire. But the balloon could not be advanced over the guide wire. Because of
the side branch flow was TIMI 2 and size was <2.25 mm in, we decided not to perform PTCA to
side branch. During the pulling back of the wire, the radio-opaque part of hydrophilic guidewire
was ruptured without difficulty and trapped in the side branch of IMA (Figure 4). In the final
angiogram, TIMI 3 flow was observed in IMA. Coronary angiography was terminated. There was
no evidence of ischemia in the follow-up. The guidewire that remains in the coronary circulation
may cause thrombus or ischemia. For this reason, surgical or percutaneous removal for treatment
(snare loop technique, two-wire technique, graft stent implantation) may be considered to prevent
ischemic complications associated with thrombus. Or, as in our case, the ruptured guidewire may
remains asymptomatic for a long time in the coronary circulation due to trapped distally in the
main branch or side branch. Such complications usually have no absolute treatment. The snare loop
technique is not used because the side branch <2.5 mm in size in our case. And surgical removal
was not considered due to the absence of ECG changes or symptoms. In our case, non-jailed guide
wire was ruptured. We thought that it could be from the guidewire production defect.

Figure 1. Coronary angiography showing lesions
of the IMA.

Figure 2. Wiring of the lesions with two hydrop-
hilic guide wire.

Figure 3. Stent implantation of the IMA at the
middle segment.

Figure 4. Ruptured radio-opaque part of hydrop-
hilic guide wire.
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Fibrinolitik tedavi mi primer perkutan koroner girisim mi?
Mustafa Candemir', Salih Topal?, Erol Giirsoy', Zafer Yalim', Adnan Abaci®

"Yozgat Devlet Hastanesi, Kardiyoloji Klinigi, Yozgat
Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

STEMI hastalarinda yapilan randomize kontrollii calismalarda kapi-balon zamaniin 90 dakikanin
altinda olmasi durumunda primer perkutan koroner girisimin (PKG) fibrinolitik tedaviye iistiin
oldugu gosterilmistir. Ayrica calismalar PKG’de mortalite, reinfarktiis ve hemorajik inme oranlari-
nim da trombolitik tedeviden daha diisiik oldugunu ortaya koymustur. Primer PKG ile iligkili daha
iyi sonuglar, muhtemelen primer PKG ile saglanan basarili ve erken TIMI 3 akim ile iligkilidir. 69
yaginda erkek hasta gogiis agrisi sikayeti ile acil servise bagvurdu. Elektrokardiyografide (EKG)
yaygin ST elevasyonu saptanan hastaya 300 mg aspirin, 600 mg klopidogrel ve 4000 U iv heparin
verildi. Hasta akut anteriyor MI tanis1 ile acil koroner anjiyografi laboratuvarina alindi. Hastanin
anjiyografisinde sag koroner arter plakli olarak izlendi. Sol enjeksiyonda ana koroner arterden
baglayip LAD proksimaline dogru uzanan ve liimeni belirgin sekilde daraltan trombiislii lezyon
izlendi. Distal trombus embolizasyonu ihtimali, islem sirasinda hastanin gogiis agrisinim azalmig
olmasi ve LAD de TIMI 3 akim izlenmesi nedeni ile perkiitan koroner girisimin yiiksek riskli
olacag diisiiniildii. Hastaya en uygun tedavinin trombolitik tedavi oldugu diisiiniilerek koroner
yogun bakim iinitesinde alteplaz tedavisi verildi. Trombolitik tedavi sonrasi agris1 tamamen gecen
hastanin EKG’sinde ST segment rezoliisyonu izlendi. Yogun trombiis yiikii nedeniyle 24 saat ti-
rofiban tedavisi altinda izlenen hastaya kontrol anjiyografi yapildi. Anjiyografide sol ana koroner
arterdeki trombiisiin belirgin sekilde eridigi goriildii. Takiplerinde herhangi bir sikayeti olmayan
hasta yogun bakimda 72 saat komplikasyonsuz izlem sonrasi ikili antiagregan tedavi ile taburcu
edildi. Hastanin taburculuk sonrasi rutin kontrollerinde ek sikinti saptanmadi. Yapilan ¢aligmalar
ile PKG’nin fibrinolitik tedaviye gére morbidite ve mortalite agisindan tistiin oldugu gosterilmis
olsa da trombus yiikii fazla olan (geng, yogun sigara kullanimi olan STEMI hastalar: gibi) hastalar-
da trombolitik tedavi tercihi diistiniilebilir. Bu nedenle koroner anatomisi riskli ve yogun trombiis
yiikii olan hastalarda trombolitik tedavi tercihi de akilda tutulmalidir.

Sekil 1. Hastanin bagvuru sonrasi yapilan koroner
anjiyografisi, RCA.

Sekil 2. Hastanin bagvuru sonrasi yapilan koroner
anjiyografisinde sol ana koronerde ve sol 6n inen
koroner arterde yogun trombiis goriintimii.

Sekil 3. Hastanin bagvuru sonrasi yapilan koroner
anjiyografisinde sol ana koronerde ve sol &n inen
koroner arterde yogun trombiis goriintimii.

Sekil 4. Hastanin basgvuru sonrasi yapilan koroner
anjiyografisinde sol ana koronerde ve sol 6n inen
koroner arterde yogun trombiis goriintimii.

Sekil 5. Hastanin kontrol anjiyografisi. Sekil 6. Hastanin kontrol anjiyografisi.
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OPS-071

RCA kaynakl tek koroner arter anomalisinde LAD’ye CTO girisim
Cihan Oztiirk, Mustafa Adem Y1ilmaztepe, Utku Zeybey, Fatih Kardas, Caglar Kaya
Trakya Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Edirne

Tek koroner arter anomalisi, sag ve sol koroner sistemin ayn1 aortik sintisten ¢cikmasr ile karakterize
nadir bir koroner arter anomalisidir. Bu durum genellikle anjiyografi sirasinda tesadiifen saptanir
ve toplumda insidansi %0.014-0.066 arasindadir. Vakamizda nadir goriilen bu durumda CTO plani,
Amplantzer AR1 kilavuz kateter ve micro katater kullanimimnin 6nemini vurgulumak istedik.
Vaka: Altmis dokuz yasinda kadin hasta. 3 ay 6nce baglayan ve artan dispne ve ortopne ile bas-
vurdugu hastanemizde yapilan ekokardiyografide apeks ve anterolateral hipokinetik, ejeksiyon
fraksiyonu %45 saptanmasi iizerine yeni tani kalp yetmezligi ile koroner anjiografi karar1 alindi.
Koroner anjiografide 3 koroner arterin de sag siniisten kaynaklandig1 anormal koroner kokenli tek
damar hastaligini saptand (Sekil 1). LAD osteal %70 sonrasi subtotal tikaliyd:. Hastanin anginasi-
nin olmamasi sebebiyle LAD sahasi i¢in miyokard perfiizyon sintigrafisi ile viabilite arastirilmasi
karari alindi. MPS sonucunda anterior ve anterolateralde %20 iskemi saptanmast iizerine LAD’ye
girigim karari verildi. Sag koroner ostiumuna girisim amaglh oturulmak icin 7F Amplantzer AR1
guiding kateter kullanildi. Lezyon distaline ilerlemek igin WHISPER ES tel kullanildi ancak lez-
yon gecilemedi ve destegi artirmak i¢in Corsair mikrokateter kullanilarak klavuz tel lezyon dista-
line ilerletildi. Sonrasinda “TRAP” yontemi ile mikrokateter geri ¢ekildi. Daha sonra lezyon sirast
ile 1.0 mm x 10 mm, 1.5 mm x 15 mm ve 2.0 mm x 20 mm ptca balonlari ile predilate edildi. LAD
distal akim saglandi. Stent dncesi destegi artirmak i¢in LAD’ye bir adet “Buddy Wire” klavuz tel
gonderildi. Takiben LAD lezyonuna denk gelecek sekilde 2.25 mm x 30 mm DES 12 atm basingla
implante edildi. Stent sonrast LAD akimi TIMI 3 olarak saptandi. Ancak LAD proksimal kisma op-
timizasyin ihtiyaci hissedildi. Ve LAD stent proksimal kismma 2.5 mm x 15 mm non-kompliyant
yiiksek basingli balon ile 16 atm basingla postdilatasyon yapildi. LAD stent icinde yeterli agiklik
saglandi(Sekil 2). Islem komplikasyonsuz sonlandirildi. Hastanin medikal tedavisi dual antiplate-
let tedavi, statin, beta blokor ve ace inhibitoriiniin yaninda spironolakton ve furasemid ile kombine
edildi. Yaklagik 2 giinliik takibin ardindan hasta sifa ile taburcu edildi.

Tartisma: Tek koroner arter anomalisi seyrek goriilen ve genellikle asemptomatik olan ancak mi-
yokard enfarktiisii, ani kardiyak 6liim gibi klinik prezentayonlarla ortaya ¢ikan énemli bir tablodur.
Caligmalar koroner arter hastaligmin goriilme sikliginin tek koroner arter hastalarinda, koronerleri
normal olanlara oranla farkli oldugunu 6nermektedir. Ayrica koroner arter anomalilerinin aterosk-
leroz risk artigina neden oldugunun bunun da arterin dolambagli seyrinin ateroskleroza yatkinlik
yarattiginin bildirildigi 6nermeler de mevcuttur. Bu koroner anormali ve ateroskleroza yatkinlik
varliginda perkiitan koroner girisimlerde kateter se¢imi, guidewire se¢imi ve iglem presediirii be-
lirlenmesinin énemi biiyiiktiir.

Sekil 1. Sekil 2.

OPS-072

AKut koroner sendromlar bir panvakiilittir: Eszamanh akut 6n
duvar ve alt duvar transmural miyokard enfarktiisii

Erol Giirsoy', Zafer Yalim', Ufuk Tan Bayram', Hasan Kutsi Kabul?,

Yalcin Gokoglan?, Cem Bargin®

'Yozgat Devlet Hastanesi, Kardiyoloji Klinigi, Yozgat
*Giilhane Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Akut koroner sendromlar tanim itibariyle koroner arter kan akimmin azalmasi sonucu
miyokard iskemisinin neden oldugu klinik tablolarin tamamini ifade etmektedir. Akut olgularda
eszamanli koroner arter tikaligi nadiren goriilmektedir. Olgumuzda, nadir olarak goriilebilecek iki
koroner arterin eszamanl olarak yogun trombotik siiregte ani tikanmasi sonucu olusan akut 6n
duvar ve alt duvar transmural MI goriilmiigtiir.

Olgu: Altmis dort yas erkek hasta gogiis agris1 nedeniyle dis merkeze bagvurmus. EKG’sinde akut
6n duvar transmural MI diisiiniilen hasta 1 saatlik transfer sonrasi KYBU kabul edildi. KYBU’ne
kabuliinde biling konfuze olan hastanin tansiyonu 60/30 mmHg, EKG’sinde tiim derivasyonlarda
ST segment yiikselmesi izlendi. Kardiyojenik sok tablosunda olan hastaya dopamin infiizyonu bas-
land1. Hasta acil koroner anjiografiye alindi. Gériintiileme i¢in sag femoral artere 6 Fr kilif yerles-
tirilerek, JR4 tanisal ve JL4 kilavuz kataterler ile islem gergeklestirildi. Hastanin sag koroner arteri
(RCA) ve sol 6n inen koroner arteri (LAD) total tikali olarak izlendi. LAD tam tikali lezyon 0.014
(Asahi) kilavuz tel ile gegildi. Trombiise 2.0x16 mm balon ile 6n dilatasyon yapildi. 3.0x19mm
¢iplak metal stent (Commander) lezyona yerlestirildi. Daha sonra JR4 kilavuz katater kullanilarak
sag koroner artere gegildi. EKG’de tiim derivasyonlarda ST segment yiiksekligi olmasi nedeni ile
RCA’a girisim yapilmasi planlandi. Sag koroner arterdeki tam tikali lezyon 0.014 (Asahi) kilavuz
tel ile gegildi. 2.0x16 mm balon ile 6n dilatasyon yapildi.Sag koroner arterdeki trombiisiinde taze
trombus oldugu ve hastanin es zamanl olarak akut 6n duvar ve alt duvar transmural miyokard
enfarktiisii gegirdigi izlendi. 3.0x20 mm ¢iplak metal stent (Commander) lezyona yerlestirildi.
Timi 3 akim saglanan LAD ve RCA girisim sonrasi hasta KYBU’ne alind1. Takip eden 8 saat ige-
risinde tansiyon inotropik destek altinda normale yiikseldi. Hidrasyon ve inotropik destek ile BFT
ve KCFT degerleri 48 saatin sonunda geriledi. 72 saatin sonunda inotropik destek kesildi. Hasta 12
giinliik takip sonras1 EF %25 olarak taburcu edildi. Revaskiilarizasyon 45. giinde kontrol edilen EF
%30-35 olan hasta ICD implantasyonu i¢in sevk edildi.
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Sonug: Akut koroner sendromlar panvaskiilit tablosu sergiler. Yogun enflamatuvar siire¢ trom-
boza yatkinlik olusturmaktadir. Tiim damarlarda tromboza yatkinligmn arttigi unutulmamalidir.
Bu durum igleme bagli iyatrojenik olarak goriilebilecegi gibi olgumuzdaki oldugu gibi kararsiz
veya riiptiire plaklarda ayni anda tiim damarlarda akut tromboz olarak karsimiza ¢ikabilmektedir.
Kardiyojenik sokun en yaygin nedeni, genis alana yayilmis miyokard iskemisi veya miyokardiyal
enfarktiis nedenli mekanik komplikasyonun gelistigi akut koroner sendromlardir. Kardiyojenik sok
tablosunda bagvuran tiim hastalarin 6ncelikler sorumlu olmadig: diistiniilen damardan goriintiile-
meye baglanmasi gozden kagabilecek sorumlu lezyonlarin yakalanmasini saglayabilir. Bu duru-
mun islem stratejisini tiimiiyle degistirebilecegi goz oniinde bulundurulmalidir.

Sekil 1. Girigim 1. Sekil 2. Girigim 2.

Sekil 3. Girigim 3. Sekil 4. Girigim 4.

Sekil 5. Girisim 5. Sekil 6. IMA lezyonu.

Sekil 7. LAD. Sekil 8. RCA.

OPS-073

Fenilefrinli g6z damlasiyla tetiklenen akut koroner sendrom olgusu

Murat Akcay, Omer Gedikli, idris Bugra Cerik, Omer Kertmen, Ufuk Yildirim,
Metin Coksevim, Mahmut Sahin

Ondokuz Mayts Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Samsun

Giris: Fenilefrin selektif alfa adrenerjik sempatomimetrik, midriatik 6zelligi olup, pupil dilatas-
yonu amagcli goz hastaliklar: tarafindan sik kullanilmaktadir. Sistemik absorbsiyonuyla ciddi yan
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etkileri yol agabilmektedir. Literatiirde gecici hipertansiyon atag, tasikardi atagi, troponin yiiksel-
mesi bildirilen olgular mevcuttur.

Olgu: 47 yaginda bayan hasta 10 giin 6nce goz yasi kanali operasyonu olmus. G6z hekimine kont-
rol amagli bagvuruyor. Hastanin goziine %2.5 Fenilefrin HCL (Mydfrin) R iceren géz damlasiyla
gozii ytkama esnasinda gogiiste yanma, baski hissi, bulanti ve kusma gelisiyor. Acile yonlendiri-
len hastanin ilk elektrokardiyografisinde inferiyor derivasyonlarda T dalga negatifligi izleniyor
(Fig. la). Hasta hastanemize yonlendiriliyor. Gogiis agrisi, verilen ilaglarla birlikte 20 dk iginde
diizeldigi 6grenildi. Sigara diginda koroner arter hastaligi risk faktorii yoktu. Fizik muayenesinde
ek ozellik yoktu. Elektrokardiyografisinde inferiyor deriyasyonlardaki T negatifliginin diizeldigi
izlendi. Laboratuar parametrelerinde cTroponin I 40 ng/ml (0-0.01), kiitle CK-MB 36 U/It (0-25)
yiiksekligi diginda ek 6zellik saptanmadi. Ekokardiyografisinde inferiyor duvarda hafif hipokinezi
saptandi. ST-segment elevasyonsuz miyokard enfarktiisii tanisiyla yapilan koroner anjiyografide
sol on inen damarda plak diginda patoloji saptanmadi (Fig. 1b/Video 1). Takibinde sikayeti olma-
yan hastanin tedavi diizenlenerek gerekli dnerilerle taburcu edildi.

Sonug: Fenilefrin, sistemik kullanimiyla tansiyon, kalp hizi artig1 yapan vazokonstriktor ajandir.
Sistemik olarak sok durumunda, lokal olarak ise pupil dilatasyonu amagli, nazal dekonjestan, grip
ve soguk algmligi ilaglarinda yaygmn kullaniimaktadir. Ozellikle parasetamolle birlikte alindiginda
fenilefrin kan diizeyi yaklagik dort kat artmakta ve kardiyovaskiiler olaylar tetikleyebilmektedir.
Literatiirii taradigimizda soguk alginlig1 ilaglariyla kardiyovaskiiler hastaliklarin tetiklendigi olgu
bildirimleri siklig1 artmaktadir. Fenilefrin %2.5 ve %10’luk topikal uygulama formlar1 géz hasta-
liklarinda sik kullanilmakta olup, %2.5°1ik formun kan basinci, kalp hiz1 artis1 yapmadan giivenle
kullanilabilecegi gosterilmistir. Ancak literatiirde olgu bildirimleri seklinde yan etkiler tanimlan-
maktadir. Biz burada g6z damlasi amagli kullanimiyla tetiklenen, patofizyolojisinde vazospazmi
diisiindiigiimiiz miyokard infarktiisii olgusunu tanimladik.

A

Sekil 1.

OPS-075

Chronic total occlusion of the left main coronary artery in patient
with ventricular tachycardia

Salih Sahinkus, Mehmet Biilent Vatan, Muhammed Necati Murat Aksoy,
Hiiseyin Giindiiz, Ramazan Akdemir

Department of Cardiology, S.B. Sakarya Training and Research Hospital, Sakarya

Chronic total occlusion (CTO) of the left main coronary artery (LMCA) is extremely rare angio-
graphic process which is described by lack of opacification of the LMCA in the abscence of the
antegrade blood flow to the left anterior descending artery (LAD) and circumflex artery (LCx).

We report a case of a 61-year-old man with chronic totally occluded LMCA who was presented
with ventricular tachycardia and heart failure. The patient immediately underwent electrical car-
dioversion, and the rhythm was successfully converted. Parenteral administration of amiodarone,
nitrogliserine and furosemid was initiated. The transthoracic echocardiography demonstrated se-
verely decreased left ventricular systolic function with an ejection fraction of 15% and regional
left ventricular wall motion abnormalities including an akinesia of the anterior and anterolateral
free wall, and apical aneurysm. Coronary angiography performed on the third day of hospitaliza-
tion. Left coronary angiogram revealed a CTO of the LMCA without antegrade flow to LAD and
LCx. Right coronary injection demonstrated a dominant right coronary artery without significant
stenosis, and extensive collateralls communicating the sinus node artery and conus branch of the
RCA to the LAD and LCx. Thallium-201 myocardial perfusion scan was performed to evaluate
viable myocardium. The test demonstrated minimal viable and ischemic tissue on anterior wall.
Optimal medical therapy accepted as treatment of choice instead of surgical revascularization.
Also isolated implantable cardioverter defibrilator (ICD) was implanted to prevent sudden cardiac
death, because he had an episode of sustained ventricular tachycardia and depressed left ventricle
systolic function without wide QRS complex. On the third month visit he was remained well
without symptom. Total occlusion of the LMCA is a rare manifestation that is characterized by
complete abscence of antegrade blood flow to left coronary system. Prognosis of the disease is
poor, because large area of the myocardium is at risk. The reported prevalance of the disease range
is 0.8%. Acute occlusion of the LMCA is a clinical catastrophe that usually presents with anterior
myocardial infarction, cardiogenic shock or sudden cardiac death. CTO of the LMCA is often a
silent process that usually occurs over a period of more than 3 months. Emergency revasculariza-
tion is not usually required, because of adequate blood supply from the collateral circulation via
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right coronary system. The most common cause of chronic LMCA occlusion is atherosclerotic
process. The treatment choices of this disease depend on the quality of the collateral circulation
and extend of ischemia. Surgical revascularization is mandatory in patient with moderate to large
area of viable myocardial tissue. Percutaneous revascularization is not recommended because of
a limitted success of procedure and high restenosis rate and also it is associated with more vessel
revascularization.

Figure 1. (A, B) Coronary angiogram from left anterior oblique and left lateral projection. Right coronary
angiogram showed retrograde filling of the LAD and LCx by collaterals from the right coronary system.

A

Figure 2. (A, B) Coronary angiographic view. Left coronary angiogram showed chronic total occlusion of
the left main coronary artery.

OPS-076

Simultaneous Kissing stent for bifurcation lesion in the
Y saphenous graft

Emrah Bayam, Muzaffer Kahyaoglu, Ahmet Giiner, ismail Balaban, Ozkan Candan, Miisliim Sahin
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 75-year-old female patient presented to the emergency department with retrosternal chest pain.
He had a medical history of hypertension, type-2 diabetes mellitus and Quadruple vessel coronary
artery bypass surgery(left internal mammary artery (LIMA) to left anterior descending coronary
artery (LAD), Y saphenous vein graft (SVG) to diagonal artery and first obtuse marginal artery
(OM) and SVG to right coronary artery (RCA)). Her blood pressure was 110/70 mmHg and heart
rate was 120 beats per minute. The 12 lead electrocardiogram showed atrial fibrillation and non
spesific ST-T wave changes. Echocardiography revealed mildly reduced left ventricular systolic
function, LVEF was 40%, mildly aortic, mitral and tricuspid valve regurgitation. Troponin levels
were high. The patient was interned with a diagnosis of non ST segment elevation myocardial
infarction. Selective coronary angiography was performed via the right femoral artery, which re-
vealed a significant involvement of the native vessels with patent LIMA to LAD bypass, SVG to
RCA total occlusion and critical bifurcation stenosis in the Y graft to diagonal and OM(Figure
A). The venous graft branch supplying diagonal was total occlude. Approximately 70% stenosis
was seen in venous greft branch supplying OM. Considering the serious clinical condition of the
patient, the difficulty in reconstructing CABG, and diffuse disease of native coronary arteries,
revascularization of the SVG lesion by PCI was performed. Firstly, two wires are positioned distal
to lesions (Figure B). Successful thrombectomy was performed in SVG to diagonal artery. 3.0x18
mm everolimus-eluting stents were implanted to SVG to diagonal artery and SVG to OM with
simultane kissing stenting tecnique (Figure C). The result at the site of bifurcation was satisfactory,
with TIMI class 3 flow into periphery of both branches (Figure D). Most author suggest the use of
embolic protection devices for intervations performed in saphenous venous grafts; however, this
option was not available in our catheterization laboratory when the procedure was performed. The
patient was discharged successfuly. Coronary artery bifurcation disease of SVG is extremely rare
condition. SVG disease remains a challenging lesion to treat because of increased morbidity and
mortality with repeated coronary artery bypass graft surgery, high rates of periprocedural compli-
cations and in-stent restenosis or occlusion requiring repeat revascularization with percutaneous
coronary intervation. Herein; we reported case of using the simultaneous kissing stent technique to
treat an inverted Y SVG bifurcation disease in a patient with a prior CABG and new-onset acute
coronary syndrome.
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Figure 1. (A) SVG to diagonal was total occluded(arrow) and SVG to OM was seen70% stenosis(dotted
arrow). (B) Two wires are positioned distal to lesions. (C) Stents were implanted to SVG to diagonal artery
and SVG to OM with simultane kissing stenting tecnique. (D) TIMI class 3 flow was seen into periphery
of both branches.

OPS-077

Every fistulous connection between internal mammalian graft and
pulmonary artery may not be associated with ischemia in patient
with coronary artery bypass graft surgery

Halil Fedai', Hilal Karakas', Abdullah Urtekin?, Fatih Giingoren', Feyzullah Besli'

'Department of Cardiology, Harran University Faculty of Medicine, Sanlurfa
2Department of Chest Diseases, Harran University Faculty of Medicine, Sanlurfa

Introduction: The left internal mammary artery (LIMA) was commonly used for myocardi-
al revascularization in coronary artery bypass grafting (CABG) and has got long-term patency.
But, some side negative effect such as restenosis and fistula have been occurred LIMA graft after
CABG. A fistula of the LIMA to pulmonary artery (PA) occurs in 0.2-1.2% in patients with CABG.
It usually cause of myocardial ischemia. In this report, we conducted a case of a connection be-
tween the LIMA and PA with unidirectional flow as not a cause of myocardial ischemia.

Case Report: A 58-year-old man was ad—mitted to our outpatient clinic for unstable angina pec-
toris. He had not a history of diabetes mellitus and hypertension. He had undergone tree-vessels
coronary surgery 9 years earlier. Physical examination revealed blood pressure 140-80 mmHg
and pulse 75/min; the other findings were observed to be normal. Electrocardiography (ECG) re-
vealed sinus rhythm and 2-to 3-mm depressions of the ST segment in V2-V6 (Figure 1). Cardiac
enzyme levels, such as creatine kinase-MB and cardiac troponin-I, and other laboratory findings
were normal. Echocardiography and chest radiograph were also normal. The patient underwent
coronary angiography. Angiography showed that RCA and LAD was total stenotic, left circumflex
artery was 90 percent stenosis in first optuse margine (Figure 2a). The saphen grafts (Ao-RCA
and Ao-LAD D1) were patent, and left internal mammary angiogram showed multiple fistulous
connections between the internal mammary artery and the pulmonary vasculature of the left lobe
(Figure 3). The patient’s LIMA was not perfused LAD area. He underwent balloon angioplasty
and stenting to the left circumflex coronary artery first optuse margine (Figure 2b). His chest pain
relieved and ST depressions were lost in ECG (Figure 4) after percutaneous coronary intervention.
His angina was attributed to substantial coronary stenosis of first optuse margin. The patient was
discharged with conservative medical therapy.

Discussion: A LIMA-to-PA fistula can be congenital or acquired. The acquired form can be sec-
ondary trauma, neoplasm or inflammatory disease. The casual mechanism is not fully understood.
Predisposing factors for the fistula include injury to the pleura and lung parenchyma, incomplete
ligation of the intercostal branches of LIMA, the use of electrocautery instead of ligation of the in-
tercostal branches, infection and inflammation leading to neovascularization. Management options
for LIMA-to-PA fistula include conservation medical therapy, coil embolization, percutanous an-
gioplasty with stenting and surgical ligation. No one treatment yields clear benefits. Some authors
recommend starting with conservative management and progressing to more invasive treatment
options. The benefits of intervention in asymptomatic patients are unclear. Since our patient had no
symptoms associated with fistula, we decided to continue with medical treatment.

Figure 1. Rest ECG showed horizontal ST segment depression in leads V2-V6.
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Figure 2. Selective left coronary angiography demonstrate; a) optuse margine stenosis b) after percuteane-
ous coronary intervention in optuse margine coronary artery.

Figure 3. Selective internal mammary
artery (IMA) angiography demonstra-
ting a fistula from the IMA and its side
branch to the left pulmonary artery.

Figure 4. Rest ECG showed normal ECG after percutaneous
intervention in optuse margine.

OPS-078

Dolanan kilavuz teller nedeniyle olusan koroner stent deformasyonu

Ahmet Tiitiincii, Alper Karakus, Sencer Camei, Gokhan Ozmen, Selma Ar1,
Hasan Ar1, Mehmet Melek, Tahsin Bozat

, Bursa

Bursa Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Kardiyoloji Kli

ilk vaka: Altmis alti yasinda erkek hasta acil servise 4 saatlik gogiis agrisi ile bagvurdu. Ceki-
len EKG’sinde atriyal fibrilasyon ve anterior derivasyonlarda ST elevasyonu izlenmesi tizerine
hemodinami laboratuarma alindi. Angiyografinde LAD: proksimal %99 trombiislii lezyon, Cx
OMI: %90, RCA: %50 izlendi. LAD ye miidahale karari alinan hastada LAD ve D1 dallarina
klavuz teller gonderildi. LAD ye 3x28 mm ilag kapli stent proksimalden itibaren implante edildi.
Ardindan LAD ye 4x12 mm balonla stent i¢i postent dilatasyon planlandi, ancak balon kilavuz
tel iizerinden stentin icine ilerletilemedi. Balon ilerletilirken klavuz tellerin (LAD ve stent ile da-
mar duvari arasina hapsolan D1 teli) birbirine dolandig1 ve stent proksimalinde deformasyona
neden oldugu goriildii. Bunun iizerine D1°deki klavuz tel geri ¢ekildi. Balon LAD deki klavuz tel
iizerinden tekrar ilerletilmeye caligildiginda balonun ilerlemedigi ve stent proksimaline takildigi
gozlendi. Clear stent ile yapilan ¢cekimde stent proksimal stratinin deforme oldugu ve LMCA’ya
uzandig1 izlendi (Sekil 1). Yeniden stent i¢i gecilerek sirasiyla 1.5x15 mm, 2x8 mm ve 2.5x15
mm, 4x15 mm balonlarla bozulan stent strut bolgesi dilate edildi. (Sekil 2). Bozulan proksimal
stent stratlarimi kapsayacak sekilde LAD den LMCA ya dogru 4.5x24 mm 2. bir stent yerlestirildi.
LMCA dan LAD ye dogru 4.5x15 mm ve stent icinden gecilerek Cx’e 2.5x15 mm balonlar ile
kissing yapilarak islem sonlandirildi.

ikinci vaka: Yetmis bes yaginda bayan hastaya, Cx, CxOM2 bifurkasyon lezyona miidahale (culot-
te teknigi) planladi. CxOM2’den Cx ana govdeye dogru 2.75x32 mm ilag¢ salimmli stent implante
edildi. Cx distaline stent icinden gecildi ve stent stratlar1 2x15 mm balon ile dilate edildi. Cx ana
govdeden distale dogru 2.75x32 mm ila¢ saliniml ikinci stent implante edildi. 3x14 mm balon ile
POT yapilmasi planlandi ancak CxOM2 ve Cx anagévdedeki tellerin dolanmasi nedeniyle balonun
ilerlemedigi ve stent proksimalinde deformasyona neden oldugu goriildii. CxOM2 deki sikisan ki-
lavuz tel geri alindi. Balon tekrar ilerletilmeye ¢aligildi ancak deformasyon nedeniyle ilerletilemedi.
Bunun iizerine stent strutlarindan gegilerek 2x20 mm ve 3x14 mm balonlar ile dilatasyon uygulandi
(Sekil 3). Deforme olan Cx proksimal stent bolgesine 3x16 mm ila¢ saliniml stent implante edildi.
Cx ve OM’2 ye 2 adet 3x14 mm balonlarla kissing dilatasyon uygularanarak iglem sonlandrldi.
Sonug: Bu iki vakada da POT planlanirken hapsalon yan dal telinin ana govdedeki klavuz tele
dolanmasindan dolayi ilerletilmeye calisilan balonun dolanan telleri sarmal haline getirerek stent
proksimalinde deformasyona neden oldugu goriilmiistiir (Sekil 4, 5). POT yapilirken stent ile si-
kismus yan dal klavuz telinin ana daldaki tel ile dolanarak stent deformasyonuna yola agilabilecegi
akilda tutulmalidir. Ozellikle boyle bir ihtimal varsa balon fazla zorlanmamali veya yan daldaki
kilavuz tel ¢ekildikten sonra balon ilerletilmelidir.

Sekil 1. Stentin proksimale dogru deformasyonu. Sekil 2. Deforme olmus stentin i¢inden gegile-

rek yapilan balonlar sonrasi goriintiisii.
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Sekil 3. Stent proksimalinin deformasyon goriintiisii.

Sekil 4. Ana dala yapilan stent islemi sonrasi klavuz tellerin goriintiisii.

Sekil 5. Sarmal olan teller iizerinden ana dala génderilen balonun sematize go-
riintiisii.

OPS-079

PCI in a patient who underwent a recent TAVI procedure:
Access through the cage

Sinan Varol, Gokmen Kum, Sevil Tugrul, Engin Giirsoy, Ertugrul Okuyan
Department of Cardiology Bagcilar Training and Research Hospital, Istanbul

Introduction: Transcatheter aortic valve implantation (TAVI) has been widely used for treatment
of patients with aortic stenosis, who have high risk for cardiac surgery. Coronary angiography and
intervention can be challenging after TAVI procedure because of cannulation of coronary ostium.
Case: 65 years old male had admitted our emergency room for chest pain. His chest pain had started
two hours before admission, Physical examination and electrocardiogram was normal. Bed side
echocardiography revealed bioprosthetic aortic valve with mild aortic insufficiency and mild resid-
ual valve gradient. (Max gradient: 18, mean gradient 10, AoVmax: 2.1 m/s). Blood tests revealed
mildly elevated troponin (0.22 ng/ml) with normal renal function. He had a history of TAVI (Portico,
St Jude Medical Inc.) in another clinic before a week. Chest pain were persisted during nitrates,
antiagregan and morphine. The patient has referred to our catheterization laboratory for percuta-
neous coronary intervention (PCI). JL4 6F catheter was failed to engage left main coronary artery
(LMCA) due to interference of prosthesis aortic valve struts. Guiding catheter has been reshaped
to increase secondary curve and modified primary curve. After this procedure, the catheter were
positioned with more close position, but not enough to provide support for floppy guidewire. 0.035
inch guidewire advanced into catheter thought struts of valve just opposite of coronary ostium.
Guiding catheter could be advanced further and adequate catheter support was archieved. Coronary
angiogram revealed total occlusion of obtuse marginal branch of circumflex artery. 0.014 mm floppy
guidewire and 0.014 PT2 guidewire (Boston Scientific) were failed to cross the lesion. Unexpected
characteristics pointed out that It is assumed a chronic total occlusion rather than acute disrupted
plaque. Contrast injections of aorta eliminated a dissection. The procedure were terminated and pa-
tient was referred to the coronary care unit (CCU). Follow up troponin on 6th hour was 0.21 ng/ml.
The patient was discharged with optimized medical therapy on fourth day of admission.
Conclusion: After TAVI procedure, engaging coronary ostium and provide adequate support can
be tricky because of struts. Operator should improvise interventional techniques to provide optimal
result.

Figure 1. Suboptimal catheter position. Figure 2. Further attempt for cannulating has

failed with a standart 6F JL4 catheter.
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Figure 3. Reshaped JL4 catheter has passed thru
struts of bioprosthetic aortic valve cannulated left
main coronary artery.

Figure 4. Floppy guidewire and PT2 guidewire
advanced to obtuse marginal lesion. Unfortunately
it couldn’t pass the lesion.

OPS-080

Akut koroner sendromlu gebe hastada spontan sol ana koroner arter
diseksiyonu tespit edilmesi

Erdal Giirsul
Canakkale Devlet Hastanesi, Kardiyoloji Klinigi, Canakkale

Girig: Spontan koroner arter diseksiyonuna bagh akut koroner sendrom, gebelikte olduk¢a nadir
goriilen bir durumdur. Vakamizda; spontan sol ana koroner diseksiyonun tespit edildigi 36 haftalik
gebe hastanin verileri sunulmustur.

Olgu: Kirk alt1 yaginda, 36 haftalik gebe 4 saatlik gogiis agrisi sikayeti ile bagvurdugu ilge devlet
hastanesinde akut anterior myokard infaktiisii tespit edilmesi iizerine klinigimize sevk edildi. Has-
tanin bagvuru aninda bilinci kapali, agrili uyarana yanit mevcut, dispneik goriiniimdeydi. Tansiyon
arteryal 80/40 tespit edilen hastanin nabiz saysist 130/dk olarak &l¢iildii. Hastanin fizik bakisinda
akciger bazalde kesiminde ral duyuldu. Elektrokardiyografik incelemede siniu ritmi, vl v6 gs ve
st elevasyonu izlendi. Ekokardiyolografide ejeksiyon fransiyonu %25 izlendi, inferior segment
hari¢ diger duvarlar agir hipokinetik izlendi. Acil koroner anjiografi tinitesine alinan vakaya kadimn
dogum, anestezi ve kalp damar cerrahisi konsultasyonu istenerek vakaya davet edildi. Hasta entube
edilerek asiste ventilasyona bagslandi. Koroner anjiografi iglemi sag femoral arter yolunla yapildi.
6F Judking sol diyagnostik katater ile sol sistem goriintiilenmesi yapildi. Sol ana koroner arterde
diseke alan ile %80 darlik izlenimi, sirkumfleks arter ostial ve sol anterior desending arter orta bol-
geye kadar uzamim gériilen %90 darlik izlenimi goriildii (Sekil 1,2). 6F judkings sag katater ile sag
korner goriintiileme yapildi ve normal izlendi. Hasta kalp damar cerrahisi hekimi ile kadin hasta-
liklar1 ve dogumu uzman hekimi ile olusturulan konseyde tartisild1 ve acil kalp akciger pompasina
baglanarak koroner arter bypass greftleme ve bu sirada sezaryan islemi ile bebegin alinmasi karar-
lagtirildi. Hasta acil olarak operasyon {initesine alinarak es zamanli pompa destekli koroner arter
bypass operasyonu ve primer sezeryan islemi uygulandi. Bebek yapilan muayenesinde saglhkli
olarak degerlendirilerek, yenidogan servisine alindi. Hastanin koroner greftleri baglanarak sternum
stabilizasyonu yapildi. Olasi kanama komplikasyonunda erken tan1 ve tedavi amagli batin agik bi-
rakilarak kalp damar cerrahisi yogun bakim iinitesine intraaortik balon pompasi destegiyle alind1.
Sonug: Spontan koroner arter diseksiyonu nadir rastlanilan durumlardir. Ozellikle gebelik do-
neminde rastlanmasi hem maternal hem de fetal 6liim riski olusturmaktadir. Gebelige bagh hor-
monsal faktor degisimleri ve kardiyak outputun artmasi damar duvarlarinda shear stresi arttirarak
diseksiyon gelisimini kolaylagtirmaktadir. Ozellikle gebe akut koroner sendrom ile bagvuruda ko-
roner arter diseksiyonu goz 6niinde bulundurularak acil koroner anjiografi uygulanmalidir. Vakalar
bireysel yaklagimla, maternal ve fetal klinik 6zellikler degerlendirilmeli; multidisipliner goriislerle
perkutan iglem veya bypass operasyonuna karar verilmelidir.

Sekil 1. Sekil 2.

OPS-081

Asemptomatik iatrojenik aort diseksiyonunda medikal takip
Mert Aker, Sinan Iscen, Sadik Agikel, Murat Tulmag
Ankara SB Diskapi Yildirim Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Bilinen hipertansiyon ve diyabet risk faktorleri olan ve 1.5 yil 6nce koroner baypas yapilan ve bir-
kac aydir eforla olan, dinlenmekle gecen gogiis agrisi ile kardiyoloji poliklinigine bagvuran hasta
gerekli hazirliklar sonrast koroner anjiyografiye alindi. Islem sol radial arter yoluyla gergeklesti-
rildi. yapilan koroner anjiyografide lima-lad agik, ao-om1-om2 agik, bifurkasyonda %80 ve %60,
rca proksimalde %95 mid bélgede %90 darlik saptandi. Islem esnasinda kateter yardimiyla sag
koroner artere opak verildiginde aort diseksiyonu gelisti (Sekil 1). Anjiyografideki bu korkutucu
goriintiiye ragmen hastanin hi¢ agris1 olmadi. Hasta koroner yogun bakim iinitesine alindi. EKO ve
vital takipleri yapildi. Hastaya diseksiyon protokolii ile toraks bt anjiyo cekildi. BT de aort kokiin-
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den baglay1p ascendan aorta distal kesimine uzanan liimeni kresantrik tarzda saran mural trombiis
izlendi, diseksiyon izlenmedi (Sekil 2). Klinigi nedeniyle diseksiyonun kapandig1, ancak hematom
kaldig1 seklinde yorumlandi. BT kontrolii ve MR ile de progressif patoloji izlenmedi. BT anjiyo
sonucuyla kalp damar cerrahisi tarafindan da degerlendirilen hastaya medikal takip karar verildi.
Islemin ertesi giinii cekilen aort mr anjiyo ascendan aorta kok kesimi diizeyinde yaklagik 8 mm
kalinliga ulagan kresentrik tarzda mural trombiis olarak raporlandi. Yapilan kontrol ekokardiyog-
rafide ascendan aortta duvar ekojenitesi artmis olup, hareketli flep izlenmedi. Hasta hemodinamik
acidan stabil olmast tizerine kalp ve damar cerrahisi 6nerileri alinarak taburcu edildi. Asemptoma-
tik hastanin poliklinik kontroliinde planlanan toraks BT anjiyoda torakal aortada en kalin yerinde
¢ikan aorta diizeyinde 7 mm olan duvar kalinlasmasi ve mural trombiis ile uyumlu hipodens alan
izlendi (Sekil 3). Vakamiz islem esnasinda rca goriintiilemesi oncesi test enjeksiyonu yapildigi
halde, kalsifik damarlara opak enjeksiyonunun diseksiyon yapabilecegini gosterdi. Ancak kendini
smirlayan, kiigiik bir alana lokalize diseksiyonlarin medikal takip edilebilecegine de 6rnek oldu.
Baypas hikayesi olan hastada asemptomatik olarak da diseksiyon olabildigi bu vakada goriildii.

Sekil 1. RCA diseksiyonu. Sekil 2. BT anjiyografi.

Sekil 3. Kontrol BT anjiyografi.

OPS-082

Double side coronary perforation following percutaneous coronary
intervention

Ahmet Giiner', Ibrahim Akin izgi', Sabahattn Giindiiz', Cetin Gegmen',
Emrah Bayam', Mehmet Ozkan?

'Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul
2Department of Cardiology, Ardahan University School of Health Sciences, Ardaha

A 42-year old patient exhibiting symptoms of non-ST elevation myocardial infarction was referred
to our hospital. Previous medical history included diabetes mellitus and hypertension. Following
the administration of unfractionated heparin (UFH) and loading doses of dual anti-platelet drugs
(300 mg aspirin, 600 mg clopidogrel and 8000 units UFH), the patient was transferred to the cathe-
terisation laboratory. By using diagnostic coronary angiography accessed through the right femoral
artery, the right coronary and circumflex artery were normal; however, a lesion (95%) was detected
in the left anterior descending coronary artery (LAD). A 7F left Judkins-4 guiding catheter (Cordis)
was used for engagement with the left main coronary artery ostium. The LAD-distal advancement
of a 0.014 inch floppy guidewire (Choice, Boston Scientific) advanced enabled for the successful
implantation of an everolimus-eluting stent 3.0x32 mm (Promus, Boston Scientific) and a 3.0x15
non-compliant balloon (NC Emerge, Boston Scientific), which was inflated over the guidewire.
Contrast medium was injected via the catheter and beyond the stent two extravasations of the
contrast medium was detected to the left ventricle and the pericardium. The rupture was sealed by
using a 3.5x19 mm polytetrafluoroethylene (PTFE) coated stent. Control coronary angiography
was performed to determine the success of the stent placement and this time, no contrast agent was
detected in the left ventricle and pericardium. An echocardiogram was performed, which revealed
the right side of the heart being compressed by a sizeable pericardial effusion. Approximately 650
cc of blood was aspirated from the pericardial space. Following haemodynamic stabilisation, the
patient’s heart rate and blood pressure were quickly restored to normal. The patient was trans-
ferred to the coronary care unit and was observed for five days before being discharged; during his
hospital stay and at 10-months follow-up, there was no further events. Although rarely occur, the
complications arising from coronary artery perforation (CAP) are potentially devastating. Cardiac
tamponade may result from pericardial perforation. Double-sided perforations can result in myo-
cardial dissection leading to intraventricular and pericardial extravasation of the contrast agent.
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Figure 1.

OPS-083

Bilateral sunconjunctival hemorrhage secondary to abciximab use
Selim Kul, Muhammet Rasit Sayin

Department of Cardiology, Ahi Evren Cardic ular Surgery Training and Research Hospital, Trabzon

Context: There is no report on a case of subconjunctival hemorrhage with Glycoprotein IIb/IITa
use. We herein present a patient with bilateral subconjunctival hemorrhage after receiving abcix-
imab.

Case: A man who was 40 years old presented to the emergency department of our hospital with
a history of chest pain for the last 2 hours. His vital signs included an arterial blood pressure of
120/80 mmHg and a pulse rate of 66 bpm. His electrocardiogram was consistent with ST elevation
in leads V1 to V6. His echocardiogram was notable for anterior and apical hypokinesia, with an
ejection fraction of 40%. All his biochemical and blood count parameters were in normal lim-
its. Having been diagnosed with anterior myocardial infarction, the patient was transferred to the
catheter laboratory for primary percutaneous coronary intervention (PCI). He was administered
loading doses of 600 mg, 300 mg, and 8000 U of clopidogrel acetylsalicylic acid, and unfraction-
ated heparin, respectively. Coronary angiogram showed a 99% stenosis at the proximal portion of
the left anterior descending artery (LAD) (Figure la). The left circumflex artery was free of any
stenosis and the right coronary artery had a 30% non-significant lesion at its mid segment. A 3.0x24
mm drug-eluting stent was placed at 12 atm pressure at the severely stenotic LAD segment without
predilatation (Figure 1b). The patient was then transferred to the coronary care unit for further
observation. Thirty minutes later, the patient was defibrillated with 270 J for ventricular fibrillation
episode. As his chest pain intensified, he was taken back to the catheter laboratory to check stent
patency. Coronary angiography showed thrombus in LAD stent (Figure 1c). A decision was made
to administer abciximab to prevent further thrombosis inside the stent lumen or elsewhere in the
coronary circulation. Abciximab was administered as a bolus at a dose of 0.25 mgr/kg followed
by infusion at a dose of 0.125 mgr/kg iv. However, 20 minutes after the start of the infusion the
patient developed subconjunctival haemorrhage in both eyes (Figure 2). Therefore, the infusion
of the drug was stopped but acetylsalicylic acid and clopidogrel were continued. An ophthalmol-
ogy consultation was obtained for the patient, and he was recommended to receive conservative
treatment with artificial tear. Chest pain did not recur at coronary intensive care unit after stopping
abciximab. He was first transferred to cardiology ward and a few days later coronary angiogram
showed no thrombus and patient was discharged. He returned to cardiology outpatient clinic for a
follow-up visit, when it was noted that his conjunctival hemorrhage was completely eliminated. He
was asymptomatic on acetylsalicylic acid and clopidogrel 2 months later.

Conclusion: To the first time in the literature, we herein present a patient with bilateral subcon-
junctival hemorrhage which managed conservatively after receiving abciximab

Figure 1. (A) Coronary angiogram showed a 99% stenosis at the proximal portion of the left anterior
descending artery (LAD). (B) A 3.0x24 mm drug-eluting stent was placed at 12 atm pressure at the severely
stenotic LAD segment without predilatation. (C) Coronary angiography showed thrombus in LAD stent.

Figure 2. Bilateral sunconjunctival hemorrhage secondary to
abciximab use.
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OPS-084

Intraoperatif gelisen TAKOTSUBO kardiyomiyopatisi
Gokhan Ergiin', Nuri Kose?, Tamer Kirat?, Fatih Akin', brahim Altun'

'Mugla Sitki Kogman Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mugla
2(zel Yiicelen Hastanesi, Kardiyoloji Klinigi, Mugla

Takotsubo kardiyomiyopatisi nadir goriilen ve akut miyokard infarktiistinii taklit eden, geri do-
niisiimlii sol ventrikiil yetmezligine neden olan bir hastaliktir. Burada 57 yasinda kadin hastada
intraoperatif donemde geligen takotsubo kardiyomiyopatisi sunulacaktir. Intraoperatif gelisen
bradikardi ve sonrasinda kardiyak arrest nedeni ile degerlendilen hastanin cekilen elektrokardi-
yografisinde ST elevasyonu saptandi. Bu nedenle ile koroner anjiyografi yapilan hastada normal
koroner arterler ve ventrikiilografisinde apikal anevrizma saptandi. Medikal tedavisi diizenelenen
hasta takibe alind1.

Sekil 1. KAG+ventrikiilografi.

Sekil 2. Perioperatif EKG.

Sekil 3. Pre op ekg EKG.

70

OPS-085

Akut kritik tonsillit sonrasmda Kounis sendromu
Gokhan Ergiin', Nuri Kose?, Tamer Kirat?, Fatih Akin', Ibrahim Altun'

'Mugla Sitki Kogman Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mugla
2Ozel Yiicelen Hastanesi, Kardiyoloji Klinigi, Mugla

Hipersensivite sonucunda olusan akut koroner sendrom, Kounis sendromu olarak adlandirilmakta-
dir. Burada sunulan vakada 3 giindiir akut kriptik tonsillit tamsi ile medikal tedavi alan 31 yasinda
erkek hasta acil servise gogiis agrisi ile bagvurdu. Acilde degerlendilen hastanin ¢ekilen EKG de
inferior ST eleveasyonu saptandi.hastaya yapilan koroner anjiyografide normal koroner arter sap-
tand1. Ayrica yapilan ekokardiyografisinde normal olarak saptandi. Kardiyak enzimlerinde belirgin
artis saptnandi. Alerjik miyokard infarktiisii (Kounis sendromu) tanisi konulan hasta medikal teda-
visi diizenlenerek takip altina alindi.

Sekil 1. Sekil 2.

Sekil 3.

OPS-086

Successful revascularization of LAD instent CTO
Feyzullah Besli, Fatih Giingoren, Ibrahim Halil Altiparmak
Department of Cardiology, Harran Unuversity Faculty of Medicine, Sanlurfa

64 years old female presented with non ST elevation myocardial infarction. She has history of (left
anterior descending coronary artery (LAD) stent 2 years ago because of anterior ST elevation myo-
cardial infarction. Coronary angiogram revealed that 70% lesions of proximal (right coronary artery)
RCA and in stent (chronic total occlusion) CTO of mid segment LAD. Firstly RCA was treated
with 3.0x28 des stent. 10 days later, after cannulation of left main coronary (via right femoral ar-
tery) with EBU 3.5 catheter and RCA (via left radial artery) with JR 4.0, bilateral contrast injection
was performed and CTO segment clearly was displayed (Figure-1). By antegrade approach, corsair
micro catheter (Asahi Intecc, Japan) using 0.014” soft guide wire, was advanced CTO segment. A
fielder XT and miracle 3 guide wire (Asahi Intecc, Japan) could not be passed because the lesion
was extremely hard. Therefore, a miracle 6 guide wire (Asahi Intecc, Japan) successfully passed
instent CTO segment but the guidewire was in subintimal space. So, the wire was slightly withdrawn
and pushed with rotation. The Lesion was passed successfully and retrograde injection showed that
wire was in true lumen (Figure 2). After predilatation with 1.25x15 ryujin balloon (Figure 2), wire
was exchanged with soft 0.014 wires using corsair micro catheter (Asahi Intecc, Japan). A 2.75x32
and 3.0x35 DES was implanted and postdilated with 3.5x8 non-compliant balloon. Final result was
satisfactory (Figure 3). The procedure was completed without any complications.

Figure 1. Bilateral contrast injection was performed
and CTO segment clearly was displayed.

Figure 2. The Lesion was passed successfully
and retrograde injection showed that wire was
in true lumen.
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Figure 3. Final result.

OPS-088

Simultaneous subacute stent thrombosis of two drug eluting stents in
seperate vessels

Duygu Ersan Demirci, Deniz Demirci, Ozkan Kayhan, Goksel Cagirci, Sakir Arslan
S.B. SBU Department of Cardiology, Antalya Training and Research Hospital, Antalya

Stent thrombosis is a challenging problem that can lead to serious clinical consequence. In addition
to patient characteristics or procedure factors, inadequate dual antiplatelet therapy is the main cause.
And premature discontinuation of dual antiplatelet remains the most powerful predictor for stent
thrombosis. We report a case with simultaneous two drug eluting stent thrombosis in two seperate
coronary vessels after cessation of dual antiplatelet therapy for 3 days. A 66 year-old man was
admitted to our emergency department complaining of acute severe chest pain. He has had hyper-
tension and diebetes mellitus for 20 years, was a smoker (40 pack years) and had a history of stent
implantation on left anterior descending artery (LAD) 6 years ago. His electrocardiography revealed
st elevation over leads ILIII, aVF. Catheterization was done emergently and coronary angiography
revealed totally occluded proximal right coronary artery (RCA) and left circumflex artery (LCX)
with critical thrombotic lesion (Figure 1). Angioplasty was performed and two drug eluting stents
(PROMUS element 2.5x16 and 2.5x20) were deployed on proximal RCA and a drug eluting stent
(PROMUS element 3.0x24) on mid LCX (Figure 2). The hospital course was was uneventful and
he was discharged on aspirin and ticagrelor. He was transferred to emergency room again 10 days
after hospital discharge, with acute severe chest pain. His ECG revealed inferoposterior st segment
elevation (Figure 3). He has stopped taking dual antiplatelet therapy for 3 days because of hematiiria.
Treatment with ASA (300 mg), tikagrelor (180 mg), intravenous unfractioned heparin was imme-
diately initiated. The patient was taken to catheterization laboratory for primary percutaneous cor-
onary intervention (PCI) which revealed total occluded proximal RCA and mid LCX at the same
time, the site over the prior stents (Figure 4). Succesful primary PCI was performed for both of the
vessels with transradial acces and final angiography revealed TIMI 3 flow distal to the coronary
stents (Figure 5). Stent thrombosis most commonly occurs in the first month after stent implantation.
Under continous dual antiplatelet therapy, the avarage occurrence of subacute thrombosis in drug
eluting stent is 0.5-2%. However, discontinuation of dual antiplatelet therapy was the most powerful
predictor of stent thrombosis during the first 6 mounths following stent implantation. Simultaneous
two stent thrombosis was very rare and can be due to several factors. In our patient, the most im-
portant factor predisposing to simultaneous stent thrombosis seems to have been non adherence to
dual antiplatelet therapy. In conclusion, it should be emphasized to ensure patients to be properly
educated about the importance of drug use and the dangers of antiplatelet drug discontinuation.

A

Figure 1. Coronary angiography revealing totally occluded proximal right coronary artery (A) (arrow) and
critical stenosis at mid left circumflex artery (B) (arrow).

A

Figure 2. Two drug eluting stents (PROMUS element 2.5x16 mm and 2.5x20 mm) were deployed on right
coronary artery (A) (arrow) and a drug eluting stent (PROMUS elemet 3.0x24 mm) on mid left circumflex
artery (B) (arrow).
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Figure 3. Electrocardiography revealed st segment elevation on inferior leads.

A

Figure 4. Simultaneous coronary stent thrombosis causing complete occlusion proximal to drug eluting
stennt in right coronary artery (A) (arrow) and mid left circumflex artery (B) (arrow).

A

Figure 5. Primary percutaneous coronary intervention was performed for both right coronary artery (A)
(arrow) and left circumflex artery (B) (arrow).

OPS-089

iki zor vaka iki kolay ¢oziim: Ana koroner lezyonu ve mini Crush

Stent teknigi

Fatih Giingoren, Feyzullah Besli, ibrahim Halil Altiparmak, Recep Demirbag

Harran Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Sanlwrfa

Bir giin ara ile yapilan 2 ana koroner vakasi.

Olgu 1: Bir yil dnce sol 6n inen artere (LAD) stent uygulanmus olan, 71 yasinda bayan hasta acil
servise ciddi dispne ve genel durumda bozulma ile bagvurdu. Yapilan fizik incelemesinde tansiyo-
nu 75/40 nabiz125 v/dak idi. Kardiyojenik sok olarak degerlendirilen hasta, acil koroner angiografi
amaciyla kateter labaratuvarma alindi. Sol ana koroner (LMCA) distalinde %95, LAD ostiumda
%60, sirkiimfleks arter (CX) ostiumunda %80, CX proksimalde %90 lezyonlar goriildii (Sekil 1).
LAD’deki stentin ise agik oldugu goriildii. CX proksimaldeki lezyona 2.0x15 mm balon ile predi-
latasyon sonrasinda 2.5x16 mm ilag kapli stent implante edildi. Ardindan mini crush teknigine gore
LMCA’dan CX’e 2.75x16 mm ilag kapl stent ve LMCA’dan LAD’ye 3.0x16 mm ilag kapl stent
hizalandi. Ardisik olarak stentler implante edildi (Sekil 2). CX rewire edilerek 1.5x15 mm balon
ile stent strut1 genisletildikten sonra, LAD ve CX’e 3.0x10 mm nonkompliyan balonlar ile kissing
balon yapildi. Ardindan LMCA’ya 4.0x8 mm nonkopliyan balon ile proksimal optimizasyon ya-
pildi ve isleme son verildi (Sekil 3).

Olgu 2: Diyabetik ve hipertansif 79 yasinda erkek hasta, acil servise yeni baglayan siddetli gogiis
g6giis agrisi ile bagvurdu. Yapilan fizik incelemesinde tansiyonu 110/70 nabiz 95 v/dak idi. Hasta
koroner angiografi labaratuvarina aliarak koroner angiografisi yapildi. LAD ostiumunda trombo-
ze %95, CX ostiumunda %95 lezyonlar izlendi (Sekil 4). Kalp damar cerrahisi ile goriisiildii. Tek-
nik aksakliklardan dolay1 hastanm acil cerrahiye alinamamasi nedeniyle perkutan koroner girisim
karari alindi. LAD ve CX 0.014 flopy guidewire ile gecildikten sonra mini crush teknigine gore
LMCA’dan CX’e 3.0x16 mm ila¢ kaph stent ve LMCA’dan LAD’ye 3.0x25 mm ilag kapli stent
hizalandi. Stentler ardigik olarak implante edildi (Sekil 5). CX rewire edilerek 1.5x15 mm balon
ile stent strut1 genisletildikten sonra LAD ve CX’e 3.0x10 mm nonkompliyan balonlar ile kissing
balon yapildi. Ardindan LMCA’ya 4.5x10 mm nonkopliyan balon ile proksimal optimizasyon ya-
pildi ve isleme son verildi (Sekil 6).
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Sekil 1. Koroner angiografi goriintiisii.

Sekil 3. Final sonug. Sekil 4. Koroner angiografi goriintiisii.

Sekil 5. Sirkiimfleks arter stentinin implantasyonu. Sekil 6. Final sonug.

OPS-090

Percutaneous left main coronary artery mtervention in patient with
cardiogenic shock

Fatih Giingoren, ibrahim Halil Altiparmak, Feyzullah Besli
Department of Cardiology, Harran University Faculty of Medicine, Sanlurfa

53 Years old female was admitted to emergency department with cardiogenic shock and pulmo-
nary edema. She had a history of coronary artery stenting in circumflex (CX) and right coronary
artery (RCA) 3 month ago. The patient was taken to the catheter laboratory. Coronary angiogram
displayed that significant lesions in left main coronary artery (LMCA) to CX ostial segment and
left ascending artery (Figure 1). Furthermore it was noticed that LAD had diffuse disease (Figure
2). LMCA was cannulated with EBU 3.5 catheter. LAD and CX were crossed with 0.014” soft
wire. LMCA distal to LAD and CX were performed the kissing dilatation with 2,0x15 balloon
(Figure 3). According to mini crush technique, 3.0x16 mm DES for LMCA to CX and 2,75x20 mm
DES for LMCA to LAD were positioned and sequentially inflated (Figure 4). LAD was rewired
with soft wire. After that, final kissing was performed with 3.0x15 NC balloon for LMCA-CX
and 2.75x15 NC balloon for LMCA-LAD (Figure 5). 3.5x8 mm NC balloon was used for POT
procedure (Figure 6). Moreover 2,5x28 mm DES was implanted into mid segment of LAD. Final
result was assessed as satisfactory (Figure 7).

Figure 1. The significant lesions in left main coro-
nary artery (LMCA) to CX ostial segment and left.

Figure 2. Diffuse disease of LAD.
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Sekil 2. Sirkiimfleks arter stentinin implantasyonu.

Figure 3. Predilatation. Figure 4. Stent implantation.

Figure 5. Final Kissing Dilatation. Figure 6. The proximal optimisation.

Figure 7. Final result.

OPS-091

A rare coronary anomaly: single coronary ostium arising from the
right coronary sinus

Fatih Uzun', Ali Kemal Kalkan', Begiim Uygur', Arda Giiler', Aysel Tiirkvatan®, Mehmet Ertiirk'

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

Introduction: Coronary anomalies are rare clinical entities which affect 0.3-5.6% of the general
population.Isolated single coronary ostium in the absence of other major congenital anomalies
is seen more rare.Herein we report 67 year old female patient who had a single coronary ostium
which originated from the right coronary sinus of Valsalva.

Case: A 67 year old female patient was admitted to our hospital with exertional angina for 3
months.She had known history of hypertension and she was on ASA, metoprolol and ACE inhib-
itor medication.Her ECG was normal sinus rythm with 78 bpm and echocardiography revealed
normal left ventricular function with mild mitral, aortic and tricuspid regurgitation.Myocardial
perfusion scintigraphy was performed and it showed severe anterior and anteroseptal ischemia.Be-
cause of the proved ischemia and sypmtoms of the patient, coronary angiography was performed.
Coronary angiography showed left descending coronary artery (LAD), circumflex artery (CX) and
right coronary artery (RCA) orginated from a solitary ostium from the right coronary sinus of Val-
salva and there was no significant stenosis. To understand the exact anatomy and find out the reason
of severe ischemia,Coronary Computed Tomography Angiography (CCTA) was performed . CCTA
showed a normal course of RCA. LAD had interarterial course between aorta and pulmonary artery
and CX followed its course retroaortically.Due to trapped LAD between aorta and pulmonary
artery and proved ischemia, our heart team decided surgery was the best theraphy modality. But
patient refused surgery and she was followed up with medical therapy.

Discussion: Isolated single coronary ostium in the absence of other major congenital anomalies is
seen rare (0.019-0.4%).Diagnosis of the interarterial course of the coronary arteries is important to
estimate the risk of sudden cardiac death(SCD).However interarterial course has the highest risk
for ischemia and SCD, an anomalous coronary artery which doesn’t run between great vessels can
also cause ischemia.Coronary anomalies are commonly detected by coronary angiograhpy which
provides two- dimensional image projection. CCTA has advantages over coronary angiograhpy by
getting the exact orgin and the course of the coronary arteries and the relation between great vessels
by three-dimensional(3D) reconstruction. In our case by CCTA we learned the interarterial course
of LAD which enlighted the reason of severe ischemia.Definite treatment strategy has not been
defined but for the interarterial coronary arteries, coronary artery bypass grafting is the treatment
choice, in some appropriate cases percutaneous intervention can also be performed.

Conclusion: Isolated single coronary ostium in the absence of other major congenital anomalies
is a rare anomaly which can cause ischemia and SCD.CCTA is a great diagnostic tool to get the
exact orgin and the course of the coronary arteries and the relation between great vessels by 3D
reconstruction.
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Figure 1. Conventional coronary angiograhpy
which shows the single coronary ostium arising
from the right coronary sinus of Valsalva.

Figure 2. Coronary Computed Tomography Angi-
ography which reveals the single coronary ostium
arising from the right coronary sinus of Valsalva.

OPS-092

Multiple coronary fistulae involving all three coronary arteries
Duygu Ersan Demirci, Deniz Demirci, Sakir Arslan
Department of Cardiology, S.B. SBU Antalya Training and Research Hospital, Antalya

A coronary artery fistula is a connection between one or more of the coronary arteries and a cardiac
chamber or a great vessel. Coronary artery fistulae are rare and found in approximately 0.1% of
patients undergoing cardiac catheterization. They are usually asymptomatic but can cause myo-
cardial ischemia due to coronary steal mechanism, congestive heart failure,infective endocarditis
and rupture of the fistulea. Previous studies have reported the right coronary artery to be the most
common site of origin and the low- pressure right heart chambers to be the most common site of
drainage. However there are few cases reported in the literature, in which the fistulae originate
from all of the three coronary arteries. We present a rare case of a patient with multiple coronary
fistulae originating from left anterior descending, left circumflex and right coronary artery drain-
ing into the left ventricle. A 72 year -old man was admitted with atypical chest pain and fatigue.
His medical history included no risk factors for coronary artery disease. He wasn’t taking any
medications. A standart 12-lead electrocardiography revealed no significant alterations. Clinical
examination revealed grade 2 continous murmur in the mesocardiac area. Transthorasic echocar-
diography revealed left ventricular ejection fraction of 65%, left ventricular diastolic dysfunction,
mild mitral regurgitation and normal pulmonary arterial pressure. Subsequently coronary angiog-
raphy showed multiple fistulae of all three coronary arteries which drained into the left ventricle.
The patient was discharged with medical therapy because the fistulae were small and not suitable
for percutaneous closure.

Figure 1. LCA right caudal view. Figure 2. LCA right cranial view.

Figure 3. Left cranial view.
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OPS-093

Unsuccessful thrombolytic therapy mn a patient with acute left main
coronary artery occlusion

Osman Yesildag, Murat Siinbiil, Halil Atas, Alper Kepez, Okan Erdogan
Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

31 year-old male who has no known cardiac pathology and risk factor was brought to the emer-
gency department with chest pain starting 30 minutes ago. It was learned from his history that he
smokes cigarettes for 15 years and his father has died suddenly at the age of 45. In his ECG, ST
elevations were detected in the leads of aVR, aVL and V1-V2. There was also ST depressions in
leads D2, D3, aVF and V3-V6 (Figure 1). Echocardiography showed anterior and lateral Wall
hypokinesis. Left ventricular ejection fraction was measured as 40 per cent. The patient was tak-
en to the catheterization laboratory immediately with the diagnosis of acute anterior MI. During
coronary angiography vital findings was found stable (Blood Pressure: 110/70 mm Hg, Pulse rate:
90/min.). Coronary angiography showed normal right coronary artery. But during left coronary
angiography, a large thrombus occluding the body of the left main coronary artery (LMCA) nearly
completely before the area of LMCA bifurcation was seen (Figure 1). During left coronary angiog-
raphy ventricular fibrillation was developed and after defibrillation with 270 joule cardiac rhythm
returned to normal sinus rhythm. Because of the lack of surgical back-up, thrombolytic therapy
(TT) was given immediately to the patient as t-PA. After 30 minutes after TT, it was seen that there
was a significant decrease in ST elevations during the monitorization of ECG tracing. Therefore the
patient was transfered to the coronary care unit and followed there carefully for 24 hours. In this
period heparin and tirofiban (GPIIb/IIIa) infusion were given to the patient. The next day coronary
angiography was repeated to see the result of TT. But, it could not be seen any regression in the
amount of thrombus burden in the LMCA shaft. It was decided to give the patient to the CABG
operation after consulting with cardiac surgeons. LAD-LIMA and Cx-OMI1 saphenous grafts by
passes were performed succesfully in the operation. The patient was still alive and well 1 year
after the operation. In conclusion, 1t can be thought by taking into attention with this case.if there
is a large thrombus in LMCA, TT can be a therapeutic choice and life-saving before percutaneous
coronary intervention until the surgical back-up was provided.

A B

Figure 1. Subtotal occlusion of left main coronary artery with a large thrombus and electrocardiographic
appearance of the patient.

OPS-094

The succesfull recanalisation of chronic total and long lesion
occlusion of left coronary artery in a patient having
multivessel coronary artery disease

{lkin Guliyev, Tolga Cimen, Faruk Aydinyilmaz, Hamza Sunman, Sadik A¢ikel
Department of Cardiology, S.B. Diskapt Yildirun Beyazit Training and Research Hospital, Ankara

Case: 60 years-old female presented with angina to E.R. Hypertension, diabetes mellitus, and
smoking on her history. Physical Examination show no patholgic finding. ECG was sinus, 84bp-
m there was no ST depression or ST elevation. Cardiac markers was high. Echocardiography
demonstrated hypocinesia in mid-basal posterior and inferior wall, LVEF 45%. Patient was admit-
ted to Coronary Care unit with the NSTE-ACS diagnosis and coronary angiography planned. Cor-
onary angiography revealed multivessel disease with long segment calcific CTO lesion in LAD,
(Figure 1 Videol) severe stenosis in mid Cx and RCA (Figure 2 Video:2). Syntax score was 25.
Patient refused to undergo CABG. Staged complete revascularisation was planned to first RCA
and CX same hospital stay and succesfull DES implantations were performed for CX and RCA
(Figure 3 Video 3). At follow-up 1 month after, the patient reported angina, her 2-D ECHO LAD
segment was normal, we planned LAD CTO PCI. LAD CTO PCIL:7F JL3.5 guiding and 6F JR4
diagnostic catheter for dual injection. Crossing CTO with Fielder FC, Corsair microcatheter and
demonstration for true lumen in tip injection (Figure 4 Video 4). Sion Blue insertion to distal LAD
and Corsair exchanged with TRAP technique, predilatation with 2.0x20 mm low-profile balloon.
(Figure 5 Video5) Predilatation with 2b0x20 mm MiniTrack, 2.5x12 mm baloon and 2.5x3.0x30
mm Conic balloon. (Figure 6) We performed Distal to mid LAD: 2.75x38 mm DES.Proximal
LAD: 3.0x38 mm DES implantation. Succesiful recanalisation was performed (Figure 7 Video7).
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Conclusion: In current guidelines surgery is preferred in the patient group with 3 vessels and
LAD CTO lesion with a high synatx score.However, there are concerns about LAD graftability in
patients with CTO and long segment disease. Antegrade flow impairment and vasospasm caused
by the CTO makes it difficult to assess at the distal radius and lesion characteristics.CTO PCI is
preferable over the distal grafting of LAD to salvage of jeopardized myocardium like our case.

Figure 1. LAD CTO lesion.

Figure 2. RCA and Cx Lesion.

Figure 3. RCA and CX after PCI.

Figure 4. LAD Tip injection.
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Figure 5.

Figure 6. LAD multiple baloon predilatation.

Figure 7. Final Result: LAD after CTO PCI.

OPS-095

Neointimal hiperplaziye bagh gec stent restenozu
Sara Cetin Sanhalp', Musa Sanlialp?, Okan Er?

!'Pamukkale Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Denizli
Denizli Devlet Hastanesi, Kardiyoloji Klinigi, Denizli

Giris: Koroner arter hastalig1 olan hastalarda ila¢ salinimli stentler yaygin olarak kullanilmasina
ragmen akut koroner sendrom ya da uzun siireli antitrombosit tedaviye kontrendikasyonu olanlar-
da halen bare metal stentler kullanilmaktadir. Bare metal stentlerin en 6nemli sorunu neointimal
hiperplaziden kaynaklanan stent restenozudur. Genellikle restenoz, stent implantasyonundan sonra
6-12 ay arasinda gozlemlenmesine ragmen, bazi vakalarda stent implantasyonundan 5 yil sonra
bile stent restenozu oldugu bildirilmistir (ge¢ restenoz). Bu vakada bare metal stent takilan bir
hastada on dort y1l sonra goriilen ge¢ stent restenozunu tartisacagiz.

Olgu: Yetmis iki yas erkek hasta son dort aydir olan tipik anginal yakinmalarla kardiyoloji polik-
linigine basvurdu. Hastaya 2003 yilinda miyokart enfarktusu nedeniyle bare metal stent takildig
ogrenildi. Hastada diyabetes mellitiis diginda ek morbidite mevcut degildi. Hastanin sigara ve alkol
kullanimi yoktu. Hasta yillik kontrollerini yaptirdigini ve iki y1l nce yapilan efor testinin normal
oldugunu belirtti. Hastanin tansiyon arteriyeli 110/70 mmhg, nabz1 85/dk idi. Hastanin fizik mua-
yenesi olagandi. Hastanin elektrokardiyogrami v1 ve v2 derivasyonlarindaki s disinda normaldi.
Hastanin ekokardiyografisinde belirgin duvar hereket bozuklugu yoktu. Hastanin laboratuvar bul-
gulari kardiyak enzimler ve lipidler dahil olagandi. Hastaya stres ekokardiyografi planlandi ve stres
sonrasi yapilan goriintiilemelerde hastanin apeksinde belirgin duvar hareket bozuklugu saptanmasi
iizerine hastaya koroner anjiografi planlandi. Hastaya yapilan anjiografide sol 6n inen koroner
arterde bulunan stentin %90-95 oraninda tikandig1 goriildii ve ayn1 bolgeye tekrar perkiitan girisim
yapildi. Hasta islem sonras: takibe alindi. Genel durumu stabil olan, anginal semptomlari sona eren
ve kardiyak enzimlerinde belirgin artis izlenmeyen hasta ikili antiplatelet ve antiiskemik tedavi
ile taburcu edildi.

Tartigma: Neoanjiogenez plak progresyonuyla yakindan iligkilidir ve plak kanamasinda yakindan
rol oynayabilir. Neovaskiilarizasyon genellikle arteriyel stentleme ve anjioplasti yapilan mo-
dellerin intimal hiperplazisinde g6zlemlenmistir. Patolojik incelemeler bare metal stent sonrast
liimendeki neointimal depositlerin cesitliginin hiperplaziye neden oldugunu gostermistir. Stentli
lezyonun erken restenoz evresinden sonra (6-12 ay) stabilize olduguna inanilmaktadir. Chousset ve
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arkadaglari stentlenen yerin klinik stabilizasyonun 8-10 yil siirebilecegini belirtmislerdir. Kimura
ve arkadaglar1 da yaptiklari seri anjiografi ¢alismalarinda liimen ici tekrar daralmanin stent implan-
tasyonundan dort y1l sonra oldugunu géstermiglerdir. Ayrica stent sonrasi liimenin uzun dénemde
3 fazli yaniti oldugunu belirtmislerdir. Erken stenozu; 6 ay oncesi, orta regresyon dénemini 6 ay-3
yil ve 4 yil sonrasini da geg restenoz.olarak tanimlamglardir. bizim vakamizda ise on dort y1l sonra
restenoz gergeklesmis olup, geg restenoza giizel bir 6rnektir.

Sekil 1. Elektrokardiyogram 1.

Sekil 2. Elektrokardiyogram 2.

Sekil 3. Koroner anjiografi imaji 1 islem oncesi. Sekil 4. Koroner anjiografi imaji 2 islem éncesi.

Sekil 5. Koroner anjiografi imaji 3 islem sonrasi. Sekil 6. Koroner anjiografi imaji 4 islem sonrasi.

OPS-096

Anevrizmatik ana pulmoner arterin LMCA basisi

Muhammet Salih Ates, Canan Yilmaz, Abdullah Tuncgez, Nazif Aygiil

Selcuk Universitesi Selguklu Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Otuz yedi yaginda kadin hasta 10 yildir idiyopatik pulmoner hipertansiyon ile takipli Bosentan 125
mg 2x1 tadanafil 40 mg 1x2 iloprost 9x1 kullanmaktadir. Hasta rutin kontrolleri sirasinda yaklagik
iki aydir olan yemekten sonra ve eforla artig gosteren tipik agri oldugunu belirtti. Yapilan ekokar-
diyografide pulmoner arter ¢apt 60mm 6lgiildii. Anevrizmatik ana pulmoner arterin sol ana koro-

ner arterde(LMCA) basiya neden olabilecegi diisiiniilerek koroner BT anjiyografisi cekildi. BT
anjiyografide LMCA’ya bas1 goriilmesi iizerine hastaya yapilan koroner anjiyografide LMCA’da
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%95 darlik goriildii. Hastaya 4.5x15mm bare metal stent implante edildi. 5.0x12 mm NC balon ile
post dilatasyon yapildi. Hastanin mevcu tedavisine ek olarak klopidogrel 75 mg 1x1 ve Asetilsali-
silk asit 100 mg 1x1 eklendi. Pulmoner hipertansiyonlu, ana pulmoner arter ¢apt 40mm iizerinde
olan hastalarda LMCA basisi olabilecek komplikasyonlardandir. Bu durumlarda giincel yayinlar
esliginde LMCA’ya stent implante edilmesi ortaya ¢ikan semptonlarin gerilemesini saglamakta-
dir. Bizde hastamizda taktigimiz stent sonrasi anjinasinda hizli bir diizelme olmustur. Bu sekilde
anevrizmatik pulmoner arteri olan kisilerde Imca basis1 olabilecegi goz oniide bulundurulmalidir.

Sekil 1. Anevrizmatik pulmoner arterin
Lmca basist.

Sekil 2. Stent sonrasi akim.

Sekil 3. Stent sonrasi akim.

OPS-097

Embolize olan koroner stentin perkiitan ¢ikariimasi
Sevil Giilast1, Mithat Selvi, Cemil Zencir, Hasan Giingor
Adnan Menderes Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Aydin

Stent embolizasyonu perkiitan koroner girisimlerin(PKG) esnasinda oldukga nadir goriilen bir
komplikasyon olsa da morbidite ile yakindan iligkilidir. Bu vakalarda stentin embolize oldugu yere
ve laboratuar kosullarina gore hizli karar verilmesi gerekir. Embolize olan koroner stentler cerrahi
ve perkiitan yontemler ile ¢ikarilabilir. Bu yazida sag koroner artere (RCA) PKG sirasinda sag
femoral artere embolize olmus koroner stentin snare yontemi ile ¢ikarilmasi sunulmustur. Gogiis
agrisi sikayeti ile bagvuran kirk dort yasinda erkek hastanin ¢ekilen elektrokardiyografisinde ST
elevasyonu gozlenmesi iizerine koroner anjiyografi islemine alindi. Sag femoral artere 7F sheat
yerlestirilerek, JL4 VE JR4 tanisal kateter ile koroner arterler goriintiilendi. RCA da disseke ve
tromboze %100 lezyon (Sekil 1a), circumflex arter mid bolgede %50, diagonal arterde ise %40
darlik yaratan lezyon (Sekil 1b) izlendi. RCA ya JR4 kilavuz kateter yerlestirilerek yogun trombiis-
lii disseke lezyon 0.014 inch kilavuz tel yardimu ile gegildi. RCA osteal bolgeye 4.0x12 mm ¢iplak
metal koroner stent yerlestirildi. Koroner stentin distalinde rezidii lezyon izlendi ve ciddi olarak
degerlendirildi; bu lezyona da stent implantasyonu karari alindi. Bu lezyona yerlestirilmesi planla-
nan 4.0x25 mm ¢iplak metal koroner stent ilerletilmeye calisilirken stentin RCA ostealinde balon-
dan siyrildig1 goriildii. Tekrarlayan goriintiilemede koroner stentin femoral artere embolize oldugu
izlendi (Sekil 2). Koroner iskeminin devam ettigi diistiniilerek oncelikli olarak RCA stent sonrast
distal lezyona 4.0x20 mm ¢iplak metal koroner stent yerlestirilerek tam revaskiilarizasyon saglandi
(Sekil 3). Sag femoral artere embolize olan koroner stentin ise snare yontemi ile alinmasina karar
verildi. Sol femoral artere 7F sheat yerlestirildi ve JR4 kilavuz kateter stentin proksimaline ka-
dar ilerletildi. Snare yontemi ile yakalanan koroner stent kilavuz katetere sikistirilarak basarili bir
sekilde cikarildi (Sekil 4). Kalp damar hastaliklarmin tan1 ve tedavisinde kullanilan invaziv yon-
temlerdeki artis degisik ve ciddi komplikasyonlar1 da beraberinde getirmektedir. Koroner stentin
balondan siyrildigi durumlarda embolize oldugu bolgenin 6zelligine gore olusabilecek klinik tablo
degerlendirilerek hizli bir sekilde miidahale edilmelidir. Cerrahi girisimde bir tercih olabilecegi
gibi kendine 6zgii komplikasyonlarinin yaninda akut koroner sendromlu hastada anestezi riskini
de yiikleyecegi icin perkiitan girisim ilk tercih olmaldir. Perkiitan girisimlerden snare yontemi,
iki tel yontemi veya ince bir balon ile ¢ikarilmas: denenmelidir. Snare yontemi nispeten giivenli
ve kullanimi kolay bir yontem olup komplikasyonlari az ve etkili bir yontemdir. Tiim yontemler
uygun olmakla birlikte balondan siyrilan koroner stentin hizli bir sekilde hastanin hayati tehdit et-
meyecek bir bolgeye ¢ekilmesi ve gikarilmasi 6nemlidir. Burada hangi yontemin segilecegi kisinin
tecriibesi, laboratuarin teknik kosullar1 ve hastanin klinigi ile yakindan iligkilidir.
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A B
Sekil 1.

Sekil 2. Sekil 3.
Sekil 4.

OPS-098

Sol ana koroner arter iyatrojenik diseksiyonuna sonucu gelisen aort
diseksiyonunun sol ana koroner arter stentleme ile tedavisi

Uygar Cagdas Yiiksel', Murat Celik', Veysel Ozgiir Baris', Gokhan Erol2, Murat Kadan?,
Barig Durgun?, Serkan Asil', Suat Gormel', Erkan Yildirim', Emin ince?,
Omer Faruk Keskin', Ugur Bozlar®, Cem Bargin'

!Giilhane Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara
2Giilhane Egitim ve Arastirma Hastanesi, Kalp Damar Cerrahisi Klinigi, Ankara
SGiilhane Egitim ve Arastirma Hastanesi, Radyoloji Klinigi, Ankara

Altmug bir yasinda kadin hastaya, periferik arter cerrahisi oncesi degerlendirme kapsaminda ko-
roner anjiyografi uygulandi. Circumflex arterin dallarinda ciddi darlik gézlenmesi iizerine hastaya
ayni seansta perkiitan koroner girigim planlandi. Sol ana koroner artere radial yolla Sol Amplatz
1 kilavuz kateter yerlestirildi ve OM1’e stent implante edildi. Kalan rezidiiel darlik i¢in ikinci
bir stent implante edilecekken yapilan enjeksiyonda sol ana koroner arterin ve retrograd olarak
cikan aortun diseke oldugu goriildii (Sekil 1). Kisa siire iginde sol ana koroner arterdeki (LMCA)
diseksiyon LAD ve CX ostiumuna uzand: ve akim tamamen kesildi ve hasta arrest oldu. Hastaya
kardiyopulmoner resiisitasyon altinda sol ana koroner arter, LAD ve CX osteal stentleme yapildi.
TIMI 3 akim elde edildi. Aort diseksiyonunun sinirlarinin daha iyi belirlenmesi i¢in hemen ardin-
dan BT anjiyografi yapildi. Hastada gelisen diseksiyonun arkus aortaya gelmeden sinirlandigi ama
aort liimeninde %50 oraninda darlik yapan intramural hematom gelismis oldugu goriildii (Sekil 2).
KVC ile konsiilte edilen hastada, acil aort cerrahisinin yiiksek mortalitesi nedeniyle, yakin takip
planland: ve hasta yogun bakim iinitesinde takip edildi. Sol ana koroner stentleme sonrasi hemo-
dinamisi stabil seyreden hasta iglemin ertesi giinu ekstiibe edildi. Klinik seyrin olaysiz seyretmesi
iizerine konzervatif takibe devam edilen hastada 2 hafta sonra yapilan BT anjiyografide intramural
hematomun tamamen rezorbe oldugu gézlendi. Hasta islem sonrast 1. ayinda taburcu edildi. fyat-
rojenik koroner arter diskesiyonlarinda, diseksiyonun retrograd olarak aortaya uzanmasi halinde,
koroner ostiumun, diseksiyonu sinirlandirmak amaci ile stentlenmesi 6nerilen yaklagimlardan biri-
dir. RCA ostiumlarmdaki diseksiyonlarda bu yaklasim siklikla uygulanirken, LMCA diseksiyonla-
rinda olgularin hemodinamisinin siiratle bozulmasi nedeniyle erken cerrahi daha ¢ok giindeme gel-
mektedir. LMCA bagaril olarak stentlenmis olsa bile rezidiiel aort diseksiyonunun ve intramural
hematomun seyri ile ilgili kaygilar nedeniyle bu hastalarda cerrahi 6n planda diisiiniilmektedir. Ne
var ki, cerrahi acisinda yiiksek riskli olgularda, klinik takibin olumlu sonuglarini bildiren literatiir-
ler de mevcuttur. Bu durumdaki hastalar: cerrahiye sevk etmeden 6nce risk bireysel hasta bazinda
degerlendirmeli ve yakin takibin de alternatif yaklagimlardan biri olabilecegi hatirlanmalidir.

76

Sekil 1. LMCA’dan baglayip retrograd olarak ¢ikan aorta-
ya uzanan iyatrojenik aort diseksiyonu.

Sekil 2. Aortik intramural hematomun BT
anjiyografi goriintiisii.
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OPS-100

Coexistence of Gitelman syndrome and hypertrophic
cardiomyopathy in a pregnant woman

Abdullah Nabi Aslan', Serdal Bastug', Hact Ahmet Kasapkara?, Serkan Sivri', Murat Can Giiney?,
Tahir Durmaz?, Telat Keles?, Nihal Akar Bayram?, Murat Akcay?, Engin Bozkurt*

'Department of Cardiology, Ankara Atatiirk Training and Research Hospital, Ankara
’Department of Cardiology, Yildirim Beyazit University Faculty of Medicine, Ankara

Gitelman syndrome (GS) is a distal renal tubular disorder caused by defective sodium chloride
transporters. Biochemically, it presents with hypokalemic metabolic alkalosis, hypomagnesaemia
and hypocalciuria. Autosomal-recessive (AR) genetic mutations in the thiazide-sensitive sodium
chloride cotransporter (NCCT) which is encoded by the SLC12A3 gene are responsible for the
disease (1). Hypertrophic cardiomyopathy (HCM) is an autosomal dominantly inherited cardiac
disease which is characterized by increased left ventricular (LV) wall thickness without any co-
existing loading conditions. HCM is one of the most common causes of SCD especially in young
adults. Here, a 34-year-old woman with GS who was presented with the complaint of palpitation,
fatigue and presyncope during pregnancy and diagnosed as having HCM was reported. A 34-year-
old woman with GS presented at 20 weeks gestation with the complaints of palpitation, fatigue
and presyncope. This was her first pregnancy. Her initial diagnosis of GS had been confirmed 4
years ago based on clinical presentation and laboratory data. She was maintained on oral elec-
trolyte replacement with oral potassium chloride and magnesium citrate were prescribed and the
course of the pregnancy. At physical examination there was a grade 3/6 systolic ejection murmur
maximally heard at apical focus of the heart. Blood pressure was 80/50 mmHg and laboratory test
showed a serum potassium value of 2.5 mmol/L (normal 3.5-5.1), a serum calcium value of 10.2
mg/dL (normal 8.6-10.0) and a serum magnesium level of 1.4 mg/dL (1.6-2.6) were noted. Blood
gas analysis showed metabolic alcalosis with a pH of 7.495 (normal 7.380-7.460), pCO2 of 35.6
(normal 32-46) and HCO3 of 34.1 mmol/L (normal 22-26). Serum creatinine, urea and remainder
ionograms were normal. Electrocardiogram (ECG) showed normal sinus rhythm with a rate of 67
beats per minutes and remarkable ST-T changes at inferior and precordial derivations. There was
also a prolonged QT interval (490 ms) (Figure 1). Echocardiography determined a hypertrophic
obstructive cardiomyopathy (HOCM) with a septal thickness of 2.1 ¢cm and posterior wall thick-
ness of 1.1 cm (Figure 2a) and a resting gradient of 30 mmHg (Figure 2b). There was also systolic
anterior motion in mitral valve creating a mild degree of mitral regurgitation (Video). Risk of SCD
at 5 years was calculated as 2.93%. Because the patient was pregnant, the cardiology, gynecology
and pediatric departments organised a council whether the patient will maintain the pregnancy or
not. The common consensus was close follow-up and if needed termination. At follow-ups, the
pregnancy was continued without any complication with a born healhy daughter.

Figure 1. Electrocardiogram of the patient showing widespread sec-
ondary ST-T changes.

Figure 2. (A) Transthoracic echocardiography image showing septal and posterior wall thicknessess. (B)
Transthoracic echocardiography image showing resting left ventricular outflow tract peak gradient.
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OPS-101

The importance of recognizing the prominent Eustachian valve in
the evaluation of atrial septal defects before percutaneous or
surgical closure

Burak Acar, Ozcan Ozeke, Bahar Tekin Tak, Ahmet Akdi, Firdevs Aysenur Ekizler,
Habibe Kafes, Kadir Ocak, Zehra Golbasi, Omag Tiifekgioglu, Erdogan ilkay

Department of Cardiology, Ankara Tiirkiye Yiiksek Ihtisas Hospital, Ankara

Atrial septal defect closure is now routinely performed using a percutaneous approach under
echocardiographic guidance. Since some echocardiographic features play an important role in the
assessment of the defect and safety of the procedure, the salient features of the anatomical vari-
ations seen in adults undergoing transcatheter device closure should be well known to prevent
inadvertent adverse effect or complications. In addition to the size of the defect, the distance of
the defect from the surrounding structures called rims play an important role in deciding whether a
defect can be closed or not. In addition to this, associated abnormalities of the superior and inferior
vena cava, coronary sinus, pulmonary veins and atrioventricular valves that may hinder the device
closure should be carefully evaluated.The color flow entering the right atrium from vena cava and
coronary sinus should not be misdiagnosed. The valve of the inferior vena cava, Eustachian valve
can be mistaken as the atrial septum (Figure) thus ending in a wrong diagnosis and causing inad-
vertent surgical or percutaneous closure of a Eustachian valve to interatrial septum. The finding
of a redundant Eustachian valve can also add technical difficulties for the percutaneous treatment
of atrial septal defect. Passing the guidewire may also be difficult. Therefore, it is fundamental the
identification of this structure to avoid misdiagnosis and complications in atrial septal defect pa-
tients requiring percutaneous or surgical closure. Even though echocardiography is one of the most
widely used echocardiographic modalities, it requires expert imaging personal to avoid any wrong
diagnosis from misinterpretation of normal and abnormal anatomy of the heart, atrial septum and
the defect, particularly during percutaneous closure procedure.

Figure 1. Transesephegael echocardiography in the mid-oesophageal short-axis view at the aortic valve
level with (B) and without (A) color Doppler showing the prominent Eustachian valve with the atrial septal
defect-like flow that can be easily misdiagnosed resulting in an unnecessary percutaneous or surgery inter-
vention. RA right atrium; LA Jeft atrium; Ao, aorta; EV, Eustachian valve.

OPS-103

A ventricular septal defect restricted by the tricuspid septal leaflet
and discrete subaortic membrane presenting with high-grade
atrioventricular block and syncope

Umut Kocabas
Department of Cardiology, Edremit State Hospital, Balikesir

A 32-year-old woman presented to emergency department with syncope. Her medical history was
unremarkable, and cardiac auscultation revealed a localised, high-frequency, 3/6 pansystolic mur-
mur at the 3rd and 4th left intercostal spaces. The 12-lead electrocardiogram showed high-grade
atrioventricular block with a rate of 46 bpm (Figure 1, Panel A). Transthoracic echocardiography
revealed normal left ventricular systolic functions with an ejection fraction of 63%, mild-to-mod-
erate mitral regurgitation, mild tricuspid regurgitation with a pulmonary systolic pressure of 30
mmHg and normal right ventricular chamber size and systolic functions. In the apical four-cham-
ber view, a 20-mm sized membranous ventricular septal defect (VSD) was seen in the baseline
portion of the interventricular septum and left- to- right shunt was observed in color and continuous
wave Doppler echocardiography (Figure 1, Panel B-D). The VSD and left-to-right shunt were
restricted by the tricuspid septal leaflet and the patient’s Qp/Qs ratio was <1.5 (Figure 1, Panel
E). Additionally, a discrete subaortic membrane between baseline portion of the interventricular
septum and mitral anterior leaflet was observed in the apical four-chamber view without left ven-
tricular outflow tract gradient (Figure 1, Panel F). Ventricular septal defect and discrete subaortic
membrane diagnoses were confirmed by cardiac magnetic resonance imaging (Figure 2, Panel
A-D). Following refusal of cardiac pace-maker implantation, the patient was discharged with a
program of intensive follow-up. Ventricular septal defects may cause rhythm and conduction dis-
turbances. In this case report, we described a 32-year-old woman with ventricular septal defect
and discrete subaortic membrane without left ventricular outflow tract obstruction associated with
high-grade atrioventricular block and syncope.
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Figure 1.

Figure 2.
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Giant left ventricular pseudoaneurysm presenting with ventricular
tachycardia

Umut Kocabas', Ferhat Ozyurtlu?, Bahadir C61lii2

'Department of Cardiology, Edremit State Hospital, Balikesir
’Department of Cardiology, Grandmedical Hospital, Manisa

A 76-year-old woman presented to emergency department with symptoms of shortness of breath,
palpitation and recurrent episodes of syncope. Her medical history revealed hypertension and dia-
betes mellitus. On physical examination, her blood pressure was 91/59 mmHg and heart rate was
153 bpm. 12-lead electrocardiography showed a sustained monomorphic ventricular tachycardia
with a rate of 155 bpm (Figure 1). After initial dose of amiodarone, the rhythm converted back to
normal sinus rhythm. Transthoracic echocardiography demonstrated a giant aneurysm (measuring
44 x 87 mm) originating from posterolateral wall of left ventricle with a narrow neck and severe
left ventricular systolic dysfunction with an ejection fraction of 33% (Figure 2, Panel A-B). Car-
diac computed tomography and its three-dimensional reconstruction images revealed a large an-
eurysm (measuring 78 x 48 x 60 mm) originating from posterolateral wall of left ventricle consis-
tent with left ventricular pseudoaneurysm (Figure 2, Panel C-E). Coronary angiography revealed
multi-vessel coronary artery disease and cardiac ventriculography showed left ventricular aneu-
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rysm (Figure 2, Panel F). After coronary angiography, cardiac surgery was planned for coronary
artery bypass grafting and left ventricular aneurysm repair. However, the patient refused surgical
treatment, was discharged and subsequently was lost to follow-up. The main complications of a left
ventricular aneurysm are congestive heart failure, ventricular arrhythmias, ventricular rupture and
systemic embolization. This case demonstrates the importance of left ventricular pseudoaneurysm
due to multi-vessel coronary artery disease and its rare, life-threatening complications such as
ventricular tachycardia.

A B

Figure 1.

Figure 2.

OPS-105

A pushed descending aorta due to hiatal hernia

Cetin Gegmen, Muzaffer Kahyaoglu, Arzu Kalayci, Ender Ozgﬁn Cakmak, Ozkan Candan,
Ahmet Giiner, ibrahim Akin izgi, Cevat Kirma

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

The ninety-one-year-old female patient was admitted to the hospital for the evaluation of tran-
scatheter aortic valve implantation. A chest radiography showed hiatal hernia and the stomach and
duodenum was shown in the thoracic cavity (Figure A). The patient had severe aortic stenosis, and
a contrast-enhanced thoraco-abdominal computed tomography was performed to evaluate vascular
structure. A contrast-enhanced chest computed tomography scan in sagittal plane revealed normal
diameter and non-tortiosity ascending aorta (Figure B). The descending aorta was pushed by stom-
ach and duodenum (Figure C). A contrast-enhanced chest computed tomography scan in coronal
plane showed the pushed descending aorta (Figure D). A contrast-enhanced chest computed to-
mography scan in axial plane showed the descending aorta on the left side of vertebra (Figure E).
Abdominal aorta travels on the left side of vertebra (Figure F). A successful intervention was done
and the patient was discharged from the hospital.
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Figure 1. (A) A chest radiography showing hiatal hernia and stomach in thoracic cavity. (B) A contrast-en-
hanced chest computed tomography scan in sagittal plane showing non-tortiosity ascending aorta. (C) A
contrast-enhanced chest computed tomography scan in sagittal plane showing the pushed descending aorta.
(D) A contrast-enhanced chest computed tomography scan in coronal plane showing the pushed descending
aorta. (E) A contrast-enhanced chest computed tomography scan in axial plane showing the descending
aorta on the left side of vertebra. (F) Abdominal aorta travels on the left side of vertebra.

OPS-106

Rare case of both left atrial and ventricular compression
by dissecting aortic aneurysm

Onur Argan', Dilek Ural?, Serdar Bozyel®

!Department of Cardiology, Izmit State Hospital, Kocaeli

Department of Cardiology, Kog University Faculty of Medicine, Istanbul

IDepartment of Cardiology, Kocaeli Derince Training and Research Hospital, Kocaeli

Because of the mass effect, dissecting aortic aneurysm may compress surrounding tissues. How-
ever, compression in the heart chambers is rarely reported in the literature. We present a case of
hemodynamic collapse due to the left atrium and left ventricular compression by dissecting aortic
aneurysm. To the best of our knowledge, this is the first case of compression of both left atrium and
left ventricle by dissecting aortic aneurysm.
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Figure 1. (A) Dissecting aortic aneurysm in long axis view of the echocardiography. (B) Dissecting aortic
aneurysm in long axis view of the echocardiography. (C) View of the dissecting aortic aneurysm in four
chamber view of the echocardiography. (D) View of the dissecting aortic aneurysm in CT. (E) View of the
dissecting aortic aneurysm in CT. (F) View of the dissecting aortic aneurysm in CT.

OPS-107

A rare case of Leiomyosarcoma originating from mitrale valve
Zehra Erkal', Nermin Bayar', Sakir Arslan', Goksel Cagirct', Murat Esin',
Melek Didem Kemaloglu*

'Department of Cardiology, Antalya Training and Research Hospital, Antalya
2Department of Cardiology, Antalya Atatiirk State Hospital, Antalya

A fifty-seven year old female patient presented to the cardiology clinic with the complaint of
shortness of breath during physical activity. Electrocardiyography (ECG) showed sinus tachycar-
dia. During her physical examination, an apical 3/6 systolic murmur was detected during cardiac
auscultation. Therefore, transthoracic echocardiography (TTE) was performed for the patient. It
demonstrated a 5x3.5 cm immobile mass with lobules on the atrial side of posterior mitral leaflet.
The mass was tightly attached to the valve and led to a severe mitral stenosis and insufficiency. It
was decided to remove the mass through surgery. The preoperative whole-body computed tomog-
raphy did not demonstrate any metastasis. Mitral mechanical valve replacement and intracardiac
mass extirpation were performed for the patient. During the operation, the pulmonary veins were
also found to be attached and the tumor was removed from the left pulmonary vein. The histo-
pathological examination of the mass revealed that it was leiomyosarcoma. Adjuvant radiotherapy
and chemotherapy were offered to the patient postoperatively but she refused. Postoperative TTE
demonstrated a functioning mitral mechanical valve. The patient was discharged for follow-up
through polyclinic visits. Primary cardiac tumors are very rare. Meta-analysis show that their in-
cidence is 0.02%. 75% of these tumors are benign. Myxomas are the most common ones. 25%
of these primary tumors are malignant. Angiosarcomas are the most common malignant primary
cardiac tumors. This is followed by rabdomyosarcoma, mesothelioma and fibrosarcoma. Leio-
myosarcoma, however, is the least common one. Sarcomas may be localized in different parts of
the heart. Sarcomas originate from the atrium and pulmonary veins by 74%, ventricles by 14%,
mitral valve by 3.7% and epi-pericardium by 7.4%. TTE is important for the diagnosis; however,
cardiac MRI is the golden standard to describe the malignant tumors and decide on resectability.
The mean survival duration is 6-8 months. Our patient is now under follow-up at postoperative
month 6 without any problem. The optimum treatment of cardiac leiomyosarcoma is not known
while there are many different treatment options including heart transplantation. Although radical
surgical approach seems to be the most appropriate treatment option, complete surgical resection
is usually difficult. The role of adjuvant radiotherapy and chemotherapy in this patient group is
not fully known. In conclusion, cardiac leiomyosarcomas are rare tumors with poor prognosis.
Although there is no consensus on the treatment of leiomyosarcomas, aggressive and complete
surgical resection as well as adjuvant therapies seem to be the most appropriate options.

33. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

Figure 1. LEOMYOSARKOM 3D. Figure 2. LEOMYOSARKOM TTE.

OPS-108

Multipl arteriyel emboli tanili hastada sol ventrikiil ¢ikis yolunda
kardiyak Kkitle

Fuat Polat, Eser Durmaz, Bar1g ikitimur, Nur Kamer Kaya, Zehra Lale Koldag
Istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Istanbul

Tromboemboliler birden fazla arteriyel bolgede goriildiigiinde kardiyak kokenli olabilecegi dii-
stiniilmelidir. Kriptojenik iskemik inmede oldugu gibi bu hastalarin tanis icin ekokardiyografik
inceleme 6nemli basamaklardandir. Hodgkin lenfoma tanili 67 yaginda kadin hasta karin agrisi
sikayetiyle Istanbul Universitesi Cerrahpasa Tip Fakiiltesi Acil birimine bagvurmus, yapilan tet-
kikler sonucunda akut mezenterik emboli saptanmis ve ayni giin kolon rezeksiyonu operasyonu
yapilmus. Postoperatif takibinde ani konusma bozuklugu saptanan hastaya noroloji konsiiltaninin
onerisi ile yapilan difiizyon MR da sol tarafli Presantral Girusta fokal iskemik alanlar izlenmig ve
akut iskemik serebrovaskiiler inme tanisi konulmus. Takiplerinde yiiksek ates ve akut faz reaktan-
larinda artis izlenen hastadan enfeksiyon hastaliklarina danigilarak atesli dsnemde oniki saat ara ile
alinan 2 ayri kan kiiltiiriinde gram negatif comak iiremesi saptanmis ve tiglii(daptomisin, ampisilin,
imipenem) antibiyoterapi baglanmis. Hasta enfeksiyon kaynagi ve kardiyak tromboembolinin dig-
lanmas: agisindan tarafimiza danisildi. Bunun iizerine hastaya yapilan transtorasik ekokardiyog-
rafide sol ventrikiil ¢ikis yolunda genis sapli 16x16 mm boyutunda kitle imaj: izlendi. Hastaya
daha sonra yapilan transozefajial ekokardiyografide mevcut bulgular dogrulandi ve kitle imajinmn
sistol sirasinda sol ventrikiil ¢ikis yoluna dogru yoneldigi gosterildi. Kitlenin cerrahi rezeksiyonu
icin hasta Kalp ve Damar Cerrahisi’ne konsiilte edildi. Operasyon karart alinan hasta hazirliklar
sirasinda ani gelisen sok bulgular: sonrasinda entiibe edildi ve ayn1 giin exitus oldu.

Sekil 1. Transtorasik ekokardiyografide apikal
dort bosluk goriintede sol ventrikiil ¢ikis yoluna

uzanan kitle imaji.

Sekil 2. Transozefagial ekokardiyografi uzun aksda
sistol sirasinda sol ventrikiil ¢ikis yoluna yonelen
sapli kitle imaji.

Sekil 4. Ug boyutlu transézefagial ekokardiyografi
uzun aksda sol ventrikiil ¢ikis yolunda kalin sapli
kis yolunda izlenen kitle. kitle.

Sekil 3. Ug boyutlu transozefagial ekokardiyog-
rafi aort kapak iistiinden bakista sol ventrikiil ¢i-
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OPS-109

Aortic dissection presenting as paraplegia complicated with
pulmonary embolism

Nuri Kose', Tamer Kirat', Gokhan Ergiin?, Fatih Akin?, ibrahim Altun?

'Department of Cardiology, Private Yiicelen Hospital, Mugla
Department of Cardiology, Mugla Sitki Kogman University Faculty of Medicine Hospital, Mugla

Introduction: We present a case of an 81-year-old male patient, developing paraplegia related to
spinal cord ischemia due to acute type I aortic dissection, in the chronic phase, complicated with
deep vein thrombosis and pulmonary embolism.

Case: An 81-year-old male patient admitted with complaints of shortness of breath, weakness and
inactivity in the legs, inability to stand and walk. De Bakey type I aortic dissection that started
from the ascending aorta to the descending aorta was detected in the thoracic spine magnetic reso-
nance imaging (Figure 1A and B). The sinus tachycardia (127/min), S1Q3T3 pattern,V1-3 T wave
negativity and V4-6 ST segment depression were observed in electrocardiography (Figure 2). In
posteroanterior chest radiography, both hila and mediastinal was found to be wide, oligemic areas
in the middle zone of the right lung, thoracic aortic aneurysm and cardiothoracic index were found
to be increased (Figure 3A). In transthoracic echocardiography, right heart dilatation, flattening of
the interventricular septum and hypokinesia in the free wall of the right ventricular was observed.
Pulmonary artery pressure was measured as 50 mmHg in the patient with moderate tricuspid valve
insufficiency (Figure 3B). The diameter of ascending aorta was observed as 5.8 cm, and dissection
flap that started from the descending aorta lying abdominal aorta was seen (Figure 3C). Thrombus
that was in distal part of the left superficial femoral vein and in popliteal vein in subacute period
was observed in lower extremity venous Doppler ultrasound. Medical follow-up was decided for
aortic dissection and pulmonary embolism. Physical therapy rehabilitation program was started
after fifteen days of hospital admission; a total of 30 physical therapy sessions was applied to the
patient. He began to walk with only a cane 2 months later, and normally walked six months later.
The physical examination findings were normal after sixth month and there was no neurological
sequela. The diameter of ascending aorta was observed as 6.0 cm, and chronic type I dissection
with aneurysm that started from the ascending aorta lying abdominal aorta was seen in thoracic
CT for control purpose two years later (Figure 3D). In the fourth year of follow-up, ascending
aortic diameter was 6.2 cm in trans thoracic echocardiography and event-free survival continued.
Conclusion: Aortic dissection should be also considered in patients with paraplegia in the etiology.
On the other hand, it should be taken into consideration that the risk of venous thromboembolism
significantly increases in patients with paraplegia.

Figure 1. Dissecting flap
was observed in the aortic
arch and descending aorta in
axial (1A) and sagittal (1B)
FSE T2 sequences (arrows).

Figure 2. 12-lead electro-
cardiogram during admis-
sion.

Figure 3. A. Cardiomegaly
and broad view in mediast
were monitored on postero-
anterior chest radiograph,
B. Transthoracic echocardi-
ography revealed right heart
dilatation
pulmonary artery hyperten-
sion (50 mmHg), C. 5.8 mm
diameter of the ascending
aorta with aneurysm view
in the parasternal long-axis
and dissection flap were
observed in transthoracic
echocardiography (arrows),
D. Flap of chronic type I
dissection in both ascending
and descending aorta and
true and false lumen images
were observed in the thorac-
ic computed tomography
(arrows).

and  moderate
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Kitle imaji gosteren fokal amiloid depozitleri
Damla Koca', Eser Durmaz', Emre Ozmen', Alper Yasar?, Selim Bakan®, Barig Ikitimur'

!istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Istanbul
2stanbul Universitesi Cerrahpasa Tip Fakiiltesi, Ig Hastaliklart Anabilim Dali, Istanbul
3lstanbul Universitesi Cerrahpasa Tip Fakiiltesi, Radyoloji Anabilim Dali, Istanbul

Kardiyak amiloidoz hem primer amiloidoz hem de sekonder amiloidozda goriilmektedir. Amiloi-
dozun cogunlukla miyokardda diffiiz tutulumu restriktif kardiyomyopatiye neden olmaktadir. Biz
burada intrakardiyak trombiis olarak degerlendirilmis fokal amiloid depozitleri olan bir hastay1
sunmaktayiz. Kirk sekiz yasinda kadm hasta nefes darhigiyla bagvurdugu dis merkezde yapilan
ekokardiyografide restriktif kardiyomiyopati saptanmasi iizerine kardiyak MR incelemesi yapil-
mig. Hastanin kardiyak MR sonucunda sol ventrikiilde amiloidoz tutulumu ile uyumlu bulgular
ve her iki atriyumda trombiis olabilecegi diisiiniilen lezyonlar saptanmis. Bunun iizerine yapilan
transozafageal ekokardiyografide her iki atriyumda ¢ok sayida hiperekojen lezyonlar izlenmistir.
Hastaya yapilan yag doku biyopsisinde transtiretin amiloidoz infiltrasyonu saptanmistir. Kardiyak
amiloidozis hatali katlanmis beta zincirleri olan amiloid isimli proteinlerin miyositlerde birik-
mesiyle olusan bir hastaliktir. Miyokard tutulumu primer ve sekonder amiloidozda goriilmesine
ragmen primer amilodozda daha sik gozlenmektedir. Amiloidozun ailesel formu ise transthyretin
isimli bir proteinin anormal iiretimiyle olusan ve otozomal dominant kalitilan bir hastaliktir. Anor-
mal ritimler; 6zellikle atriyal fibrilasyon, amiloidoziste cok sik gozlenmektedir. Cogunlukla diffiiz
tutulum yapmakla birlikte nadiren fokal tutulum yaparak kitle imaji gosterebilir.

Sekil 1. Dort bosluk kardiyak MR goriintiilerin-
de cok sayida kitle imaji izlenmistir.

Sekil 2. Bikaval ekokardiyografi goriintiilerinde ¢ok
sayida kitle imaji izlendi.

Sekil 3. Bikaval ii¢ boyutlu ekokardiyografi go-
riintiilerinde ¢ok sayida kitle imaji izlendi.

OPS-111

Pemfigus vulgasrisli bir hastada subakut bakteriyel endokardit
Cansu Ebren, Eser Durmaz, Hasan Tokdil, Bilgehan Karadag
Istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Istanbul

Subakut bakteriyel endokardit klinik olarak yavas ve sessiz seyirli bir hastalik olmasi nedeniyle
ozellikle kronik bir hastalig1 olan Kisilerde geg tan1 alabilir. Biz bu vakamizda pemfigus vulgaris ta-
nistyla takip edilen 63 yaginda erkek hastada ileri derecede mitral yetersizlige neden olan ve ayrica
mitral kord riiptiirii saptanan mitral kapak subakut bakteriyel endokarditini sunduk.

Sekil 2. Transozofageal ekokardiyografi

Sekil 1. Janeway lezyonu.
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Sekil 3. Uc boyutlu ekokardiyografide vejetasyon  Sekil 4. fleri mitral yetersizligi.

goriiniimii.

Sekil 5. Ekokardiyografide iki bosluk goriintiide
mitral kapak posterior leaflette vejetasyon goriinii-
mii izlendi.

OPS-112

Lokastaz: Pulmoner embolinin nadir bir sebebi
Eser Durmaz', Cansu Ebren', Emre Ozmen', Sebnem Durmaz?, Zeki Ongen'

!istanbul Universitesi Cerrahpagsa Tip Fakiiltesi, Kardiyoloji Anabilim Dalu, Istanbul
2[stanbul Universitesi Cerrahpasa Tip Fakiiltesi, Radyoloji Anabilim Dali, Istanbul

Pulmoner emboli giiniimiizde acil bagvurularm 6nemli bir kismini olusturmaktadir. Akut baglan-
gich nefes darligi ile bagvuran hastalarda mutlaka diisiiniilmesi gereken tamilar arasindadir. Pul-
moner embolide neden ¢ogunlukla vendz trombiisiin pulmoner artere emboli olmasinin yaninda
nadiren yag embolisi, hava embolisi, timor embolis, septik emboli vb de neden olabilmektedir. Biz
burada ani gelisen nefes darlig1 ve hipotansiyon ile klinigimize bagvuran AML tanili bir hastada
lokostaza sekonder gelisen pulmoner emboli vakasimi sunduk.

Sekil 1. Sag akciger iist loba giden pulmoner arter
dallarinda emboli lehine dolum defekti saptandi.

Sekil 2. Sag akciger tist loba giden pulmoner arter
dallarinda emboli lehine dolum defekti saptandi.

Sekil 3. Pulmoner arter sistolik basinci. Sekil 4. Tleri trikiispit yetersizligi.

OPS-113

ileri mitral yetersizlikli bir hastada mitral kleftin ii¢ boyutlu
transozefageal ekokardiyografi ile gosterilmesi

Kardelen Ohtaroglu, Burgak Kiligkiran Avci, Hasan Tokdil, Mehmet Hakan Karpuz
Istanbul Universitesi Cerrahpasa Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Istanbul

Mitral kleft mitral yetersizligin konjenital nedenleri arasindadir. Nadir olarak da edinsel olarak
infektif endokardit ve mitral kapaga yonelik cerrahi girisim sirasinda travmaya bagh gelisebilir.
Biz bu olgumuzda akciger tiimorii nedeniyle operasyon planlanan ve nefes darlig: sikayetiyle ya-
pilan preoperatif degerlendirme esnasinda yapilan transtorasik ekokardiyografisinde ileri mitral
yetersizligi saptandi. Ardindan yapilan transozefageal ekokardiyografisinde mitral kapak posterior
leaflette P1-P2 skalloplari arasinda mitral kleft, P2 skallopunda sol atriuma prolapsus ve mitral
kord posterior leaflette korda riiptiirii izlenmesi iizerine hastaya mitral kapaga yonelik cerrahi giri-
sim onerildi. Mitral kapaga biyoprotez replasmani yapildi. Operasyon sonrasinda yapilan kontrol
transtorasik ekokardiyografide transvalviiler mitral yetmezIigi saptandi.

33. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

Sekil 1. Ug boyutlu transézofageal ekokardiyogra-
fide mitral kleft goriintimii.

Sekil 2. Egzantrik ileri mitral yetersizligi.

Sekil 3. Transvalviiler hafif mitral yetersizligi.

Sekil 4. Protez mitral kapak ve Spontan ekokont-
rast goriintiisii.

Sekil 5. Mitral kapak posterior leaflet korda riip-
tiirii.

OPS-114

Hizh seyirli, septal anevrizma ile giden kardiyak sarkoidoz olgusu

Tugge Colliioglu', Tuba Ekin', Cetin Alak', Hatice Ozdamar', Hiiseyin Dursun',
Gergek Can?, Dayimi Kaya'

'Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dal1, Izmir
2Dokuz Eyliil Universitesi Tip Fakiiltesi, Romatoloji Anabilim Dalt, Izmir

Girig: Sarkoidoz, tiim doku ve organlari tutabilen, nedeni bilinmeyen sistemik granulamatoz bir
hastaliktir. Sistemik sarkoidoz tanisi olan hastalarin %5’inde klinik olarak kardiyak tutulum goste-
rilmesine ragmen otopsi serilerinde %25 tutulum gosterilmistir. Bu olgu sunumunda, sarkoidozun
tipik interventrikiiler septum tutulumunun oldugu kalp yetmezligi semptomlariyla bagvuran 50
yaginda kadin hasta sunuldu.

Olgu: Efor dispnesi (NHYA evre 3) ve halsizlik sikayetleri ile klinigimize bagvuran 50 yasinda kadin
hastamin 2009°da total AV blok nedeniyle DDDR pacemaker implantasyonu ve 2012°de kiitan6z
sarkoidoz tanist mevcuttu. Tani aldig donemde kardiyak sarkoidoz agisindan degerlendirilmis ancak
tutulum tespit edilmemis. Hastanin bagvurusunda yapilan fizik muayenesinde apikal odakta 2-3/6
sistolik tifiiriim saptandi. EKG’sinde 75/dk pacemaker ritmi izlendi. Transtorasik ekokardiyografisi
(TTE)’nde; LVEF: %25, sol ventrikiil septum mid-bazali ince, anevrizmatik ve ciddi fonksiyonel
mitral yetmezligi (MY) (Sekil 1) olan hastanin koroner anjiyografisinde normal koroner arterler,
ventrikiilografisinde ise septum bazalinde anevrizma izlendi (Sekil 2) Hastaya bu bulgular ile kar-
diyak sarkoidoz tanisi konuldu. Hastaligin aktivitesine yonelik yapilan PET-BT de kardiyak difiiz
artmig FDG-18 tutulumu izlenmesi nedeniyle sarkoidozun aktif donemde oldugu diisiiniilerek pred-
nizolon 40 mg ile es zamanh azatioprin 50 mg basland: ancak karaciger fonksiyon testlerinde yiiksel-
me oldugundan azotioprin kesildi. TNF-alfa inhibitorii baglanmasi planlandi. Hastanin fonksiyonel
kapasitesinin bozulmasinda kalic1 kalp pilinin katkisi olabilecegi diisiiniilerek CRT up-grade edildi.
Kontroliinde NHYA evre 2’e geriledi, TTE’da mitral yetmezligi hafif dereceye geriledigi goriildii.
Sonug: Kardiyak tutulum sarkoidozda nadir goriilen ancak hizli seyirli olan klinik bir durumdur.
Olgumuzda oldugu gibi en sik tutulum yeri sol ventrikiil serbest duvari, ikinci siklikta ise intervent-
rikiiler septumdur. Sarkoidoz tanisi alan olgular kardiyak tutulum acisindan mutlaka incelenmeli,
olgumuzda goriildiigii tizere kardiyak tutulum tespit edilmese de diizenli takip edilmelidirler. Teda-
vi baglangici ve takibinde PET-CT kullanilmaktadir. Tedavide prednizolon yaninda; prednizolonun
az dozda verilmesini ve yan etkisini azaltacak gesitli immunolojik tedaviler mevcuttur.

Sekil 1. Transtorasik ekokardiyografide septal Sekil 2. Sol ventrikiilografide,
anevrizma ve incelme gosterilmistir. bazal septumdaki anevrizmatik
alanlar gosterilmistir.
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Iskemik inmede nadir bir sebep: Mitral kapakta lambl’s excrescence

Serkan Dilmen', Nurgiil Keser', Mehmet Uzun', Ahmet Turan Yilmaz?, Dilaver Demirel?,
Burhan Bigake1', Zafer Isilak', Omer Kozan'

!Sultan Abdiilhamid Han Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul
“Sultan Abdiilhamid Han Egitim ve Arastirma Hastanesi, Patoloji Klinigi, Istanbul

Yirmi yildir HT ve daha 6nce iki kez iskemik inme Oykiisii olan 57 yasinda erkek hasta bulanti,
kusma, bas donmesi, dengesizlik sikayetleriyle bagvurdugu acil serviste subakut occipital ve se-
rebellar infarkt saptanmasi tizerine noroloji klinigine yatirilmistir. Yapilan rutin laboratuvar test
sonuglari, akciger filmi, elektrokardiyografi ve karotis doppler ultrasonu normal bulunmustur.
Transtorasik ekokardiyografide EF normal, orta derecede MY, hafif derecede AY ve TY saptan-
mustir. Transosefageal ekokardiyografi (TEE) degerlendirmede ek olarak mitral kapak iizerinde
siipheli fibriler imaj saptanmustir. Klinik ve laboratuvar olarak infektif endokardit diglanan hastada
ayricr tanida sekonder korda riiptiirii ve Lambl’s Excrescence diisiiniilmiistiir. Koroner anjiog-
rafide tek damar hastaligi saptanan hastada yapilan cerrahi islemde mitral kapaktaki lezyondan
yapilan biyopsi sonucu, Lambl’s Excrescence ile uyumlu fibrosiz+hyalinizasyon olarak gelmistir.
Sonug: iskemik inme oykiisii olan hastalarda, her ne kadar aort kapakta daha sik gériilse de, mitral
kapakta da Lambl’s Excrescence olabilecegi unutulmamali ve iskemik inmeli hastalarin TEE de-
gerlendirmesinde ayirici tanida bu patolojinin de olabilecegi hatirlanmalidir.

Sekil 1. Mitral kapak anterior leaflerin iizerinde yer alan
Lambl’s Excrescsence’in 3 boyutlu TEE goriintiisii.

OPS-116

Cardiac thrombus in autoimmune polyglandular syndrome, IgG
subclasses and factor 10 deficiencies

Burcu Ugurlu Ilgin', Hiilya Kamoy Cicekgioglu', Emrullah Kiziltung',
Havva Tugba Giirsoy>, Mehmet Koray Giirsel'

'Department of 1* Cardiology, Ankara Numune Training and Research Hospital, Ankara
’Department of 2" Cardiology, Ankara Numune Training and Research Hospital, Ankara

Introduction: The differential diagnosis of intracardiac masses can sometimes be difficult and
complicated. The precise diagnosis is important since it will change the treatment modality. Here
we present a case of a patient with intracardiac mass who had immunecompression and prothrom-
botic state.

Case Report: A 46-year-old woman with a history of autoimmune polyglandular syndrome type
2, IgG subclasses deficiency and mild factor 10 deficiency was presented with fever and dizzi-
ness. Almost 5 years, every week intravenous gama-globulin treatment was applied through a port
catheter. Her temperature was >38.5 degrees celsius and she had neutropenia at admission. Blood
and port catheter cultures were taken from the patient, empiric antibiotic treatment was started
and she was referred to echocardiographic examination for the etiologic evaluation. Transthoracic
echocardiography revealed an intracardiac mass in the right atrium. Transeusophagial echocardi-
ography was performed after removal of the port catheter. A 1.5x1.2 cm mass was found in the
transesophageal echocardiography, adherent to the wall of the right atrium between superior vena
cava and inferior vena cava (Figure 1 A and B). The mass was suitable with thrombus but as the
patient had fever and immuncompression a PET CT imaging was performed to differentiate a
possible endocarditis. After PET imaging, the mass was reported as thrombus. The patient was
anticoagulated with warfarine. After three months, transesophageal echocardiography revealed no
mass or thrombus in the heart cavities (Figure 1 C)

Discussion: The differantial diagnosis of intracardiac masses is important because the approach
may vary according to underlying cause. Thrombus, vegetation or neoplastic involvment are the
possible causes of intracardiac masses all have different treatment options. Cardiac imaging has
a crucial role for the differential diagnosis. In our case PET CT imaging ruled out the infection or
neoplastic involvment. Our report is a good example for the uselfulness of PET CT imaging in the
differetial diagnosis of intracardiac masses.

Figure 1.
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Figure 2.
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The hydatid cyst mimicking perikardial cyst

Muzaffer Kahyaoglu, Cetin Gegmen, Ender Ozgiin Cakmak, Arzu Kalayci,
Ozkan Candan, Canan Elif Yildiz, Ibrahim Akin Izgi

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

A 27 year old female patient presented to our clinic because of atypical chest pain. Her past med-
ical history was unremarkable for any chronic illness. Vital signs were heart rate, 85 bpm; blood
pressure, 125/70 mmHg and oxygen saturation 98%, respectively. Physical examination was unre-
markable. Electrocardiography showed normal sinus rhythm without any ST segment and T wave
abnormalities. Her blood work including electrolytes, complete blood count, hepatic panel and tro-
ponin level were with in normal limits. Transthoracic echocardiography revealed third chamber be-
sides of left and right ventricle in the parasternal short-axis view (Figure 1A). Modified substernal
view showed two cysts in the liver (Figure 1B). A contrast-enhaced chest computed tomography
scan in axial plane showed two cysts in the liver and there was no pericardial involvement (Figure
1C, 1D). The patient was referred to the general surgery and operated the diagnosis of hydatid cyst.

Figure 1. (A) Transthoracic echocardiography showed third chamber besides of left and right ventricle. (B)
Modified substernal view showed two cysts in the liver. (C) A contrast-enhaced chest computed tomography
scan showed two cysts in the liver. (D) A contrast-enhaced chest computed tomography scan showed there
was no pericardial involvement.

OPS-119

Coexisting cardiac diseases at older age

Ozgen Safak
Department of Cardiology, Burdur State Hospital, Burdur

Introduction: Mitral regurgitation (MR), Atrial septal defect (ASD), Ascending aortic aneurysm,
Pulmonary hypertension (PH), all of them can be mortal for a patient and must be evaluated and
treated succesfully. But our patient had all in a heart.

Case: 82 year old patient admitted to our emergency with dyspnea. After first aid treatment echo-
cardiography was performed. Echocardiography revealed severe mitral regurgitation, 67 mm as-
cending aortic aneurysm, 13 mm ASD, PH with 75 mmHg estimated SPAP. Due to older age.pa-
tient and her relatives do not except any surgical procedure.

Discussion: Older ages are risk factors for all surgical procedures. So conservative treatments
are prefered usually. For cardiovascular area, new percutane treatment strategies were developed
especially for valvuler diseases for these high risk patients. These diseases become symptomatic
mostly before our patients decade. It is interesting that our patient have mild symptoms although
having severe cardiological disorders. So it is important to evaluate patients carefully although
they had mild symptoms.
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Figure 1. Ascending aortic aneurysm. Figure 2. ASD.

Figure 3. PHT.

OPS-121

Sol ventrikiil miksomasina bagh iskemik inme olgusu
Miisliim Firat ikikardes, Rabia Eker Akilli, Emre Cagliyan

Cukurova Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Adana

Miksomalar en sik goriilen primer kardiyak tiimérlerdir. Loklizasyon olarak sol ventrikiil kokenli
olanlar ise daha nadir goriilmektedir ve ¢cogunlukla embolizasyon ya da sol ventrikiil ¢ikis yolu
obstriiksiyonuna bagli klinik bulgu vermektedir. 26 yasinda kadin hasta sol tarafta kuvvet kayb: ve
konugma bozuklugu ile néroloji klinigine bagvurmus. Gegici iskemik atak tanisi alan hasta kardi-
yak etiyoloji agisindan klinigimize konsulte edildi. Hastann fizik incelemesinde kan basinc1 122/73
mmHg, kalp hiz1 99 atim/dakika olarak 6lgiildii. Kardiyak muayenesi dogaldi. Elektrokardiyogra-
fide siniis tagikardisi diginda patoloji goriilmedi (Sekil A). Transtorasik ekokardiyografisinde sol
ventrikiil apekse tutunan hareketli 17x27mm boyutlarinda kitle ile uyumlu goriiniim saptandi (Sekil
B). Kitle morfolojisinin netlesmesi acisindan ¢ekilen manyetik rezonans goriintiilemede sol ventri-
kiil icerisinde 11x13mm boyutlarinda T1, T2 agirhkli goriintiilerde ve intravendz kontrast madde
uygulandiktan sonra miyokart ile izointens olarak izlenen kitle 6ncelikle kardiyak miksoma lehine
yorumlandi (Sekil C,D). Diger iskemik inme nedenleri diglanan ve kardiyak kitle eksizyonu 6nerilen
hasta iglemi kabul etmedi. Takibinde genel durumu stabil olan hasta i¢in tibbi izlem karar1 alind1.

Sekil 1. (A) Elektrokardiyografi. (B) Transtorasik ekokardiyografi. (C, D) Kardiyak manyetik rezonans
goriintiileme.
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A giant pericardial cyst as a rare cause of shortness of breath

Umut Kocabas
Department of Cardiology, Edremit State Hospital, Balikesir, Tiirkiye

A 51-year-old man presented to our outpatient clinic with symptoms of atypical chest pain and
shortness of breath. His medical history, physical examination and electrocardiography were unre-
markable. Transthoracic echocardiography revealed normal valvular functions, normal-sized cardiac
chambers, left ventricular ejection fraction was calculated to be 67% with modified Simpson’s meth-
od. Two-dimensional transthoracic echocardiography subcostal view showed an echo-free space
next to the right atrium at the right cardiophrenic angle (Figure 1). Magnetic resonance imaging re-
vealed an oval mass in the right cardiophrenic angle measuring 8.2 x 5.1 x 6.4 cm with low intensity
on T1-weighted images and homogeneous high intensity on T2-weighted images without contrast
enhancement consistent with pericardial cyst (Figures 2a-d). The patient referred to cardiothoracic
surgery. After a right-sided thoracotomy, the pericardial cyst was seen on the right side of the pericar-
dium measuring 10 x 6 x 8 cm (Figure 3). Needle aspiration revealed serous fluid and the pericardial
cyst was totally excised without any complications. Histopathologic evaluation of surgical specimen
confirmed the diagnosis of a pericardial cyst. The patient was discharged from hospital 8 days after
surgery. At his one month follow-up visit, he was totally asymptomatic and echocardiographic exam-
ination was normal. Pericardial cysts are uncommon benign congenital anomalies with a prevalence
of 1:100.000. Intensive follow-up program is recommended for asymptomatic patients. In patients
with large size, symptomatic and/or complicated cysts or suspected malignancy can be resected.

Figure 1. Two-dimensional transthoracic echocardiography subcostal view
showing an echo-free space next to the right atrium at the right cardiophrenic
angle (RA: right atrium).

Figure 2. (A-D) Magnetic resonance imaging showing an oval mass in the right cardiophrenic angle me-
asuring 8.2 x 5.1 x 6.4 cm with low intensity on T1-weighted images and hc s high intensity on
T2-weighted images without contrast enhancement consistent with pericardial cyst.

Figure 2. Intraoperative image showing the pericardial cyst was seen on the
right side of the pericardium.
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insidental olarak saptanan psodoanevrizma goriiniimlii dev asendan
aorta anevrizmasi EKO ve BT bulgular:

{lkin Guliyev, Haluk Furkan Sahan, Hiidaverdi Hocamguliyev, Sadik Agikel, Murat Tulmag
S.B. Diskapt Yildirun Beyazit Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Herhangi bir arteriyel sistemde damar ¢apida %350 ‘den fazla genigleme anevrizma olarak
tanimlanmaktadir. Aort anevrizmalart en sik abdominal aortta izlenmektedir, ancak klinik seyrin-
den dolay1 torakal aorta anevrizmalar ayri 6nem tagimaktadir.Bu yiizden erken tani ve zamaninda
tedavi ¢ok 6nemlidir. Dev boyutlarda asendan aorta anevrizmasi giiniimiiz non-invaziv tekniklerin
gelismesinden dolay1 nadir goriilmektedir. Bu vaka bildirimizde insidental saptanan dev asendan
aortasi olan hastanin 2D EKO ve Bilgisayarli Tomografi (BT) goriintiilerinden bahsedilecek.
Olgu: Bilinen daha 6nce operasyon Oykiisii olmayan 81 yas kadin hasta 1 aydir olan dispne sika-
yeti ile klinigimize bagvurdu. Fizik muayenesinde anlamli patoloji saptanmayan hastanin yapilan
2D EKO’da: proksimal asendan aortada 79x72 mm boyutlarinda, i¢inde renkli doplerle yin-yang
(mavi-kirmizi) paterni benzeri akim (Fig.1a-b) izlenmesi iizerine psddoanevrizma diisiiniilerek acil
BT Anjiografi planlandi. Cekilen BT Anjiografide asendan aorta 85 mm 6lciildii ve diseksiyon
veya pseudoanevrizma lehine bulgu saptanmad (Fig2a-b). Hasta cerrahiye konsulte edildi
Sonug: Asendan aorta psédoanevrizmasi nadir goriilen, prognozu kotii bir komplikasyondur.
Bizim vakamizda 2D EKO’da dev asendan aorta anevrizmasinin psodoanevrizma benzeri renkli
dolus ile prezente olabilecegi izlendi. Asendan aorta anevrizmasi tanisinda 2D EKO goriintiile-
menin énemi biiyiik olsa da taniy1 dogrulamak igin yiiksek ¢oziiniirliiklii BT Anjiografi en 6nemli
goriintiileme aracidir. Diger tercih edilebilecek goriintiileme araclar1 arasinda Transézofajiyal eko-
kardiyografi, Aortografi, MRI, Pozitron emisyon tomografi sayilabilir.

Sekil 1. 2D EKO.

Sekil 2. BT Anjiografi asendan aorta.

OPS-126

An unusual complication of mechanical valve thrombosis treated
with thrombolytic treatment

Volkan Kozluca', Gokhan Sonmez?, Cigdem Koca Tari®

'Department of Cardiology, T.C. S.B. Denizli Servergazi State Hospital, Denizli
2Department of Cardiology, Pamukkale University Faculty of Medicine, Denizli
*Deparmment of Cardiology, T.C. S.B. Ankara Ulus State Hospital, Ankara

40 y old female admitted to emergency department with acute chest and back pain in addition to
dyspnea. In medical history the patient reported an aortic valve replacement in 2012 secondary to
rheumatic aortic stenosis however she described an inappropriate warfarin use and discontinuation
for several days (INR:1.12). On physical examination, vital signs indicated hypotension and tachy-
cardia. ECG showed ST segment elevation in V1 and V2 and inferolateral ST segment depression.
An emergency CT angiography was performed and no pathology was detected in terms of acute
aortic syndromes including dissection. During follow up, her respiratory distress increased and
she was entubated due to progressive desaturation and after a brief period of CPR transthoracic
echocardiography was performed. TTE showed that obstructive mechanical valve thrombosis and
increased aortic valve gradient (maximum 74 and mean 43 mm-Hg). Thrombolytic treatment was
planned for the patient. After a successful thrombolysis with 100 mg tPA patients symptoms were
quickly resolved and she was extubated about 3 hours after the entubation. Diagnostic coronary
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angiography performed after thrombolysis showed intact coronary vessels. Additionally, aortic
valve gradient was maximum 35 and mean 23 mm Hg in control evaluation. After all, the patient
was discharged after warfarin dose regulation with optimal antiplatelet treatment. One day after
discharge, patient readmitted to the emergency department with positional chest and back pain,
nausea and dysphagia. ECG showed no new abnormality. Transthoracic echocardiography was
performed again. While aortic valve gradient was similar with previous discharge values, there was
new oval-shaped echo-dense lesion with sharp borders adjacent to the left atrium. Lesion size in
2D echocardiography was 38 x 40 milimeters, compressing to the left atrium from outside. Thorax
CT described lesion as a increased soft tissue density compressing left atrium, trachea and both
main bronchus, located in posterior mediastinum and connected with eosaphagus. MRI confirmed
the compressing lesion without contrast enhancement and connection with eosaphagus. Besides,
endoscopy revealed that mideosaphageal compresion but no connection with mediastinal hema-
toma. Surgical treatment was not considered primarily because the patient was hemodynamically
stable and there was no decrease detected in hemoglobin values during follow-up. Therefore, the
patient was treated conservatively. After serial echocardiographic examinations we observed that
coagulated hematoma reduced in size and clinical improvement was confirmed. In conclusion,
we aim to present a rare complication after thrombolytic treatment. Mediastinal hematomas are
usually caused by cardiac and great vessel rupture, thoracic trauma or iatrogenic ( invasive proce-
dures, surgery etc.). In our case we think that hematoma formation was caused by CPR or forceful
entubation complicated with thrombolytic treatment.

Figure 1. Hematoma in early stage. Figure 2. Coagulated hematoma.

Figure 3. Mediastinal hematoma in MRI. Figure 4. Control evaluation (Six Months Later).

OPS-127

Polycystic kidney disease diagnosed by an aortic dissection
Muzaffer Kahyaoglu, Cetin Gegmen, Ender Ozgiin Cakmak, Mehmet Altug Tuncer
Department of Cardiology, Kartal Koguyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 32 year-old previosly healthy male patient was admitted our emergency department with sudden
onset of a sharp-like precordial chest pain. His vital signs were as follows: blood pressure, 180/100
mmHg; pulse rate, 104 bpm; respiratory rate, 18 breaths/minute; and body temperature, 36.6°C.
Physical examination revealed a weak femoral pulsation on the left side. An electrocardiography
showed nonspecific T-wave changes. The laboratory test was unremarkable except that creatinine
level. The creatinine level was slightly increased but his past medical history was unremarkable for
any chronic renal disease. A transthoracic echocardiography was performed revealing a dissection
flap in the aortic root; regional wall motion and ejection fraction of the left ventricle were normal.
Then, the patient underwent a chest and abdominal contrast enhanced computed tomography(CT),
which showed a Stanford type A aortic dissection originating from aortic root and extending dis-
tally up to the lower extremities[Figure 1A]. And also incidentally, multiple variable-sized cysts
in the liver and both kidneys were found[Figure 1B and 1C]. We referred the patient to the car-
diovascular surgery department, and he successfully treated by replacing the ascending aorta and
hemiarcus with a prosthetic graft. He was directed to the upper center for further investigastions
on polycystic kidney disease. Polycystic kidney disease (PKD) includes inherited diseases that
cause an irreversible decline in kidney function. PKD have renal and extra-renal manifestations,
including cardiovascular disorders. In some cases, aortic dissection may be the first presentation of
the disease. Herein, we report a case of polycystic kidney disease diagnosed by an aortic dissection.

Figure 1. (A) A CT scan shows a Stanford type A aortic dissection in axial plane. Figure 1B and 1C: ACT
scan shows multiple variable-sized cysts in the liver and both kidneys in coronal (B) and sagittal (C) plane.
CT: Computed tomography.
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OPS-128

Libman-sacks endocarditis presenting with the mass on the mitral
valve and the chordae

Gorkem Kus', Nermin Bayar?, Zehra Erkal?, Selcuk Kiigiikseymen?, Isa Oner Yiiksel2,
Erkan Kokli2, Goksel Cagirici?, Murat Esin?, Ozkan Kayhan?, Emre Asiltiirk?,
Rauf Aver?, Gamze Yeter Korkmaz?, Sakir Arslan?

'Department of Cardiology, Agr State Hospital, Agrt
’Department of Cardiology, Antalya Training and Research Hospital, Antalya

A 30-year-old woman was admitted to our outpatient clinic due to increased fatigue, fever and
abdominal pain for two weeks. In the rheumatology clinic, the patient was under steroid treatment
for 6 years with the diagnosis of Systemic Lupus Erythematosus (SLE) and Familial Mediterranean
fever (FMF). At the time of admission, hemoglobin was 6.9 g / dl, white blood cell count was
12.7x109 / L, platelet count was 203x109 / L, CRP was 74 mg / L, erythrocyte sedimentation rate
was 61 mm / h, Coombs test was positive, Antiphospholipid AB tests were negative. Electrocardi-
ography was the normal sinus rhythm. A transthoracic echocardiographic examination of the patient
with apical systolic murmur revealed a mass image attached to the mitral valve. Subsequently,
two-dimensional and three-dimensional transesophageal echocardiography revealed severe mitral
regurgitation (MR) and two masses, one with a size of 0.6x0.7 cm which attached to the posterior
mitral leaflet and the other with a size of 1.1x1.3 cm attached to the anterior leaflet (Figure 1, Figure
2). Intravenous antibiotic was started after blood culture was taken due to the possibility of infective
endocarditis. The desire for steroid treatment for SLE has been increased. There was no change in
the size of the mass in the control echocardiography after 10 days. Operation for the mitral valve
was recommended because of the risk of embolic complication. Intraoperative evaluation revealed
that the mitral valve was thicker at a certain level, and the masses were very hard (Figure 3). Me-
chanical valve replacement was performed because the valve was unsuitable for repair. Pathological
examination revealed nonspecific valvulitis with fibrosis and calcification in the masses. The patient
who was diagnosed as Libman-Sacks endocarditis (LSE) was followed up smoothly by INR fol-
low-up. LSE vegetations are most commonly detected on the mitral valve. On the other side, rarely
can be found in other covers or subvalvular apparatus. Vegetations are usually the small to medium
size and located on the atrial side of the mitral valve, or on the vascular side of the aortic valve. It is
important that the infective endocarditis (IE) vegetations are homogeneous and mobile and located
on the closing lines of the valves, in the distinction of these vegetations from IE vegetations. In
contrast, LSE lesions are usulally located at the base, middle or tip of the leaflets and are variable in
shape and size and heterogeneous in echogenicity. In addition, while there is a significant increase
in white blood cell count, sedimentation and CRP in IE case however there is also a significant in-
crease in sedimentation in cases of LSE, but no significant increase in white cell count and CRP are
expected. This case was written to emphasize that LSE may interfere with the infective endocarditis
and that lesions may also be present in atypical localizations such as the chords.

Figure 1. Figure 2.

Figure 3.
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Nadir birvkardiyak kitle: primer kardiyak lenfoma

Evrim Simsek', Benay Ozbay', Yavuz Selim Kili¢', Tanzer Calkavur?,
Meral Kayik¢ioglu', Levent Can'

!Ege Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir
2Ege Universitesi Tip Fakiiltesi, Kalp Damar Cerrahisi Anabilim Dali, Izmir

Girig: Kalbin primer tiimorleri olduk¢a nadirdir, tiim kardiyak tiimorlerin %5’inden daha azim
olustururlar. Cerrahi tedavi olgularin ¢ogunda kiiratif olup, antemortem patolojik tani imkani sag-
lar. Primer kardiyak lenfoma ise erken tani ve kemoterapi ile tedavinin saglanmasi nedeniyle bu
tiimorlerden ayrilmaktadir.

Olgu: Elli alt1 yaginda, erkek olgu, karinda sislik yakinmast ile dis merkeze bagvurmus. Cekilen PA/
AC grafisinde kardiyomegali izlemesi iizerine klinigimize yonlendirilmis. Bagvuru aninda hastanin
genel durumu iyi idi ve fizik bakisinda patoloji saptanmadi. Ekokardiyografide sag ventrikiilii (RV)
cepegevre saran, diyastoliinii hafif kisitlayan, miyokardiyal dokudan net ayirt edilemeyen aort ve
ana pulmoner arterin etrafina kadar yayilan kitle goriintiisii izlendi. Sol ventrikiil (LV) fonksiyonlart
normal siirlarda olup minimal perikardiyal efiizyon mevcuttu. Hasta’nin cekilen kardiyak manye-
tik rezonans goriintiilemesinde (MRG): Sag perikardiyal boslugu dolduran, RV ve sag atriyum (RA)
serbest duvari boyunca uzanan, kraniale dogru RV ¢ikig yolunu, vena kava siiperior ile RA bileske-
sini ve aort kokiinii sarmakta olan infiltratif kitle izlendi. (Sekil 1, Videol) Postkontrast ge¢ dénem
viyabilite goriintiilerinde ise tiimor icerisinde minimal kontrastlanma goriildii. Eldeki bu bulgular
1s18inda hastada malign kardiyak kitle (metastaz, sarkom, lenfoma) 6n tanisi ile PET/BT ve kitleden
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biyopsi planlandi. PET/BT de sadece MRG’de tanimlanan alanlarda hipermetabolik tutulum izlen-
di. Oncelikle juguler endomiyokardiyal biyopsi planlandi ve sonucunda miyokardiyal hipertrofi,
subendokardiyal fibrozis saptandi. Hastaya subksifoid acik biyopsi yapilmasi planlandi ancak hasta
reddetti ve kendi istegi ile taburcu oldu. Bes ay sonra hasta genel durum bozuklugu ile tekrar klini-
gimize bagvurdu. Bagvuru aninda juguler dolgunluk, hepatomegali, mevcuttu. ekokardiyografide ve
kardiyak MRG’de kitlenin boyutlarinin arttigi ve anterior mediasteni tamamen doldurdugu, RV ve
pulmoner trunkusa basi yaptig1 izlendi. (Sekil 2, Video 2) Hastaya biyopsi sonucunda diffiiz biiyiik
B hiicreli lenfoma tanis1 konuldu. Kemoterapi amaciyla hematoloji klinigine devredilen hasta, ke-
moterapinin 10. giiniinde toksik hepatit ve enfeksiyon sonucu 6ldii.

Tartigma: Kalbin primer timérlerinin sadece %2’si primer kardiyak lenfomadir. Ozellikle hasta-
miz gibi immiinkompetan hastalarda daha da nadir izlenmektedir. Hastalar ya asemptomatik ya da
kitlenin basisina bagli venoz konjesyon bulgulari, kardiyak tamponad, vena kava siiperior sendro-
mu ile bagvurabilirler. Kemoterapi ile cerrahi rezeksiyon ihtiyaci olmadan tedavinin saglanabildigi
tek primer kardiyak tiimor olmasi acisindan 6nemlidir. Hastalarda kardiyak kitle saptandiginda
primer kardiyak lenfoma akilda tutulmali, cerrahi planlanmadan 6nce kardiyak MRG, PET/BT
gibi goriintiileme yontemleri ve ardindan miimkiinse biyopsi ile doku tanisinin koyulmasi seklinde
basamakl1 tanisal algoritma uygulanmalidir.

Sekil 1. (A) Kardiyak MRG dort bosluk kesit-
lerinde RV ve RA cevresindeki kitle (RA: Sag
atriyum, RV: Sag ventrikiil, LV: Sol ventrikiil).
(B) Kardiyak MRG kisa aks kesitlerinde RV’yi
cevreleyen kitle (RV: Sag ventrikiil, LV Sol
Ventrikiil). (C) Kardiyak MRG’de aort ve pul-
moner arteri saran kitle (PA: Pulmoner arter).

Sekil 2. (A) Kardiyak MRG kisa aks kesitlerinde n me-
diasteni tamamen dolduran kitle (RV: Sag ventrikiil, LV:
Sol ventrikiil). (B) Kardiyak MRG dort bosluk goriintiide
RV etrafindaki kitlenin diyastole etkisi. (C) Kardiyak MRG
kisa aks kesitlerinde 6n mediasteni tamamen dolduran kit-
le.
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Cift atrial septum + ¢ift ASD = dortlii sorun!

Serkan Dilmen', Nurgiil Keser', Mehmet Uzun', Murat Ugur?,
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!Sultan Abdiilhamid Han Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

“Sultan Abdiilhamid Han Egitim ve Arastirma Hastanesi, Kalp Damar Cerrahisi Klinigi, Istanbul

On bes yildir hipertansif 70 yasindaki bayan hasta, sol hemipleji ve afazi sikayetleri ile acil servise
miiracaat etmis, cekilen beyin difiizyon MRI'da, her iki talamus ve sag putamen iizerinde iskemi
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bulgulari saptanarak noroloji klinigine yatirilmustir. Yapilan rutin laboratuar test sonuglari, akciger
filmi, EKG, alt ekstremite venoéz dopler USG, EEG, ritim holteri normal bulunmustur. TTE’de
EF %65, hafif MY, hafif TY (sPAB: 35 mmHg), biatriyal dilatasyon, IAS iizerinde renkli doppler
ile soldan saga gecis ve evre 1 diastolik disfonksiyon saptanmustir. TEE’de, birincisi bikaval po-
zisyonda anevrizmatik septum ve distalinde kiigiik ASD (Sekil 1), ikincisi vena cava superior ve
vena cava inferior hizasinda olan septum ve iizerinde ASD (Sekil 1, 2), iki septum arasinda piht1
olusumuna zemin hazirlayan genis alan (Sekil 1, 2) ve her iki septumdaki ASD’den renkli doppler
ile gecis izlenmistir. (Sekil 3.4,5). 3DTEE ve MRI ile bulgumuz dogrulanmustir (Sekil 6,7). Koro-
ner anjiografisi normal, Qp/Qs 2.6 ve sag karotiste %70 darlik saptanan hasta, septum anomalisine
yonelik girigsimi kabul etmeyerek warfarin sodyum ve klopidogrel tedavisiyle izleme almmistir.
Yapilan 3 aylik izlem sirasinda hastanin sikayetlerinde tekrarlama olmamugtir.

Sonug: Rekiirren TIA gegiren hastalarda, 3DTEE ve kardiak MRI nadir anomalileri saptamada ol-
dukga degerlidir. Bu tip hastalarda ¢ift atrial septum ve ¢ift ASD’nin de olabilecegi hatirlanmalidir.

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

Sekil 6. Sekil 7.
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Obstruction of left atrium outflow track due to pannus formation:
Funnel shaped outflow

Ezgi Polat Ocakli, Tugba Kayhan Altuner, Oben Baysan

Department of Cardiology, Ankara Giiven Hospital, Ankara

Prosthetic valve obstruction is a condition associated with significant morbidity and mortality.
Pannus is a more chronic process associated with ingrowthof tissue, causing obstruction. A 46-
year- old woman with a history of mitral valve replacement with bileaflet mechanical prosthesis
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[(carbomedics, No: 25)] in 2015, presented with cough, shortness of breath and sweating. Cardiac
examination revealed a regular rhythm, distinct murmur, no gallops, no jugular venous disten-
tion, and no peripheral edema. Physical examination was unremarkable except for mildly muffled
prosthetic valve sounds. On admission to our hospital transthoracic echocardiography (TTE) and
two-dimensional transesophageal echocardiography (2D-TEE) showed an increased mechanical
mitral valve (MMYV) gradients (mean transprosthetic gradient 21 mmHg) and decreased mitral
valve area (0.7 cm?) [Figurel,2] with normal leaflet motion. Real-time three-dimensional transe-
sophageal echocardiography (RT 3D-TEE) demonstrated a mass, suspected as pannus overgrowth,
covering the sewing ring on the atrial surface of mitral valve and narrowing the outflow of MMV
like funnel-shaped.The images showed that pannus formation composed another orifis area above
the mitral valve ( Figure 3.4 ). The patient taken into the operation room, the prostetic mitral valve
was exposed and extensive pannus tissue were revealed and than the patient underwent redo-mitral
valve replacement. A St jude mitral valve (no: 27) was inserted. Valve obstruction is one of the
most serious complication associated with prosthetic heart valves (PHV). Although thrombosis of
the prosthetic valves remains as the most common mechanism, previous studies have suggested
that pannus formation plays an important role in the mechanism of obstruction. Surgery is the only
treatment option in patients with PHV obstruction associated with pannus formations.

Figure 1. Pannus formation above the mitral valve
leaflets.

Figure 2. Two-dimensional transesophageal ec-
hocardiography (2D-TEE) showed an increased
mechanical mitral valve gradients.

Figure 3. Real-time three-dimensional transesophage-
al echocardiography (RT 3D-TEE) images showed a
second stenotic orifice area above the mitral valve due
to pannus formation.

Figure 4. Real-time three-dimensional tran-
sesophageal echocardiography (RT 3D-TEE)
images showed a second stenotic orifice area
above the mitral valve due to pannus formation.
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Mitral kapakta davul tokmag benzeri kitle
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Ug yildir hipotiroidi, 4 aydir HT ve DM (insiilin kullaniyor.) 6ykiisii olan 66 yasindaki erkek hasta,
sag hemiparezi ve afazi sikayetleri ile 4 ay once bagvurdugu dig merkezde iskemik inme nedeniyle
yatarak tedavi gormiis. 4 aydir sikayetleri devam eden, son 10 giindiir ates yiiksekligi olan hasta,
bagvurdugu acil serviste ¢ekilen MRI sonucunda her iki serebellumda, her iki sentrum semiovale
ve korona radiatada, beyin sapinda iskemi alanlari, sol paryetal lobta kitle (abse/meteastaz ?) sap-
tanmasi iizerine beyin cerrahi klinigine yatirilmistir. Yapilan rutin laboratuvar test sonuglarinda
subklinik hipotiroidi, HBAlc, beyaz kiire ve hafif iire, kreatin yiiksekligi diginda anlamli bulgu
yoktu. Akciger filmi, EKG normal bulunmugtur. TTE’da EF %60, orta-ileri egzantrik MY, hafif TY
(sPAB: 40 mmHg), mitral kapak anterior leaflet ucunda, sol atriyum i¢ine uzanim gosteren hare-
ketli, davul tokmag1 benzeri kalsifik kitle (Sekil 1,2) ve evre 1 diastolik disfonksiyon saptanmistir.
TEE’de orta-ileri egzantrik MY, mitral anterior ve posterior leaflet iizerinde 6ncelikle vejetasyonu
diisiindiiren kitleler saptanmustir (Sekil 3-5). Koroner anjiografisinde damarlarda ciddi darlik ya-
ratmayan plaklar mevcuttur. Bu bulgularla hasta, infektif endokardit + septik emboli 6n tanisiyla
MVR yapilmast i¢in kalp damar cerrahi klinigine nakledilmistir.

Sonug: Kalbin dikkatlice aragtiriimasi, iskemik inme gegiren hastalarda, biiyiik 6nem arz etmek-
tedir. Bu tiir hastalarda, nadir goriilen kalp ici kitleler ekokardiyografik olarak dogru bir sekilde
ortaya konulabilir. Bu bildiride; boyle bir olgunun cerrahi ve patoloji sonuglariyla birlikte payla-
silmas1 amaglanmustir.

33 Turkish Cardiology Congress with International Participation



Kardiyak goriintiileme | Ekokardiyografi

Kardiyak goriintiileme | Ekokardiyografi

Sekil 1. TTE goriintiisii. Sekil 2. TTE goriintiisii.

Sekil 3. TTE goriintiisii. Sekil 4. TTE goriintiisii.

Sekil 5. TTE gori
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PET/CT ile tam konulmus ve medikal olarak tedavi edilmis
efiizyonlu konstriktif perikardit olgusu

Semi Oztiirk, Giindiiz Durmusg, Muhsin Kalyoncuoglu, Fatih Yilmaz, Mehmet Can

Haseki Egitim ve Arastirma Hastanesi, Radyoloji Klinigi, Istanbul

Seksen yasinda kadin hasta nefes darlig1 sikayeti ile acil servise bagvurmus. Masif plevral efiiz-
yon tanist ile dahiliye servisine interne edilmis. Teropatik torasentez ile yaklagik 2 It mayi drene
edilmis. Transudatif vasifta mayiden ADA gonderilmis ve normal sinirlarda sonuglanmis. Hasta-
ya KKY 6n tanisi ile yatak bagi ekokardiyografi yapilmig ve sistolik fonksiyonlari normal olarak
sonuglanmis. ESR 95 mm/sa saptanan hastaya PET/CT ¢ekilmis ve kalbi ¢epecevre saran artmis
metabolik aktivite saptanmasi iizerine hasta yeniden kardiyolojiye konsulte edilmis (Figure 1 A,B).
Daha 6nce bilinen kardiyak hastaligi olmayan hastanmn iki oglu yaklasik 20 sene once akciger
tiiberkiilozu tanisi ile tedavi almis. Fizik muayenede hasta belirgin ortopneik idi. Bilateral ciddi
pretibial 6dem mevcuttu ve juguler venoz dolgunluk goze ¢arpmakta idi. Ekokardiyografide kalbi
¢epegevre saran —en kalm yerinde 15 mm &lgiilen- hiperekojen perikard i¢i materyal izlendi (Fi-
gure 2 A,B)(Video 1,2). Inferior vena kavada pletore izlendi ve inspiryumda kollaps izlenmedi
(Figure 2 C). Mitral in flow akimlarda ciddi respiratuar varyasyon izlendi (Figure 2D). Hastaya
tiiberkiiloza ye bagl efiizyolu konstriktif perikardit tanist konuldu. Hasta kalp damar cerrahisine
konsulte edildi fakat cerrahi yiiksek riskli oldugundan hasta kabul etmedi. Gogiis hastaliklari ile
ortak takibe alinan hastaya anti tiiberkiiloz tedavi baslandi. 9 aylik tedavinin 6. ayinda antiinflama-
tuar tedavi olarak kolsisin eklendi. Son 1 ay ibuprofen de verildi. Takiplerinde hastanin sikayetleri
geriledi. Ekokardyografide efiizyonun kayboldugu, vena kavanin kollabe oldugu ve mitral akim-
larin diizeldigi goriildii (Figure 2 E, F, G, H) (Video 3). Kontrol PET/CT de perikard tutulumunun
olmadig: goriildii (Figure 1 C.D). Hasta 1 yildir stabil olarak takip edilmektedir.
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Sekil 1.

Sekil 2.
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Hipertrofik kardiyomiyopati tanisiyla izlenen ii¢ kardiyak varyant
Fabry olgusu

Rabia Eker Akilli', Miisliim Firat ikikardes', Abdi Bozkurt', Halise Neslihan Onenli Mungan?,
Ayse Filiz Kog®, Saime Paydas*

!Cukurova Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Adana

*Cukurova Universitesi Tip Fakiiltesi, Cocuk Beslenme ve Metabolizma Hast. Anabilim Dali, Adana
*Cukurova Universitesi Tip Fakiiltesi, Noroloji Anabilim Dali, Adana

“Cukurova Universitesi Tip Fakiiltesi, Nefroloji Anabilim Dali, Adana

Anderson Fabry Hastaligi’nda kardiyak tutulum sik goriilmektedir ve morbidite ile mortalitenin
en 6nemli nedenlerinden biridir. Kardiyak varyant Fabry hastaliginda ise bulgular sadece kalp ile
smurhdir. Lizozomal birikime bagl olarak progresif kardiyak hipertrofi, iletim defektleri ve arit-
miler gozlenebilir. Enzim replasman tedavisi tiim alt tiplerde oldugu gibi kardiyak varyant i¢cin de
en onemli tedavi seklidir. 57 yaginda erkek hasta halsizlik, gogiis agrisi ve nefes darhigr sikayetle-
riyle klinigimize bagvurdu. Hastanin Gykiisiinden 15 yildir hipertrofik kardiyomiyopati tanisiyla
takip edildigi, iki erkek kardesinde de benzer sikayetlerin oldugu ve bir erkek kardesinin bobrek
yetersizligi nedeniyle kaybedildigi 6grenildi. Hastanin fizik incelemesinde aort odaginda belirgin,
boyna yayilim gostermeyen, 3/6 sistolik ejeksiyon iifiiriimii saptandi. Elektrokardiyografide (EKG)
sol ventrikiil hipertrofi bulgulart mevcuttu (Sekil A). Transtorasik ekokardiyografide non obstriiktif
hipertrofik kardiyomiyopati ile uyumlu bulgular saptandi (Sekil B,C,D). Fabry hastaligi siiphesiyle
bakilan alfa galaktozidaz-A enzim diizeyi diisiik, lizozomal globotriacilseramide (Gb3) diizeyi ise
yiiksek tespit edilen hastanin genetik analizinde GLA geni (NM_000169.2) iizerinde daha 6nce
tanimlanmamus ve hastalik icin spesifik olarak degerlendirilen bir mutasyon (p.G171V (¢.512G>T),
hemizigot) saptand: (Sekil E). Diger uygun aile bireyleri i¢cin de mutasyon taramasi yapildi. Has-
tanimn genetik analizde ayn1 mutasyonun saptandigi 2 kardesinde daha kardiyak degerlendirmede
non obstriiktif hipertrofik kardiyomiyopati bulgulari izlendi. Koroner anjiyografileri normal olarak
degerlendirilen ii¢ hastanin diger sistemlere yonelik incelemelerinde fabry ile iligkili anlamli pa-
toloji saptanmadi. Kardiyak varyant Fabry hastaligi tanisiyla hastalara enzim replasman tedavisi
baglandi. izlemde presenkop tarifleyen ve 24 saatlik Holter EKG kaydinda genis QRS’li tagikardi
ataklar1 (Sekil F) saptanan bir hastaya implante edilebilir kardiyoverter defibrilator yerlestirildi.
Enzim replasman tedavisi sonrasi semptomlarinda belirgin azalma tarif eden hastalar diizenli ara-
liklarla poliklinik sartlarinda takip edilmektedir. Sonug olarak hipertrofik kardiyomiyopati saptanan
hastalarda etiyoloji arastirilirken Fabry hastaliginin da gézoniinde bulundurulmasi gerekmektedir.

A

Sekil 1. (A) Elektrokardiyografi goriintiisii. (B-D) Transtorasik ekokardiyografi goriintiileri. (E) Genetik
mutasyon analizi. (F) Holter elektrokardiyografi goriintiisii.
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A rare case of aorta to left atrial fistula soon after aortic bioprothesis:
an uncommon presentation with acute haemodynamic worsening
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Introduction: Sinus of valsalva perforation is a very rare and serious aortic complication and has
varied clinical presentations such as acute pulmonary edema, chronic heart failure and incidental
detection of the fistula. The etiology is multifarious including dissection of ascending aorta, aortic
root or aortic valve surgery, aortic valve replacement, and infective endocarditis. In this case report,
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we present a very unusual case of a patient complicated by sinus of valsalva rupture with aorto-left
atrial fistula associated with acute haemodynamic worsening and pulmonary edema

Case: A 66 year old male with history of hypertension, peripheral artery disease, type 2 diabe-
tes mellitus and aortic valve replacement (AVR) presented with acute haemodynamic worsening
and pulmonary edema after abdominal surgery due to ileus. AVR (bioprothesis) operation was
performed just two months before this presentation due to infective endocarditis leading severe
aortic regurgitation and acute pulmonary edema. The patient was haemodynamically stable during
the abdominal surgery and in the early hours of postoperative care. On physical examination;
the patient was afebrile arterial blood pressure was 105/24 mmHg with inotropic support. A 3/6
intensity systolic and early diastolic murmur was heard all over the precordium. His skin was
cold and damp. The patient was on mechanical ventilation and oxygen saturation 91% (with 60%
Fi0O2). The echocardiogram showed preserved left ventricular and prosthetic valve function and an
unusual flow in the left atrium with color flow mapping. The patient was transferred to coronary
intensive care unit in an unstable condition and a transesophageal echocardiography (TEE) was
performed. TEE showed preserved aortic prosthesis function, no signs of infective endocarditis
and rupture of sinus valsalva from the left coronary sinus leading a shunt between aorta and left
atrium (Figure 1-4). Due to progressive heart failure symptoms, pulmonary edema and unstable
condition, it was decided that any aortic intervention would occur at a later time in a stable condi-
tion. Because surgical correction would be a very high risk surgery for the patient, percutaneous
device closure was scheduled after an acceptable stable condition with medical theraphy. Initially
the patient began to improve, however the night before the procedure, the patient’s haemodynamic
status was rapidly worsened and he was unresponsive to inotropic agents. The patient developed
cardiopulmonary arrest and he died.

Conclusion: Aorto-left atrial fistulas are very rare but important complications of many disease
processes of the aorta and aortic valve. It should be suspected in patients with continuous murmur,
heart failure symptoms and prior aortic surgery. Paravalvular complications of infective endocar-
ditis should be carefully evaluated and treated in a timely manner to avoid further destruction of
paravalvular tissue.

Figure 1. The red arrow shows an aorto-LA fistu-
la from the perforation between the aorta and the
LA (2D TEE) LA: left atrium, LV: left ventricle;
AO: aorta.

Figure 2. Color Doppler (TEE) of the fistula com-
municating the aortic root and the left atrium. The
red arrow shows an aorto-LA fistula. LA: left atri-
um, LV: left ventricle; AO: aorta.

Figure 3. Color Doppler (TEE) of the fistula commu-
nicating the aortic root and the left atrium. The red
arrow shows an aorto-LA fistula. LA: left atrium, LV:
left ventricle; AO: aorta.

Figure 4. LA: left atrium, AV: Aortic Valve;
AO: aorta. The red arrow shows an aorto-LA
fistula from the perforation between the aorta
and the LA (3D TEE).
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A rare cause of chest pain: pericardial cyst
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A 54-year-old female patient presented with typical chest pain and dyspnea that increased with
effort for 2 months. There was type 2 diabetes and hyperlipidemia as risk factors for medical
history. Physical examination of cardiovascular system was normal. Electrocardiography revealed
sinus rhythm and low voltage criterion. Cardiothoracic ratio was increased in chest X-ray. Trans-
thoracic two dimensional echocardiography demonstrated a smoothly contoured hypoechoic cystic
appearance around the right ventricle and pericardial adjacent to the apex. On the cardiac computed
tomography (CT) scan performed, a cystic mass image was observed in 7.5 cm (supero-inferior)
x 5 cm (transverse) dimensions originating from the right ventricular pericardium. This large peri-
cardial cyst was considered and planned surgery the patient for definitive diagnosis, especially to
exclude malignancy and treatment. Coronary angiography performed before the operation revealed
normal coronary arteries. These cardiac symptoms were associated with pericardial cyst. The pa-
tient was operated on sternotomy by cardiovascular surgeon and cyst excision was performed.
Pericardial cysts; may be congenital and acquired and are usually asymptomatic and are detected
incidentally on imaging modalities. Frequently localized to the right anterior cardiophrenic re-
gion. Mostly along with being a good prognosis, complications such as cyst growth, compression,
hemorrhage, tamponade, torsion and rupture may develop. Treatment is surgical exploration or
drainage according to the location and size of the cyst.
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Figure 1.
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Eroin kullanimina bagh gelisen izole trikiispit kapak endokarditi

Emre Ertan Sahin, Ahmet Celik, Dilek Cigek Yilmaz
Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

infektif endokardit basta bakteriler olmak iizere mantar, viriis, gibi gesitli mikroorganizmalarin
neden oldugu kalp kapaklariin, duvar endokardinin infeksiyonudur. Kan akimimin tiirbiilans ya-
parak hemodinamik travma olusturdugu dogumsal kalp hastaliklar1 ve romatizmal kapak hastalik-
lar infektif endokardit i¢in zemin hazirlar. En sik klinik semptomlar ve bulgular ates, halsizlik,
yorgunluk, artralji, miyalji, kilo kayb1 ve terleme gibi nonspesifik olsa da, kalp yetersizligi, art-
rit, splenomegali ve immiinolojik fenomenlere bagh norolojik bulgular, petesi, osler nodiilleri,
janeway lezyonlar1 ve roth lekesi de goriilebilir. Bu olguda intravenoz eroin kullanimina bagl
trikiispit kapakta Metisilin Direncli Staphylococcus Aureus’un neden oldugu bir endokardit olgusu
sunulmustur.

Olgu: Yirmi bes yasinda erkek hasta halsizlik ve ates sikayeti nedeni ile klinigimize bagvurdu.
Fizik muayenede nabiz 85/dakika, kan basinci 115/50 mmHg, ates 38.6°C, dinlemekle trikiis-
pid odakta 2/6 dereceli sistolik iifiiriim vardi. Yapilan ilk tetkiklerde beyaz kiire 10.930 K/mm3,
hemoglobin 10,3 g/dL, hematokrit %31, trombosit 191.000/mm3, sedimentasyon 47 mm/saat,
C-reaktif protein 272 mg/dL idi. Hastanin 6zge¢misinde 11 yildir intravendz eroin kullandigi 63-
renildi. Hastanin yapilan transtorasik ekokardiyografisinde trikiispit kapakta 1.7x1.2 cm boyutla-
rinda vejetasyon izlendi (Sekil 1). Daha ayrmtili degerlendirmek i¢in hastaya 3D ekokardiyografi
yapildi (Sekil 2). 3D ekokardiyografide 1.8x1.2 cm boyutlarinda vejetasyon izlendi. Hastanin kan
kiiltiirleri alind1, enfeksiyon hastaliklar1 ve klinik mikrobiyolojiye damgilarak linezolid tedavisi
baglandi. Takiplerinde CRP yaniti alinamadi, tedavisine ertapenem eklendi. Kiiltiir sonucunda
MRSA (metisilin direngli staphylococcus aureus) iiredi. Antibiyogram sonucu Vankomisin duyarlt
olmasi nedeni ile Vankomisin tedavisine gecildi. Hastanin takiplerinde ates yiiksekligi olmadi,
C-reaktif protein 35 mg/dl ye geriledi. Mevcut antibiyoterapinin 8. Giinii olup, klinik yanit alinan
hastanin tedavisine devam edilmekte.

Sekil 1. Trikiispit kapakta vejetasyona ait ekokardiyografik goriintii.
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Sekil 2. 3D ekokardiyografide trikiispit kapakta vejetasyona ait goriintii.

OPS-138

Sol atriyum icinde 6ldiiren 6ldiiren dans
Gokhan Keskin', Giirkan Karaca?, Abdulkadir Cakmak', Yilmaz Ozbay'

'Amasya Devlet Hastanesi, Kardiyoloji Klinigi, Amasya

2Alanya Devlet Hastanesi, Kardiyoloji Klinigi, Alanya

Elli bes yasinda erkek hasta. Acil servise billing bulamkhg sikayeti ile getirilmis. Glaskow koma
skalasi 5-6 diizeyinde. Hastanin ¢ekilen kraniyal tomografisinde beynin bir ¢ok bolgesinde mul-
tiple enfarkt alanlar1 saptanmast iizerine noroloji tarafindan yogun bakim servisine yatirtlmis. Kar-
diyoloji konsiiltasyon istenen hastanin ¢ekilen elektrokardiyografisinde atriyal fibrilasyon tespit
edildi. Yapilan ekokardiyografide sol atriyum iginde oldukga hareketli kitle tespit edildi. ilk planda
trombiis lehine yorumlandi.Trombiisiin diyastol akimini hafif diizeyde kisitladigt CW dopplerde
goriiliiyor. Hastanin genel durumu ve enfarktin boyutundan dolay: trombolitik tedavi diigtiniilmedi.
Heparin ile antikoagiilasyon baglandi. Takiplerinde idrar yolu enfeksiyonu sonrasi sepsis gelisen
hasta kaybedildi.

Sekil 1. Sol atriyum i¢inde hareketli masif kitle. Sekil 2. Sol atriyum i¢inde hareketli masif kitle.

Sekil 3. Sol atriyum iginde hareketli masif kitle. Sekil 4. Sol atriyum i¢inde hareketli masif kitle

parasternal uzun eksen.

OPS-139

Sol ventrikiil trombiisii ve yasam cizgisi
Serdar Gokhan Nurkog, Adem Celik, Giilten Tagoy
Gazi Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Elli alt: yaginda erkek hasta. iki hafta 6nce sag bacakta sislik ve agri sikayeti ile hastanemize
bagvuruyor. Hipertansiyon, Diyabetes Mellitus, Hiperlipidemi, Koroner Arter Hastaligi nede-
niyle takipli hastaya 2009 yilinda anterior miyokard enfarktiisii sonrasi sol anteriyor koroner
arter(LAD), diagonal artere (D1) stent implantasyonu yapilmis ve yatisi esnasinda iki kez stent
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trombozu nedeniyle koroner anjiografi yapiliyor. ilk stent trombozunda tekrar perkutan koroner
girisim yapilmis. Fakat ikinci kez yapilan islemde de stentlerin her ikisinin de total tromboze ol-
dugu goriildiigiinden acil olarak By pass karari verilmis. Hastaya 2010 yilinda iki damar koroner
arter by pass greftitCABG) operasyonu yapilmis. Ayn1 zamanda sik stent trombozu olmasi nede-
niyle hematolojiye danigilan hastaya protein C eksiligi tanis1 konularak izleminde antikoagulan
baglanmasina karar verilmis. Tedavi altinda iken 2012 yilinda hastanin daha onceki sikayetlerine
benzer tarzda gogiis agrisinin olmasi {izerine anstabil anjina (USAP) pectoris ontanisi ile koro-
ner anjio grafi yapiliyor. Neticesinde diagonal-safen grefti acik, distali ince,sol internal mamarian
arter-sol inen koroner arter grefti (LIMA-LAD) agik olarak raporlaniyor ve medikal karari verili-
yor. Hasta alti y1l boyunca asetil salisilik asite(ASA) ek olarak warfarin kullaniyor. Fakat bir yil
once dig merkezde warfarin tedavisi kesiliyor ve ASA 100 mg’lik tedavi dozu ile takip ediliyor.
Bir yil boyunca aktif yakinmasi olmuyor. iki hafta 6nce sag bacakta sislik ve agri sikayeti ile
hastanemize bagvuruyor. Fizik Muayene: TA:100/60 mmHg Nabiz:75 kalp sesleri dogal, iifiiriim
yok. Sag dorsalis pedis ve tibialis posterior nabizlari alimamiyor.Diger periferik nabizlar acik. La-
baratuvar: Hb:11g/dl, WBC:13.03, P1t:149, BUN:9.38mg/dl CR:0.73mg/dl, AST:25 U/L, ALT:19
U/L Na/K:138/4.05 INR:1.15 Elektrokardiyografi:SR, anterolateral derivasyonlarda QS, T nega-
tifligi, anterior derivasyonlarda R progresyon kaybi Kullandig1 ilaglar: Atorvastatin, metoprolol,
spiranolakton, asetil salisilik asit trimetazin,lizinopril+hidroklorotiayazid. Bilateral alt ekstremite
anjiografisi. Solda tibioperoneal kok patent olup posterior tibial arter tikalidir. Sagda popliteal
arter tikal1 olup kollateral akim ile hemen trifiikasyon distalinde krural arterler dolmakta ve patent
olarak izlenmektedirler. Hastaya kalp damar cerrahisi tarafindan heparin infiizyonu, antibiyotik
tedavisi ve ilioprost infiizyonu baglaniyor. Takiplerinde sikayetleri geriliyor ve periferik nabizlar
elle palpe edilebiliyor. Tarafimizca hastaya eko yapiliyor.EKO ‘da sol ventrikiil apeksine yapisik
ucu hareketli dev trombiis saptanmasi iizerine acil koroner goriintiilenmesi yapilarak operasyon
karar1 veriliyor. Ekokardiyografi: EF: %38 saptandi. Septumun apikali ve apeks birlesim noktasina
yapisik ucu hareketli 21x32 caplarinda trombiis ile uyumlu goriiniim izlendi. Koroner anjiografi:
LAD osteal %99, LAD, D1 sonras1 %100, S1-Safen acik distali titkali, LAD-LIMA agik izlendi. Her
hastadan mutlaka iyi bir anamnez alinmahdir.

Sekil 1. Sol ventrikiil trombiisii. Sekil 2. Sol ventrikiil trombiisii.

Sekil 3. Sol ventrikiil trombiisii. Sekil 4. Sol ventrikiil trombiisii.

OPS-140

Enfektif endokarditin bir komplikasyonu: Mitral kapakta apse,
fistiilizasyon

Yunus Emre Yavuz, Siimeyye Fatma Ozer, Ahmet Seyfeddin Giirbiiz, Yakup Alsancak,
Hakan Akilli, Ahmet Soylu, Mehmet Akif Diizenli

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

Enfektif endokardit, genis intratorasik damarlarin endarteritini (patent ductus arteriosus, arterio-
vendz santlar, aort koarktasyonu) veya kan akimina dogrudan maruz kalan kalp i¢i yabanci cisim-
leri (6rn. Protez kapaklar, kalp pili veya ICD leadleri, cerrahi olarak yerlestirilmis maddeler) de
igeren kardiovaskiiler yapilarin endovaskiiler, mikrobik enfeksiyonudur. Enfeksiyoz ajanin fibrin
vejetasyonlarinda ¢ogalmast ile birlikte gelisen bakteriyemi, ates, imler, embolizasyon ve ¢e-
sitli immiinpatolojik reaksiyonlar enfektif endokarditin karakteristik 6zellikleri arasindadir. Klinik
belirtiler ¢ok ¢esitli olup, tiim sistemleri tutabilir. En 6nemli ve sik kargilagilan komplikasyonu,
konjestif kalp yetmezligidir. ikinci en sik komplikasyonu embolilerdir. Emboliler, mortalite ve
morbiditede dnemli rol oynamaktadir. Miyokardiyal apse ve infarktiis, nadir rastlanilan; ancak
onemli komplikasyonlardir. Buna ek olarak septal riiptiirler, perikardit, chorda tendinea riipi
diger kardiyak komplikasyonlar arasinda yer alir. Vakamizda, enfektif endokarditin nadir gorii-
len bir komplikasyonu olarak goriilen abse formasyonunu raporladik. Bilinen CABGO, HT ve
KBY 0ykiisii olan rutin hemodiyaliz sirasinda ates ve genel durum bozuklugu gelisen hasta acil
servise getirilmis. Crp ve prokalsitonin yiiksekligi olan hastanin yapilan transtorasik ekosunda,
mitral kapakta anterior leaflet sol atrial yiizde 1.2x1.0 cm ebatlarinda hiperekojenik imaj izlendi.
Bunun iizerine yapilan transozefagial ekokardiyografide, mitral kapak anterior leaflet tizerinde
atrial yiizeyde fistiil? abse riiptiirii ? (renkli dopplerde abse formasyonundan subaortik bolgeye
dogru akim izlendi) ve 3x0.8 cm ebatlarinda vejetasyon imaji izlendi. Siddetli MY, 2. Derece AY
izlendi. Laboratuar bulgularinda kreatinin, crp ve prokalsitonin degerleri yiiksekti. Vankomisin,
gentamisin ve seftriakson tedavileri altinda cerrahi miidahale &nerildi. Enfektif endokarditte kesin
acil cerrahi endikasyonlar1; kalp yetmezligi, valviiler obstriiksiyon, TEE’de kesin perivalviiler apse
gorliniimiiniin saptanmasi, candida dis1 fungal endokardit, uygun antimikrobiyal tedaviye ragmen
bakteriyeminin devam etmesi, etkin antimikrobiyal ajan bulunmamas: nedeniyle enfeksiyonun
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kontrol altina alinamamast, stabilitesini kaybetmis prostetik kapak, pseudomonas ile gelisen erken
perikardiyal efiizyondur. Rolatif cerrahi endikasyonlari ise TEE’de perivalviiler apse siiphesi, can-
dida endokarditi, uygun tibbi tedaviden sonra relaps olmast, iki veya daha fazla sistemik emboli,
enfeksiyonun intrakardiyak yayilim belirtisi, periprostetik kagak gelismesidir. Biz de bu yiizden
hastamiza cerrahi tedavi onerdik.

Sekil 1. Enfektif endokarditin sebep oldugu abse. Sekil 2. MY, AY ve fistiilizasyon.

Sekil 3. Renkli doppler abse, MY.

Sekil 4. Renkli doppler ile MY, AY.

OPS-141

Akciger non-small cell CA tanili hastada pulmoner ven invazyonlu
kardiyak metastaz

Yunus Emre Yavuz, Siimeyye Fatma Ozer, Ahmet Seyfeddin Giirbiiz, Yakup Alsancak,
Ahmet Soylu, Mehmet Akif Diizenli

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

Akcigerin skuamoz hiicre karsinomast (scc), non-small cell karsinomlart sinifinda yer alir. Akciger
kanserlerinin igindeki orami yaklagik %25-30"dur. SCC*nin ¢ogu ana lob, segmental veya subseg-
mental bronslar icerisinde ortaya gikar; ancak bazilari daha periferde goriiliir. Genellikle sigara
ile iliskilidir. Akciger kanserli hastalarin yaklasik 1/3 ii uzak metastaza bagli semptomlar gosterir.
Beyin, ke, siirrenal bezler, kemikler, kemik iligi, kars1 akciger (hematojen veya lenfatik yolla) ve
bobrekler en sik metastaz goriilen organlar olmakla birlikte, viicudun her yerine metastaz olabilir.
Akciger kanserinin hematojen yolla, pulmoner ven araciligiyla sol atriyum igine invazyonu nadir
goriilen bir durumdur. Bu yiizden nadir goriilen bu vakay1 raporladik. Bilinen ek hastaligi olmayan
sigara kullanma ykiisii olan hasta, ndbet gecirme, sag alt ve iist ekstremitede giigsiizliik sikayeti
ile acil servise bagvurdu. Hastanin 1 senedir olan oksiiriik, balgam ¢ikarma 6ykiisii mevcut. Acil
serviste cekilen kranial MR’da beyin metastazi ile uyumlu lezyon goriilmiis. Metastaza neden
olan odak aragtirilmak iizere sol akciger alt lob biyopsisi yapilmig ve scc tanist konulmus. Yapilan
transtorasik ekokardiyografide, mitral kapaktan sol atriyuma uzanan kitle? vejetasyon? trombiis?
izlendi. Bunun iizerine yapilan transozefageal ekokardiyografide, sol iist pulmoner ven agzindan
kaynaklanan, sol atrium i¢inde 2.8 cm-2.4 cm boyutlarinda mobil kitle izlendi., Kitlenin diizensiz
oriintimlii olmasi, dansitesinin trombiisle uyumlu olmamasi ve hastanin malignite dykiisiiniin ol-
masi, kitlenin metastaz oldugunu diistindiirdii. Hasta kardiyovaskiiler konseyinde degerlendirildi.
Onkolojiye danisilan hastaya yapilacak cerrahinin yasam siiresini etkilemeyecegi diisiiniilerek me-
dikal takip karar1 alindi. Trombiis ve emboli riskinden dolayi tinzaparm 175 IU/kg 1x1 sc olarak
baglandi. Akciger kanserinin kardiyak metastazi, otopsilerde %25 oraninda tespit edilmektedir.
Ancak klinik pratikte bu oranda tespit edilememektedir. Kardiyak metastazlar yiiziinden, serebral
ve periferik emboliler goriilmektedir. Bu yiizden akciger kanseri olan hastalarda transtorasik eko-
kardiyografi sirasinda metastaz yoniinden dikkatli bir inceleme yapilmas: gerekmektedir.

Sekil 1. 2D kitle goriintimii. Sekil 2. 3D kitle goriiniimii.

Sekil 3. TEE, 3D video.

Sekil 4. TEE’de kitle goriiniimii video.
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Sekil 5. TEE’de kitle goriiniimii, ventrikiil ile iligkisi.

Konjenital kalp hastaliklar

OPS-142

Eriskin yasta senkopla basvuran hastada nadir bir patoloji:
Fallot tetrolojisi

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

Giris: Fallot tetralojisi (TOF) ¢ocukluk ¢aglarinda en sik goriilen siyanotik konjenital kalp hasta-
ligidir. Bu hastalarda cerrahi diizeltme i¢in en uygun zaman dilimi hayatn ilk 3-6 aylik dénemidir.
TOF vakalarinin %66°s1 bir yil igerisinde hayatini kaybederken, cerrahi olarak diizeltilmemis has-
talarin sadece %3’ii 60 yas iizerine kadar yagayabilmektedir.

Olgu: 24 yasinda erkek hastanin tam senkop sonrasi hastanemiz acil servisine bagvurusu esnasinda
troponin degerlerinde progresif artis olmast nedeniyle klinigimize yatirildi. Hastanin fizik muaye-
nesinde sag kolda dogumsal defekt oldugu, tiim el parmaklarinda comaklagma oldugu ve oral mu-
kozalarda siyanotik goriiniim oldugu tespit edildi (Sekil 1). Kardiyovaskiiler sistem degerlendiril-
mesinde tiim odaklara yayilan devamli tarzda iifiiriim ile beraber, pulmoner odakta siddetli ve uzun
siireli sistolik iifiiriim tespit edildi. Hastanin elektrokardiyografisinde sag dal blogu tespit edildi.
Yapilan ekokardiyografisinde genis bir ventrikiiler septal defektle beraber, belirgin sekilde hipert-
rofiye olmus sag ventrikiil, tipik bir over-riding aorta ile beraber pulmoner kapakta ciddi gradient
izlendi (Sekil 2). Bunun iizerine hastanin hikayesi derinlestirildiginde 2 yasindayken kalpte delik
oldugunun sdylendigi, ancak gegen 22 yillik zaman siiresince herhangi bir kardiyoloji poliklinigine
bagvurusunun olmadigr 6grenildi. Buna ek olarak 10 yil oncesinde tek bobrege sahip oldugunun
troponin yiiksekliginin iskemik etyolojisini aragtirmak icin koroner anjiyografi 6nerildi ancak has-
ta islemi kabul etmedi. Kalp hastaligina yonelik olarak hastanin agik kalp cerrahisi ihtiyacinin
oldugu belirtildi ve kardiyak tomografik inceleme planland1. Mevcut islemleri kabul etmeyen hasta
ikili antiagregan ve betabloker tedavisi ile taburcu edildi.

Sonug: Ileri yaslarda bagvuran siyanotik konjenital kalp hastalarmin yonetimi eriskin kardiyo-
loglarin genellikle ¢ekindigi bir konudur. Bizim hastamiz gibi ilerleyen yaslarda bagvuran TOF
vakalarinin degerlendirirken dikkat edilmesi gereken bazi durumlar vardir. Ozellikle cerrahi plan-
lantyorsa hastalarin ncesinde koroner anatomisin degerlendirilmesi gerekmektedir, ayn1 zamanda
sag aortik arkus varligi ortaya konulmalidir. Boyle hastalarin %25’inde sag tarafli aortik arkus
izlenmektedir ve hastalarin %10’unda koroner anomali izlenir. Bu durum cerrahi sirasinda koro-
ner hasara neden olabilir. Ek olarak intrakranial patolojiler (abse, anevrizma) ve eslik eden diger
kardiyak patolojiler agisindan hasta degerlendirilmelidir. Geleneksel olarak pulmoner darlik deger-
lendirilmesi igin sag kalp kateterizasyonu planlanabilir ancak gelisen kardiyak MR ve tomografik
degerlendirilmeleri yeterli olabilir. Pulmoner darligin degerlendirilmesi igin sag ventrikiilografinin
yapilmasi darligin degerlendirilmesi i¢in yardimc olabilir.

Sekil 1. Sabot (Tahta ayakkabi) goriintimii.

Sekil 2. Fallot tetralojisi EKO gériintiileri.
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A rare congenital coronary artery abnomaly; right coronary artery
origin from septal brunch of left anterior decending artery

Namik Ozmen, Fatih Tekiner, Yal¢in Avct
Department of Cardiology, Medicalpark Bahgelievler Hospital, Istanbul

Aim: Cognetinal coronary artery anomalies are a rare condition. Coronary arteries origin from
opposite sinus valsalva are common relatively. But according to our knowledge 1t is not reported
right coronary artery (RCA) origin form septal brunch of left anterior decending coronary artery
(LAD) before. We present a young male having with RCA origin from septal brunch of LAD.
Case: 20-year-old male was admitted to another center with exercise chest pain. He was an ama-
teur basketball player. In this center, 1t was determined inferior wall ischemia on myocardial perfu-
sion scintigraphy and directed to our center for coronary angiography. His physical examimantion,
echocardiograhy, and biochemisty parameters were in normal range. But he had some ventricular
premature beats on his rhythm holter. On his coroanry angiography, RCA was not in original site
(Figure 1), but RCA was origin from septal brunch of LAD. (Figure 2, 3). On his computed tomog-
raphy coronay artery angiography revealed that RCA origin from septal brunch was travelling in
front of the right ventricular outflow tract (Figure 4). It can be said that absence of coronary brunch
in proximal right avtrioventricular sulcus may cause exercise chest pain in our case.

Conclusion: In patients with execise chest pain, congenital coronary artery anomalies shouldn’t
be taken into consideration.

Figure 1. RCA is not seen on its site on aortgraphy. Figure 2. Arroow shows RCA origin from septal

brunch of LAD.

Figure 4. White arrow shows RCA origin frome
septal brunch, bold arrow shows LAD-septal
artery on computed tomography coronary angi-
ography.

Figure 3. Arrow shows abnormal origin RCA.

OPS-145

Dogum sonrasi gelisen paradoksal embolide trombolitik verelim mi?
Ziya Gokalp Bilgel, Anil Tanburoglu, Tansel Erol, Hakan Ibrahim Giillii
Bagkent Universitesi Tip Fakiiltesi Adana Arastirma ve Uygulama Merkezi, Adana

Girig: Tiim arteriyal embolilerin bir kismi (<%2) paradoksal embolilerden kaynaklanmaktadir.
Paradoksal embolilerin ¢ogundan bir patent foramen ovale veya atriyal septal defekt (ASD) sorum-
ludur. Akut pulmoner tromboemboli (PTE) ve inmenin ayn1 anda goriildiigii nadir vakalar olmakla
birlikte bu hastalardaki optimal tedavi secenegi net degildir. Bu vakada daha 6nce Ebstein anoma-
lisi ve ASD nedeniyle opere olan ve yeni dogum yapan geng hastada es zamanli akut PTE ve inme
saptanmis olup antikoagiilan tedavi verilmistir.

Olgu: Yirmi yaginda kadin hasta nefes darligi, sag kol ve bacakta giigsiizliik, suur bozuklugu
nedeniyle bagvurmustu. Hastanin 6zge¢misinde 4 yil 6nce Ebstein anomalisi ve ASD nedeniyle
operasyon Oykiisii mevcut olup, hastaya ASD kapama ve trikiispit kapak onarimi yapilmig. Hasta
bir giin dnce servikovajinal yolla dogum yapmusti. Norolojik muayenede 2/5 sag hemiparezi, to-
tal afazi saptanan hastaya cekilen beyin BT de sol orta serebral arter sulama alaninda akut infakti
diistindiiren lezyonlar saptandi. Takibinde hastada takipne, dispne, tasikardi ve hipoksi goriilmesi
iizerine ¢ekilen toraks BT anjiografide PTE saptand: (Sekil 1). Bunun iizerine yapilan transtorasik
ekokardiyografi sag kalp bosluklarinda dilatasyon, ciddi trikiispit yetmezligi (TY), sag ventrikiil sis-
tolik islevlerinde azalma izlendi. Sistolik pulmoner arter basinci 35 mmHg saptandr ancak TY akim
Doppler bulgulari incelendiginde genis tabanli bir jet akimin olmasi ve siirekli dalga Doppler’de
akimin erken iiggen seklinde olup sistolik pik yapmasi TY nin ciddi oldugunu diisiindiirmekteydi.
Transozefageal ekokardiyografide ise en biiyiigii 11 mm capinda 3 adet ASD ve sagdan sola ge-
¢is tespit edildi (Sekil 2a-2b). Hastanin beyin MRGsindr sol orta serebral arterde diizeyinde akim
yoklugu ve frontal, temporal, parietal lob ve bazal ganglionlar1 tutan ¢oklu akut iskemik alanlar
tespit edildi (Sekil 3). Bu vakada rezidii ASD mevcut olup paradoksal emboli PTE nedeniyle sag
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kalp basinglarinin yiikselmesi sonucu santin sagdan sola donmesine bagl gelismis olabilir. Belki
de operasyon Oncesi sag basinglar yiiksek oldugundan septumda 10 mm’lik delik birakilmis olabi-
lir. Saptanan ciddi TY, sag kalp bosluklarindaki dilatasyon ve sag ventrikiil duvar hareketlerideki
azalma Ebstein Oykiisii oldugundan eski bulgular m1 yoksa PTE ‘ye bagli akut gelisen yeni bulgular
mi ayirt etmek pek miimkiin degildi. Literatiirde ¢esitli nedenlerle dogum sonrasi tPA uygulanan
vakalar incelendiginde vajinal veya sezeryan dogum farketmeden hepsinde ciddi kanama goriilmiis.
Ayrica inme semptomlarinin iizerinden 5 saat ge¢mis olmasi ve ara ara vajinal kanamalarimin da
devam etmesi gibi nedenlerle hastaya sistemik intravendz tPA tedavisi diistiniilmedi. Diisiik molekiil
agirlikli heparin, asetilsalisik asit ve klopidogrel tedavisi baglanan hasta daha sonrasinda varfarin te-
davisine gegilerek taburcu edildi. 6 ay sonra sant degerlendirilerek ASD’nin kapatilmasi ve trikiispit
cerrahisi yada perkiitan ASD kapama agisindan degerlendirilmesi planlandi.

Sekil 1. Toraks BT Anjiografi’de PTE. Sekil 3. Beyin MRG.

Sekil 2. (A) TOE’da ASD ve sag sol sant. (B) TOE’de ASD.

OPS-147

Hybrid revascularization and percutaneous left main coronary
artery occlusion with a ventricular septal occluder in a patient

with coronary aneurysm and dissection due to Kawasaki disease

Ferit Onur Mutluer, Omer Yildiz, Isil Yildirim, Ash Kara, Sanser Ates, Alpay Celiker
Department of Cardiology, Kog University Faculty of Medicine, Istanbul

Long term morbidity and mortality of Kawasaki disease are related to coronary artery sequela.
We report a patient with Kawasaki disease who underwent a hybrid procedure consisting of re-
vascularization of dissected left circumflex coronary and posterolateral coronary artery branches
and transcatheter occlusion of the left main coronary artery (LMCA). The case was managed by
a multidisciplinary adult congenital heart disease team, consisting of pediatric cardiologists and

adult cardiologists experienced the care of adult congenital heart disease patient, pediatric and
adult electrophysiologist, interventional cardiologist and cardiac surgeons experienced in the field.

Figure 1. (A) LIMA-LCX graft (asterix) is seen with poor perfusion in the segment after the anastomosis
(left anterior oblique [LAO] 85°) (B) RIMA-LAD graft (asterix) is patent (LAO 80°) (C) Coronary aneu-
rysm (a) in the left main coronary artery segment, coronary dissection in the PL branch (d), and anastomosis
segments of the radial graft seen in the next panel (asterix) (LAO 15° cranial 15°) (D) AO-Radial Artery-
PL-CX sequential graft (asterix) is demonstrated (straight AP) (E) The device on the tip of the delivery
sheath with the first disk (asterix) deployed (LAO 15°). (F) Aortography shows the device (asterix) in place
with no leak (LAO 25°).
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Geng hastada yaygm koroner arter spazmin eslik ettigi tekrarlayan
akut koroner sendrom

Burak Acar, Sefa Unal, Cagr1 Yayla, Dursun Aras, Halil Kisacik
Ankara Tiirkiye Yiiksek Ihtisas Hastanesi Kardiyoloji Klinigi, Ankara

Kirk yaginda kadin hasta retrosternal gogiis agrisi nedeni ile acil servise bagvurdu. Hastanm
hikéyesinden 1 yil once circumflex artere (CX) 2 adet stent uygulandigi ve koroner arter has-
taligi acisidan ek bir risk faktorii olmadigi Ggrenildi. Hastanin bagvuru sirasindaki EKGsinde
inferior derivasyonlarda ST elevasyonu mevcuttu ve hastaya akut inferior miyokart enfarktiisii
tanist ile koroner anjiyografi (KAG) yapildi. Yapilan anjiyoda sag koroner arter (RCA) distalinde
%99 tromboze lezyon, Cx stentin tam tikali oldugu, sol inen arter (LAD) normal olarak saptand.
Intrakoroner perlinganit sonrasi lezyon %70’e geriledi ancak stabil olmayan lezyon diisiiniilerek
2,25x18 mm ilag kapl stent (IKS) implante edildi (Sekil 1). KAG’da hastanin damarlarinda yo-
gun spazm dikkati ¢ekti. CX stenti birgok tel denenmesine ragmen gecilemedi ve hasta sorunsuz
hastane izlemi sonrasi taburcu edildi. Hasta 3 ay sonra tekrar gogiis agris1 sikayeti ile bagvurdu,
anstabil anjina pektoris kabul edilerek hastaya kontrol KAG yapildi. En son implante edilen stentte
restenoz oldugu goriildii, FFR yapildi. FFR degeri en diisiik 0,85 olarak geldi hasta medikal olarak
takip edildi (Sekil 2). Hasta 3 ay sonra tekrar bagvurdu ve miyokart perfiizyon sintigrafisine ciddi
efor iskemisi saptandi. RCA stent bolgesinde ve crux bifurkasyon bolgesinde ciddi lezyon sap-
tand1 (Sekil 2). Bunun iizerine stent i¢ine 3,0x20 mm non-komplian balon ile PTCA, daha sonra
3.0x22 mm IKS uygulandi. Bifurkasyon bolgesine ise kissing balon uygulandi. Hasta tekrar ek
sikiti olmadan taburcu edildi. Ardindan 4 ay sonra hastanemize tekrar gogiis agrisi ile bagvuran
hastaya tekrar KAG yapild1. Stentin ciddi derecede stenotik oldugu ve yan dal ostiumunda ciddi
lezyon saptanmast tizerinde hastaya coulette teknigi ile tekrar daha genis ¢apta ilag kapli stentler
uygulandi (ana dala 3.5x12 mm ve yan dala da 2.75x16 mm) (Sekil 2) ve sorunsuz bir sekilde hasta
taburcu edildi. Hasta 6 ay boyunca ara ara gogiis agrilari oldu fakat medikal takip edildi. 6. Ayda
acil servisimize nitrat ile gegmeyen gogiis agrisi ile bagvurdu, acil serviste ventrikiiler fibrilasyona
giren hasta defibrile edilerek tekrar KAG’a alindi. Yapilan KAG da LMCA distali LAD proximal
kesiminde spazminda eslik ettigi %70 lezyon ve RCA stentinin %100 tikali oldugu saptandi (Sekil
3). Ardindan hasta KVC ile beraber operasyon uygunlugu agisindan degerlendirildi fakat daha son-
ra hastaya perkiitan girigim karar1 verildi. LMCA-LAD lezyona 3.5x31 mm IKS stent yerlestirildi,
daha sonra RCA stent icine PTCA sonrasi stent proximaline 3.5x12 mm stent uygulandi, islem
komplikasyonsuz bir sekilde sonlandirildi. Basart a¢ilim saglandi ve hasta koroner yogun bakim
izlemi sonrasin taburcu edildi.

Sekil 1. Koroner anjiyografide Cx stentinin tama yakin tikali oldugu, RCA distalinde spazm ile beraber akut
tromboze lezyon ve stent uygulamasi sonrasi RCA goriiliiyor.

Sekil 2. RCA’da stent restenozu,FFR uygulamasi ve ii¢ ay sonra coulette stentleme.

Sekil 3. Sol ana koroner arterde akut tromboze lezyon ve RCA stentinin total restenozu.
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OPS-149

Yeni jenerasyon oral kontraseptif kullanim sonras gelisen soktaki
kalp krizi hastasinin ana koroner arter bifurkasyonunun
TAP teknigi ile stentlenmesi

Ahmet Seyfeddin Giirbiiz', Eylem Kivang?, Yakup Alsancak', Ahmet Soylu',
Mehmet Akif Diizenli'

Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya
2Eskisehir Asker Hastanesi, Kardiyoloji Klinigi, Eskisehir

Daha 6nce bir ¢ok calismada yiiksek doz Gstrojen igeren oral kontraseptifler (OKS) ile artmig
kalp krizi riski arasindaki iligki gosterilmistir. Diisiik doz dstrojen ve yeni progesteron igeren yeni
jenerasyon OKS lerde eski jenerasyon OKS lere gore kalp krizi riski azaldig1 gosterilmistir. Yeni
jenerasyon OKS olan Yasmin (30 g etinil 6stradiol and 3 mg drospirenon) kullanan vakamizda
hayati tehdit eden kalp krizi sunulmustur. Otuziki yaginda gen¢ bayan hasta acil servise yaklasik
30 dakika 6nce baglamig siddetli retrosternal gogiis agrisi, bulanti ve genel durum bozuklugu ile
bagvurdu. Arteriyel tansiyonu 70/40 mmhg 6l¢iildii. Elektrokardiyografisinde (EKG) I, aVL ve go-
giis derivasyonlarinda 2 mm ST elevasyonu saptandi. Anamnezinde dokuz yildir sigara kullanim1
olan, hipertansiyon, diyabet ve hiperlipidemi tanilar1 olmayan hastanin son 3 aydir OKS (Yasmin)
kullandig: 6grenildi. Ekokardiyografisinde EF %30, anterior anteroseptum, apeks hipokinetik, mit-
ral yetersizligi hafif izlendi. Hasta yaygin anterior miyokard enfarktiisii tanisi ile acilen anjiografi
labaratuarma alindi. Sol sistem koroner anjiografisinde sol &n inen (LAD) arter ostiumdan tikali,
sol ana koroner arter (LMCA) distalinde kritik lezyon saptandi. LAD ve Circumflex artere (Cx)
soft tel ile gegildi. LAD osteal 2.0x15 mm balon ile predilate edildi. LAD de Timi-2 akim saglandi.
LMCA dan LAD ye uzanacak sekilde 3.0x30 mm ilag¢ salinimli stent (DES) implante edildi. LAD
de Timi-3 akim saglandi. Hastanin hemodinamisi stabillesti. Cx osteal %99 lezyon saptandi. Cx
tekrar tellenerek 2.0x15 mm balon ve 2.75x15 mm non-kompliyan (NC) balon ile kissing balon
uygulandi (Sekil 1). Cx osteal %99 lezyon sebat etmesi iizerine Cx ¢ TAP teknigi kullanilarak
LMCA-LAD de balon parki esnasinda Cx e 2.5x15 mm DES impllante edildi. Stent balonu ve
park edilen 2.5x15 mm NC balon ile kissing balon uygulandi. Ardindan 3.x12 mm NC balon ile
POT uygulandi. Tam aciklik sagland: (Sekil 2). RCA acik saptandi. Hastaya intrakoroner bolus
tirofiban uygulamasi sonrast tirofiban infiizyon verildi. Hasta 4 giin sonra taburcu edildi. 3 ay sonra
gogiis agrist olan hastaya kontrol KAG uygulandi. Stentler agik saptandi (Resim 3). Yasmin her ne
kadar yeni jenerasyon bir OKS olsa da daha &nce yapilan bir ¢aligmada Yasmin kullanimi altinda
kalp krizi gegiren hastalarin st segmet rezoliisyonlarin daha diisiik oranda, igslem sonrasi daha kotii
EF ye sahip olduklari ve trombiis yiiklerinin daha fazla oldugu gosterilmistir. Sigara ile birlik-
te kullanimu kalp krizi riskini arttirmaktadir. Her tiirlii OKS kullanimi hasta se¢imi iyi yapilarak
ve kardiyovaskiiler risk faktorleri iyi irdelenerek verilmelidir. Ayrica acil bir hastada bifurkasyon
yontemi olarak TAP tekniginin secilmesi, 6nce anadal akimimin saglanmasi, 6 F kateterden uygu-
lanabilmesi, kissing balon uygulamasinin hizla yapilabilmesi nedeniyle tercih nedeni olmustur.

Sekil 1.
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Sekil 2.

Sekil 3.
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Bir kortikosteroid olan triamsinolon kullanimina bagh gelisen
kounis sendromu

Hasan Korkmaz', Miicahid Yilmaz?

!Firat Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Elazig
°Elazig Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Elazig

Akut koroner sendromlar ile alerjik veya hipersensitivite reaksiyonlarimin birlikte goriilmesi kli-
nik pratikte gittikce artmaktadir. 1991°de Kounis ve arkadaglar1 “alerjik anjina sendromunu” tarif
etmistir. Braunwald 1998’de alerjik reaksiyonlarda histamin ve I6kotrienlerin koroner damar diiz
kaslarinda spazm olusturabilecegine isaret etmistir. Herhangi bir alerjik maruziyet sonrasi mast
hiicre aktivasyonu sonucu ortaya ¢ikan histamin, triptaz, l6kotrienler, tromboksan gibi agiga ¢1-
kan bir takim mediyatorler araciligi ile koroner vazospazm goriilebilmektedir. Giiniimiizde alerjik
anjina veva alerjik miyokart enfarktiisii “Kounis Sendromu” olarak adlandirilmakta ve koroner
arter spazminin sebebi olarak kabul edilmektedir. Antibiyotik, analjezikler déhil birgok ilag, kont-
rast maddeler, ar1 ve bocek sokmasi, insektisit maddeler ve bazi gidalar alerjik nedenli koroner
vazospazm yaparak Kounis sendromuna neden olabilmektedir. Prednol ve antihistaminiklerle va-
zospazm diizelmekte ve klinik cevap alinabilinmektedir. Bu olgumuzda bir kortikosteroid olan
triamsinonolon kullanimi sonrasi gelisen kounis sendromu hastamizdan bahsedilecektir. Olgumuz
52 yaginda bayan hasta. Hastamiz klinigimize dis merkezden non-ST elevasyonlu miyokard in-
farktiisii tanisiyla sevkedildi. Hasta gogiis agris1 6ncesinde dis merkezde kafa derisinde dokiintii ve
kagint1 nedeni ile dermatoloji klinigine bagvurmus. Dermatoloji uzmaninca yapilan degerlendirme
sonucunda hastaya dermatit tanistyla, Triamsinolon asetonid 40mg/ml (Kenacort-A Retard IM
Ampul) tedavisi regete edilmis. Tedavinin ilk dozundan yaklagik 15 dakika sonra hastanm tipik bir
anjinasi baglamig. Hasta anjina nedeni ile dig merkez acil klinigine bagvurmus. Cekilen EKG’sinde
DII, DIII, aVF, V3-V6 derivasyonlarinda belirgin ST ¢okmesi olmasi iizerine klinigimize sevk
edilmis. Hasta klinigimize geldiginde agrisi olduk¢a azalmis ve EKG degisiklikleri devam etmek-
teydi. Biyokimyasal testlerinde troponin pozitifligi disinda 6zellik yoktu. Hastanin agrisi triam-
sinolon intramuskuler tedavisi sonrasi bagladig: i¢in alerjik bir vasospazm diisiiniilerek 1 ampul
antihistaminik (Feniramin maleat 45.5 mg/2ml, Avil amp) yapildi. Ayn1 zamanda standart tiim
antiiskemik tedavi verildi. Hasta koroner anjiografi laboratuarina alindi. Yapilan koroner anjiog-
rafisinde koroner arterler normal olarak degerlendirildi. Bu nedenle hasta kounis sendromu olarak
kabul edildi. Onerilerde bulunarak taburcu edildi. Kounis sendromu tedavisinde antihistaminikler
ve prednol gibi steroidler kullanilmaktadir. Bir kortikosteroid olan triamsinolon ile gelisen kounis
sendromu bu vakamiz bu yoniiylede oldukgca farkli bir vakadir.
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Sekil 1. (A) Hastanin gelis EKG’si. (B) Tedavi sonrasi EKG’si.

Sekil 2. Hastanin koroner anjiografi goriintiileri.
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Transient complete atrioventricular block associated with ticagrelor
therapy after acute coronary syndrome

Asim Enhos, ilke Celikkale, Mustafa Ahmet Huyut, Erdem Karagép, Nijat Bakshaliyev,
Mahmut Uluganyan, Hatice Aylin Yamag¢ Halag, Nuray Kahraman Ay,
Ziya Ismayiloglu, Ramazan Ozdemir

Department of Cardioldgy, Bezm-i Alem Vakif Gureba Training and Research Hospital, Istanbul

A 76 year old hypertensive male patient was admitted to our cardiology department because of
typical anginal chest pain for 4h. The patient was hemodynamically stable on admission but electro-
cardiogram showed normal sinus rhythm, 4 mm ST segment elevation in inferior leads, and 1 mm
ST segment depression in DI — aVL lead. With initial diagnosis of acute inferior wall myocardial
infarction we gave the patient 300 mg ASA, a loading dose of ticagrelor and unfractionated hepa-
rin. Then he underwent catheter laboratory and right coronary angiogram revealed total occlusion
posterior descending artery and mid segment of RCA. Right coronary balloon angioplasty to distal
and mid RCA TIMI III flow was successfully obtained. After the procedure the patient was asymp-
tomatic and hemodynamically stable. Electrocardiogram showed normal sinus rhythm (heart rate:
61 beats per minute), pathologic Q waves in inferior leads, and first degree atrioventricular block(PR
length: 29 msn). (Figure 1) We didn’t start beta blocker therapy and decided to continue ticagrelor.
Hence, the patient received a loading dose of 180 mg ticagrelor. Ten hours later after ticagrelor ther-
apy, complete atrioventricular block (heart rate: 50 beats/min.) (Figure 2) appeared on continuous
ECG monitoring but the patient was asymptomatic and hemodynamically stable so we didn’t plan to
perform temporary pacemaker. The patient was in atrioventricular block although 2 days after tica-
grelor therapy despite good right coronary patency revealed by control angiography (Figure 3) The
treatment with ticagrelor was stopped and klopidogrel was started. On the third day after stopping
ticagrelor, the patient was mainly in normal sinus rhythm with first degree atrioventricular block
and remained in normal sinus rhythm (heart rate: 71 beats per minute)(Figure 4) for 4 days with no
recurrences of advanced heart block. The patient was discharged in good clinical status and during
one month of follow-up there were no recurrences of heart block or any other bradyarrhythmias.
Conclusion: According to the PLATO trial, ticagrelor may lead to increased incidence of asymp-
tomatic ventricular pauses. In addition, there are some reports about the side effects of ticagrelor
like bradycardia and dyspnea. It is considered that the inhibition of the re-uptake of adenosin from
the red cells and increasing plasma concentration of adenosine may be responsible for the brady-
cardic effect of the ticagrelor.

Figure 1. Figure 2.
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Figure 4.
Figure 3.
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Akut LAD stent trombozu ile iligkili inferior derivasyonlarda
ST elevasyonu
Ersin ibisoglu, Haci Murat Giines, Filiz Kizilirmak Y1lmaz, Giintekin Giinhan Demir,

Mehmet Onur Omaygeng, ibrahim Oguz Karaca, Beytullah Cakal, Fatih Erkam Olgun,
Umeyir Savur, Filiz Celebi, Deniz Dilan Naki, Tayyar Gokdeniz

Istanbul Medipol Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dalt, Istanbul

Miyokard enfarktiisiinde goriilen ST-segment elevasyonu koroner lezyonlar agisindan oldukga
yol gosterici dzellige sahiptir. 45 yaginda agir sigara bagimlist bir erkek hasta acile 30 dakikadir
baglayan gogiis agrisi sikayetiyle bagvurdu. Cekilen 12 derivasyonlu EKG’de D1, AVL, V1-V6
derivasyonlarinda ST-segment elevasyonu goriildii ve yapilan koroner anjiyografisinde sol inen
koroner arter (LAD) lezyonu oldugu gosterildi. Primer girisim planlanip lezyona stent takilarak
tedavi edildikten sonra hasta koroner yogun bakima takip amagli alindi. Cekilen EKG normal
siniis ritmindeydi. 20 dakika kadar sonra hastanin gogiis agrisi tekrarlayinca cekilen EKG’de D2,
D3, AVF derivasyonlarinda ST-segment elevasyonu oldugu tespit edildi. Hasta tekrar kateter labo-
ratuvarina alindi. Yapilan koroner anjiyografide proksimal LAD’ ye takilan stentin baglangicindan
itibaren tromboze oldugu izlendi. Lezyon yeniden tedavi edildikten sonra hasta ii¢ giin koroner
yogun bakimda takibinin ardindan sifa ile taburcu edildi.

Sekil 1. Anterior miyokard infarktiisii.

Sekil 2. LAD proksimal okliizyon. Sekil 3. Bagarili revaskiilarizayon.

Sekil 4. Normal siniis ritmi.
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Sekil 5. inferior miyokard infarktiisii.

Sekil 6. Akut LAD stent trombozu. Sekil 7. RCA.

Sekil 8. Basarili revaskiilarizasyon.

OPS-153

Ciddi Hipertriglisediminin 6liimciil komplikasyonu: Akut pankreatit
ve akut ST elevasyonlu miyokart enfarktiisii birlikteligi

Utku Zeybey, Ali Manav, Cihan Oztiirk, Servet Altay
Trakya Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Edirne

Hipertrigliseridemi, akut pankreatit etyolojisinde iyi bilinen bir etken olarak yer almaktadir.Hi-
pertrigliseridemi ¢esitli mekanizmalarla akciger karaciger, kalp gibi ¢esitli organlarda patolojilere
yol agmaktadir. Daha Gnce tanisi olmayan bir hastada, akut miyokart enfarktiisii (AMI) ve akut
pankreatit klinigine neden olan hipertrigliseridemi olgusu ve tedavi yonetimini sunmaktay1z.52
yaginda erkek hasta acil servise bir giin dnce baglayan ve iki saattir siddetlenen epigastrik bolgeden
baslayan, g6giis ve kola yayilan agr sikayeti ile bagvurdu.Cekilen elektrokardiyografisinde V2-V6
derivasyonlarinda 2 mm ST segment elevasyonu saptandi. Koroner anjiografide LAD diyagonel
dal sonrasi total oklude olmast iizerine 1.5x15 mm ¢apinda balon dilastayonu sonrasi 3.0x20mm
boyutunda evolimus kapli stent implante edildi, trombiis yiikii ve sirkumfleks arterde tromboze lez-
yon olmasi iizerine absiksmab infiizyonu baslanarak yogun bakima alindi.Yogun bakim takiplerin-
de epigastrik bolgede agris1 devam eden hastanin tetkiklerinde lipid profilinde trigliserid 1862 mg/
dl olarak izlendi.Kontrastli batin bilgisayarli tomografisinde akut 6demat6z pankreatitle uyumlu
goriintii saptandi.Hastaya akut pankreatit tamsi konuldu.Ozellikle geng, aile ykiisii olan, hipert-
rigliseridemi oldugu bilinen hasta akut koroner sendromla bagvuruyorsa A.pankreatit olabilecegi
diisiiniilmeli ve batin muayenesi de 6zenle yapilmalidir. Bu hastada baglangicta A pankreatit tanist
konulmusg olsa da STEMI nedeniyle primer PKG yapilmasi gereklidir. Bu sekilde bagvuran hasta-
larda islemin (PKG) detaylarina (Gp2b3a baglanmasu, ila¢ kapli/¢iplak metal stent secimi) iliskin
cerrahi branglar ile ortak degerlendirme yapilmali ve tiim bunlarin sonucuna gore destek tedavi-
sinin daha erken yapilip cerrahi planlanacaksa optimal kosullarin saglanabilecegi diisiiniilmelidir.
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Sekil 1. V2-6 ST segment elevasyonu.

Sekil 2. (A) Sol sistem goriintiilemesi LAD lezyonu. (B) LAD stent implantasyonu sonrasi ve Cx lezyonu.

Sekil 3. Pankreas korpus bas ve unsinat proges bliimiinde peripankreatik yagh planlarda inflamasyonla
uyumlu heterojen 6demat6z goriiniim.
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Arare coronary anomaly was detected during the angiography in
patient with acute coronary syndrome; Left main coronary artery
agenesis and right aortic origin of the left coronary system

ismail Ungan, Alper Vural, Fatih Rifat Ulusoy, Fatih Besiroglu, Mehmet Kocaaga,
Feyza Kurt, Sabir Jahid

Department of Cardiology, Yalova State Hospital, Yalova

Introduction: The coronary artery anomalies are classified into abnormalities of origin, distribu-
tion and termination. The incidence of anomalous origination of the left coronary artery from right
sinus is 0.15%. We aimed to present an anomalous origin of left coronary arteries arising from the
opposite sinus with separate ostium.

Case: A 64-year-old Turkish man with a two-day history of exertional angina applied to our clinic.
There were neither previous episodes of myocardial infarction nor a history of sudden cardiac
death. Cardiovascular physical examination and the resting electrocardiogram were normal. Sim-
ilarly, echocardiography showed a normal findings and no alterations of segmentary motion. Yet,
troponin level was found high (Troponin T: 2.14 ng/dl, cut-off 0.1 ng/dl). Coronary angiography
was performed through right femoral artery route. The attempt with left judkins catheter was failed
because left coronary ostium could not be found. During the visualization of the right artery, how-
ever, it was seen that the left coronary system is originated from the right aortic sinus and a separate
ostium (Figure C). Culprit lesion was found in the right coronary artery (RCA) and a successful
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percutan coronary intervention (PCI) was performed (Figure A, B). The 128-slice computed to-
mography (CT) coronary angiography of the patient showed that the left anterior descending artery
is anterior to the right ventricular out flow tract while the left circumflex artery is posterior and it is
in its normal position. The RCA had normal anatomical appearance (Figure D).

Conclusion: Anomalous origin of coronary arteries from opposite sinus of valsalva is rare finding.
Coronary exit anomaly coexistence in our case is quite rare (0.08%) and it is aimed to contribute
to literature.

Figure 1. (A) Serious stenosis in RCA proximal section. (B) RCA image after PCI. (C) Observation of
coronary ostium separately from right aortic sinus during non-selective aortography. (D) Outoff and course
of coronary arteries in CT angiography.

OPS-156

A cutaneous anthrax case complicated with electrocardiographic
ST-segment elevation and troponin positivity

Mustafa Celik', Erdogan Sokmen', Sinan Cemgil Ozbek', Ahmet Yilmaz?, Recep Karatas®

'Department of Cardiology, Ahi Evran University Training and Research Hospital, Kirsehir
’Department of Cardiology, Karaman State Hospital, Karaman
‘Department of Cardiology, S.B. Aksaray University Training and Research Hospital, Aksaray

A 14-year old male child patient was admitted by his parents to the emergency department of
Igdir State Hospital with the complaints of chest pain for 2 days. It was learned from his history
that he had been working as a shepherd boy. The physical examination revealed the following
FINDINGS: pulse, 65 beats/min; respirations, 17/min; body temperature, 36.8 °C; blood pres-
sure, 110/65 mmhg. A painless necrotic eschar of 1x1 cm diameter which was surrounded by
a vesiculobullous area with undefined borders was notified in the anterior surface of the right
forearm. A 12-lead resting electrocardiogram (ECG) taken on admission showed a diffuse seg-
ment elevation with a greater elevation in leads V5 and V6 (Figure 1). The reading on the pulse
oxymeter was 98%. Laboratory values on admission were: the leukocyte count, 8870/mm? with
a neutropil count of 7631/mm?* CRP, 9.8mg/dl (normal:0-0.5 mg/dl); AST, 64 U/L (normal:<45
U/l; ALT, 43U/1 (normal 8-40 U/L); Troponin I, 2.77 pug/I (normal 0-0.3 pg/L); BUN, 30 mg/dl;
creatinin 0.7 mg/dl; hemoglobin, 13.1 g/dl. An echocardiographic evaluation revealed normal left
ventricular function and wall motion with no valvular pathology, pericardial thickness or hypere-
chogenity, and pericardial effusion. Due to the fact that the presence of acute myocardial infarction
could not be ruled out considering the universal definition of miyocardial infarction, the patient
was administered to coronary intensive care unit and was put on an empirical constellation of
treatment including enoxaparin 0.4 cc administered subcutaneously, and clopidogrel 75 mg and
ASA 300 mg, along with a troponin and ECG controls every 6 hours. He was also consulted to
an infectious disease specialist for the eschar formation in forearm. A Gram stain was performed
on a smear obtained from the scar area, and Gram-positive bacilli were observed. Considering
altogether the presence of a typical black eschar formation surrounded by a vesiculobullous lea-
sion with undefined borders, absence of pain and high fever and a history of close contact with
livestock and livestock products and demonstration of Gram-positive bacilli from smear obtained
from the eschar lesion, the patient was diagnosed with anthrax. Accordingly, antibiotic treatment
regiment including crystallized Penicillin G administered intravenously as 4 million units every 4
hours for 7 days and oral Ciprofloxacin 500mg twice daily as a maintenance therapy for the next
7 days. Daily echocardiographic examination did not show any dynamic wall motion abnormality,
nor any pericardial thickness or effusion. Global left ventricular systolic function was observed to
be normal. Moreover, repeat ECG strips demonstrated ST segment resolution (Figure 2). During
follow up, cardiac troponin I level became 0.69 pg/L on the second day of hospital admission. The
patient was discharged from the hospital in a good health status with the advice of a subsequent
follow-up visit to the out-patient clinic 7 days later.

Figure 1. The admission ECG of the case.
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Figure 2. Resolution of ST elevation following therapy.
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Acute inferior myocardial infarction in a young patient with psoriasis

Ozgiil Ugar Elalnus, Havva Tugba Giirsoy, Burcu Ozyazgan, Umit Giiray,
Ahmet Korkmaz, Can Ozkan, Mehmet Ileri

Department of 1" Cardiology, Ankara Numune Training and Research Hospital, Ankara

Introduction: Psoriasis is a chronic inflammatory skin disease affecting 1-3% of the general pop-
ulation. Current data suggest increased cardiovascular risk in patients with psoriasis, which cannot
be explained by traditional risk factors.

Material and Methods: A 22-year-old male patient with psoriasis presented to emergency de-
partment with chest pain which started four hours ago. Twelve-lead electrocardiogram revealed
1 mm ST-segment elevation and T negativity in leads D2, D3, aVF, V5, V6. His vitals and body
temperature were normal. He had no coronary artery risk factors other than cigarette smoking. He
has been smoking half package a day for four years. His blood biochemistry and lipid profile were
normal. He had elevated white blood cells in hemogram (WBC: 23800/mm?, 89% neutrophils).
The patient was taken to catheter laboratory immediately. Coronary angiogram revealed massive
thrombus in the proximal right coronary artery (RCA) with distal TIMI 3 flow. Left main coronary
artery, left anterior descending artery and left circumflex artery were normal (Figure 1). We started
tirofiban infusion and continued for 48 hours. The patient also received traditional medical therapy
with aspirin 100 mg/day, ticagrelor 2x90 mg, subcutaneous enoxaparine, metoprolol 50 mg/day,
perindopril 5 mg/day and atorvastatin 20 mg/day. At the time of hospitalization the patient was tak-
ing topical steroids and retinoids for treatment of cutaneous psoriasis. He had no psoriatic arthritis.
Results: A control angiogram after tirofiban infusion was normal. Transthoracic echocardiogra-
phy revealed mild hypokinesis of left ventricular inferior wall with an ejection fraction of 55%.
The patient also had a history of pulmonary thromboembolism after a traffic accident. Therefore
we consulted him to hematology department for thrombophilia testing. The coagulation factors,
anticardiolipin antibodies were normal. PAI gene 4G/5G mutation was not detected. Finally, they
concluded that the patient had no genetic thrombophilic mutation.

Conclusion: We decided that the acute coronary syndrome was associated with psoriasis in this
22-year-old patient. In a recent Danish cohort, a significantly increased risk of myocardial infarc-
tion (MI) was found in patients with psoriasis. Psoriasis and atherosclerosis share many common
pathological pathways.These include T-helper cell activation, an excess of Th-1 cytokines,and
imbalances in the interleukin 1 pathway favoring inflammation. Psorias also associated with
vascular thrombosis, especially in the venous bed. Acute coronary syndrome should be ruled out
even in very young patients with psoriasis and chest pain. Finally, in several studies, psoriatic
patients treated with tumor necrosis factor inhibitors had a reduction in MI risk.

Figure 1. Coronary angiogram reveals thrombus in
proximal RCA.

Figure 2. Control coronary angiogram after tiro-
fiban infusion. Thrombus is dissolved and RCA is
normal.
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Huge coronary aneurysm causing acute myocardial infarction in a
young patient

Ahmet Yanik, Faruk Boyaci, Ugur Arslan
Department of Cardiology, Samsun Training and Research Hospital, Samsun

A 29-year old man with no cardiac risk factors was admitted to our coronary ICU with acute
anterior MI. Emergent primary PCI was planned and coronary angiography was performed. LAD
artery was totally occluded in the mid-segment. This lesion was passed with a floppy-guidewire
and PTCA was performed with 2.0/15 mm and 2.5/15 mm baloons. After PTCA of total occlu-
sion, distal TIMI-2 flow was obtained and a severe aneurysmatic dilatation was observed in LAD
(Figure 1). 3.0/23 mm and 3.0/27 mm sized graft stents (Fluency, Bart,USA) were implanted to
this lesion and distal TIMI-3 flow was obtained in LAD (Figure 2). After stent implantation, the
anurysm disappeaared with no-flow into its sac. The patient was discharged with medical therapy
including ASA, clopidogrel and atorvastatin. He was asymptomatic at his polyclinic visits in the
first and third month.

Figure 1. Huge coronary aneurysm causing acute
myocardial infarction.

Figure 2. Treatment of the coronary aneurysm
with graft stents.
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Sag koroner siniis ¢ikigh lateral Mi
Hasan Ali Barman, Koray Demir, Koray Celal Demirel, Adem Atici, Fatih Oztiirk
Mug Devlet Hastanesi, Kardiyoloji Klinigi, Mus

Amac: Koroner anjiyografi yapilan hastalarin yaklasik %0.5’inde koroner arter anomalisi saptan-
maktadir. En sik goriilen anomali sol 6n inen koroner arter (LAD) ve sirkumfleksin (Cx) sol ana
koroner arter yerine ayr1 ayri ¢ikmasidir. Bunu sag koroner arterin (RCA) sol koroner siniisten ¢1k-
mast ve Cx” in sag koroner siniisten ¢tkmasi takip etmektedir. Bu yazida oldukga nadir goriilen bir
konjenital anomali olan sol ana koroner arterin sag siniis valsalvadan ¢iktig1 bir olgu sunulmustur.
Olgu: Altmus ti¢ yasindaki kadin hasta 3 saatten beri devam eden ve sol omuza yayilan gogiis agris
ile hastaneye bagvurdu. Daha &nceden higbir sikayeti olmadigi gibi koroner arter hastaligi i¢in
yas diginda herhangi bir risk faktorii de yoktu. Fizik muayenede kan basinci 110/70 mmHg, kalp
hiz1 80/dakika idi. Sistem muayeneleri normaldi. Elektrokardiyografide DI-aVL’ de ST elevasyonu
vardr. Hasta akut lateral miyokard infarktiisii tanisi ile acil KAG laboratuvarina alindi. Yapilan
koroner anjiyografide sol ana koronerin sag siniis valsalvadan ¢iktig1 tespit edildi. (Sekil 1) LAD
proksimalde tam tikali izlendi. RCA ve Cx normal idi. LAD’ ye 2.75x26 mm ilag¢ salimmli stent
implante edildi. Nonkompliyan 3.5x15 mm balon ile postdilatasyon yapildi. Tam agiklik saglan-
di. Komplikasyon olmadi. (Sekil 2, 3) Hasta asetilsalisilik asit, klopidogrel, metoprolol tedavisi
altinda taburcu edildi.

Sonug: Sol ana koroner arterin sag siniis Valsalvadan ¢ikmasi olduk¢a nadir goriilen bir anomali-
dir. Hastanin prognozu sol ana koroner arterin seyrine baghdr.

Sekil 1. Sekil 2.

Sekil 3.
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idiyoventrikiiler ritm ile akut koroner sendrom iligkisi
Ecem Giirses, Serdar Payzin, Benay Ozbay
Ege Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Elli dort yag kadin hasta bilinen sigara disinda kardiyovaskiiler risk faktorii bulunmamaktadir.Has-
ta yaklasik 4-5 saattir devam eden sikistirici vasifta gogiis agrist ile Ege Universitesi Tip Fakiiltesi
Acil Servis bagvurmustur. Hastanin ¢ekilen EKG Siniis ritmi D3 Q dalgasi, D3 T - izlenmistir.
Acil Servis takibinde monitor degisikligi tizerine ¢ekilen EKG idiyoventrikiiler ritm izlenmesi ve
kardiyak enzim artist olmas iizerine Non ST eleve Myokard Enfarktiis tanist ile Ege Universite-
si Kardiyoloji Klinigi Koroner Yogun Bakim Unitesi’ne yatirildi. Hastanin anjina sikayet devam
etmesi tizerine koroner anjiyografi (KAG) islemine alindi. 5/7/2017 KAG raporu LMCA normal
LAD prox plak mevcut, CX normal RCA proximal %100 Total okluze. Medikal Takip karar1 alin-
di.Hastanmn anjina sikayet devam etmesi tizerine aralik Morfin uygulandi, Perlinganit infiizyon
baglandi, dinamik EKG degisikligi izlenmedi.11/7/2017 Ekokardiyografi LVEF %50 RVEF %30
TY 1-2 MY 1 SPAP 27 Inferior septum, inferior hipokinetik. RV anterior akinetik, lateral ileri
hipokinetik saptandi. Hastanin antiiskemik tedavi diizenlenerek taburcu edildi.
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Modafinil kullanim sonrasinda gelisen akut koroner sendrom vakasi

Bahar Tekin Tak', Habibe Kafes', Firdevs Aysenur Ekizler', Pinar Eraslan?,
Ozcan Ozeke!, Dursun Aras!

!Ankara Tiirkiye Yiiksek Ihtisas Hast. Kardiyoloji Béliimii, Ankara

’TC. SB. Dr. Abdurrahman Yurtaslan Ankara Onkoloji Egitim ve Aragtirma Hastanesi,

Pskiyatri Klinigi, Ankara

Kirk bes yasinda bayan hasta dikkatini siirdiirememe ve giindiiz uyku hali sikayetleri ile psikiyatri
poliklinigine bagvurdu.Hastanin dykiisiinde yaygin kas agrilari nedeni ile iki ay siiresince dulok-
setin 60 mg kullamidig1 6grenildi. Hastanin fizik muayenesinde santral obeziteharicinde patolojik
bulgu saptanmadi. Biyokimya parametrelerinden HDL-kolesterolii ik, LDL-kolesterolii yiik-
sek diger parametreleri normal sinirlarda saptanmig.Hastanin sigara, alkol alimi, koroner arter has-
talig1 aile Gykiisii ve bilinen sistemik hastalig1 yoktu. Modafinil 100 mg/giin, sabah tok karnina al-
masi 6nerilen hasta ilag alimindan yaklagik 4-6 saat sonra baglayan ve 30 dk devam eden gogsiinde
baski sikistirict vasifta agr ile acil servise bagvurdu. Hastanin yapilan fizik muayenesi normal, kan
basinci 110/65 mmhg, kalp hiz1 92/dk idi. EKG’ de siniis ritmi 77/dk ve non-spesifik ST-T degisik-
likleri izlendi. Hastanin yapilan kan tetkiklerinde troponin T 0.11 mg/dl (<0.05) CK-MB:19 mg/dl,
hemogram ve biyokimya degerleri normal saptandi. Yapilan transtorasik ekokardiyografide yapisal
kalp hastalig1 izlenmedi. Hastanin kontrol troponin degeri 0.17 mg/dl artma egiliminde olmasi ve
g0ogiis agris1 devam etmesi lizerine akut koroner sendrom 6n tanisi ile koroner anjiografiye alindi.
Yapilan koroner anjiografide sol 6n inen ana koroner arterde (LAD) belirgin yavags akim izlendi,sag
koroner arter (RCA) ve sirkiimflex arter (CX) normal izlendi.Medikal tedavi baglanan hastanin ta-
kiplerde gogiis agrisi ve kardiyak troponin degerleri gerileme gosterdi. Modafinil narkolepsi olarak
adlandirilan giindiiz uykululugu ile giden gesitli klinik durumlarin tedavisinde kullanilmaktadir.
Kesin mekanizmasi tam olarak anlagilamamakla birlikte dolayli olarak gama-aminobiitirikasit
(GABA) inhibisyonu, dopamin reseptor agonizmasi ve alfa-1 adrenerjik agonizma yaptig1 diisii-
niilmektedir. Kafein, Dekstroamfetamin gibi psikostimiilanlarla karsilagtirildiginda uyaniklik ve
dikkati koruma gibi alanlarda benzer 6znel ve biligsel etkiler gostermektedir.Bilinen kardiyovas-
kiiler yan etkileri arasinda hipertansiyon carpinti,gc agrisitagikardi yer almakla birlikte daha
ndair olarak da bradikardi ve ventrikiiler ektopik atim bildirilmistir.Literatiirde 6ykiisiinde miyo-
kard ifarktiisii, akut koroner sendrom ve kalp yetmezIligi olan hastalarda modafinil kullanimi ile
ilgili yeterli ¢alisma yoktur. Bircok sitokrom P 450 izoenzim iizerinde inhibisyon ve indiiksiyon
etkisi bildirilmis olup bu nedenle ila¢ etkilesiminin fazla oldugu bilinmektedir. Duloksetin ile ilag
etkilesimine dair yeterli bilgi bulunmamaktadir.Literatiirde heniiz bizim vakamizda oldugu gibi
modafinil kullanim1 sonrasinda gelisen muhtemelen modafinil kullanimu ile iliskili oldugu diistinii-
len akut koroner sendrom vakasi bildirilmemistir. Modafinil kullaniminin kardiyovaskiiler sistem
hastalik Oykiisii olmayan,bununla birlikte bu agidan risk faktorii olan kisilerde kardiyovaskiiler
hastaliklart olasi tetikleyici yan etkisi ile ilgili daha ileri ¢alismalara ihtiya¢ vardir.

Sekil 1. Koroner anjiografi goriintiileri. Sekil 2. Koroner anjiografi goriintiileri.

Sekil 3. Koroner anjiografi goriintiileri. Sekil 4. Koroner anjiografi goriintiileri.
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Sekil 5. Koroner anjiografi goriintiileri.

Sekil 6. Elektrokardiyografi.
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Pil replasman sonrasi emosyonel stress ile tetiklenen akut miyokard
enfarktiisii. Kanama komplikasyonu kacimlmazdi ¢iziim basit oldu:
Intrakoroner nitrat (vazospazm)

Deniz Demirci, Duygu Ersan Demirci, Rauf Avcei
S.B. SBU Antalya Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Antalya

Giris: Koroner arter spazmi terimi, epikardiyal koroner arterin tam veya tama yakin tikanikliga
neden olan ani, yogun bir vazokonstriksiyonunu ifade eder. Varyant angina ilk olarak 1959°da
Prinzmetal ve arkadaglari tarafindan tanimlanmistir.

Olgu: Altmus yasinda erkek hasta pil replasmani tedavisinden bir giin sonra emosyonel stres ile te-
tiklenen bir gogiis agrisi yakinmasi bagladi. EKG’de inferiyor derivasyonlarda >1 mm ST segment
yiikselmeleri saptandi. Kateter laboratuvarina alindi. Bir giin 6nce yapilan pil replasmani nedeniy-
le kanama komplikasyon risk ¢ok yiiksek oldugu igin koroner damarlar goriilmeden antiagregan
antikaougiilan tedavi baglanmamasi kararlastirildi. Koroner anjiyografide 6nce sol koroner arter-
ler goriintiilendi. Sol inen koroner damarda ciddi lezyon vardi. Ancak klinikle uyumlu olmadig:
icin sorumlu lezyon olarak diisiiniilmedi. Sag koroner damarda daha kritik ve klinikle uyumlu bir
lezyon saptandi. Ancak hastanin klinigi ve koroner damarlardaki goriiniim nedeniyle Gncelikle
vazospazmi ekarte etmek igin intrakoroner nitrat uygulamast yapildi. intrakorner nitrat sonrasi sag
koroner damardaki kritik lezyonun tamamen geriledigi goriildii. Ardindan tekrar sol koroner da-
marlar incelendiginde sol sistemde de belirgin bir sekilde vazospazmin gerilemis oldugu goriildii.
Sol inen damarda %70 darligimn sebat ettigi goriildii. Hematom riski nedeniyle ileri tarihte elektif
olarak peruktan koroner islem planlandi. Bu olgumuzda olas: stentleme islemi sonrasinda uygula-
nacak antiagregan ve antikoagiilan sonrast kanama komplikasyon riski cok yiiksekti. Intrakoroner
nitrat uygulanmamig olmasi durumuda stentleme yapilmasi irrasyonel bir tercih gibi goriilmeyebi-
lirdi. Ancak yapilan nitrat tedavisi ile olasi bir takim komplikasyon zinciri bastan ¢6ziilmiis oldu.

Bu olguda klasik bir myokart enfarktiisiine gore agr1 cok daha siddetli yaygin ve huzursuz edici
idi muhtemelen tiim koroner damarlarda olan daralma ve ona ikincil gelisen iskemi bu klinigi
dogurmustu.

Sonug: Klinik durum uygun oldugunda PCI karari verilmeden 6nce rutin intrakoroner nitrat uygu-
layarak vazospazm ayrict tanis1 yapmak rasyonel bir yaklagim olacaktir. Ozellikle ¢ok siddektil bir
klinik varliginda vazospazma bagli yaygin iskeminin olabilecegi akilda tutulmalidir.

Sekil 1. Sag koroner arter. Solda intrakoroner nitrat ncesi enfartiisten sorumlu subtotal RCA lezyonu.
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Sekil 2. Sol koroner damarlar / sag kranial poz.

Sekil 3. Sol koroner arterler kanial poz.

Aile hekimligi
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A severe drug-drug interaction case between apixaban and naproxen

Abdullah Nabi Aslan', Murat Can Giiney?, Serdal Bastug', Haci Ahmet Kasapkara?,
Murat Akgay?, Nihal Akar Bayram?, Tahir Durmaz?, Engin Bozkurt?

'Department of Cardiology, Ankara Atatiirk Training and Research Hospital, Ankara
’Department of Cardiology, Yildirum Beyazit University Facullty of Medicine, Ankara

Atrial fibrillation (AF) increases the risk of ischaemic stroke by five-fold and is associated with 15
% of strokes for all age groups and 30% in persons over the age of 80 years (1). Effective stroke
prevention usually requires oral anticoagulation (OAC) and until recently, vitamin K antagonists
(VKAs, e. g. warfarin) were the only OAC available. However, the use of warfarin has many
limitations, including the need to ensure proper anticoagulation control by regular monitoring,
many interactions with drugs and diet (2). To overcome these limitations, the non-VKA oral anti-
coagulants (NOACs) have been introduced and offered relative efficacy, safety, and convenience
compared to VKAs (3). Apixaban is a NOAC and an effective alternative to warfarin due to their
proven efficacy in reducing stroke and thromboembolic events and safer profile (4). Although
drug interaction is not commonly seen with apixaban compared to VKAs, it is not completely
safe. Here, we presented a 82-year-old female patient using apixaban for AF and suffering from
bilateral outrageous erythematous lesions at upper and lower extremities 12 hours after taking
naproxen that is one of the non-steroidal anti-inflammatory drugs (NSAIDs).A 82-year-old female
patient was admitted to our hospital due to acute onset of erythema at her bilateral upper and
lower extremities (Figure 1). Her past history revealed AF and hypertension (HT). Examination
at admission revealed subtle erythema on her forearms, hands and feet. The involved areas were
warm to touch but not painful. She was on apixaban and diltiazem treatment for AF and valsartan
treatment for HT. We learned from the patient’s past history that, warfarin had been stopped one
year ago because of labile internalized normalized ratio (INR) and apixaban 5 mg twice a day had
been started. However, patient talked to use apixaban 5 mg once a day without problems since
prescription. Laboratory parameters included international normalized ratio (INR) was 1.23. All
possible causes of this dermatologic problem were examined in detail and we have found that the
dermatological complaints has been started nearly 12 hours after receiving one dose of naproxen
500 mg, a NSAID, due to severe back pain. We suspected from a drug-drug interaction between
apixaban and naproxen and therefore withdrew the apixaban. To exclude a possible drug reaction,
a skin biopsy early in the course of the disease was performed. Histopathologic evidence included
extravasation of erythrocytes, many neutrophils in the lumina of the dilated venules, edema of the
papillary dermis, angiectases of capillaries in the superficial dermis. This result was in consistent
with a drug reaction. Patient was followed-up under subcutaneous enoxaparin for a while. Within
a week, lesions began to resolve and completely disappeared after 2 weeks. Then, apixaban (5 mg
twice a day) was started again without any complications at follow-ups.
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Figure 1. (A) Clinical examination of pa-
tient showing nearly confluent symmetric
erythematous lesions on upper extremity
palm and forearm. (B) Upper extrem-
ity erythema at the dorsum of the hand.
(C) Lower extremity plantar and dorsal
erythema.

Diger
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Atherothrombosis or another reason? Lessons from a case of retinal
vein occlusion

Yalcin Boduroglu', H. Yasemin Yildiz?, Hakan Aslan®

'Department of Cardiology, Antalya Private Opera Yasam Hospital, Kardiyoloji Béliimii, Antalya
?Antalya Private Opera Yasam Hospital, Antalya
JAntalya Private Yasam Hospital, Antalya

Background: Retinal vein occlusion (RVO), the second most common retinal vascular disease after
diabetic retinopathy. Most elderly patients have a history of atherosclerotic disease, hypertension,
diabetes mellitus but young patients may have thrombophilia, connective tissue diseases, antiphos-
pholipid antibody syndrome, hyperhomocysteinemia. Systemic lupus erythematosus (SLE) is a
chronic autoimmune disorder that may affect the eye. Antiphospholipid antibodies (APA) have been
recognized as a risk factor for thrombotic complications in SLE like RVO which contain either lupus
anticoagulant (LA), anticardiolipin antibody (ACA), anti-B2 glycoprotein-1 antibody or in some
rare cases other antiphospholipids antibodies without ACA which are anti-phosphatidylcholine (an-
ti-PC), anti- phosphatidylethanolamine (anti-PE ), anti- phosphatidylinositol (anti-PI) and anti-phos-
phatidylserine (anti-PS). We report a patient with SLE who had RVO without ACA in early stage.
Case: An 57-year-old woman was admitted because of sudden decrease of visual acuity in left eye.
Fundus examination with angiography revealed RVO(Figure 1-3). She had suffered general aching
and malar rashes on her face for 4 months. She has not diabetes mellitus but has hypertension.
Her laboratory test results confirmed the SLE. WBC: 6.4 (normal:4-10), Platelet: 239.000/mm?,
the erythrocyte sedimentation rate: 21 mm/h (normal <20). Antinuclear antibody (ANA): positive
with granuler pattern; anti- ds DNA antibody: 327.4 IU/ml (normal <200 IU/mL), VDRL, and anti-
Ro/La, ACA IgM (4.11; normal <12.5 U/mL) and IgG (5.22; normal <15 U/mL) and APTT was
normal, LDL cholesterol: 175 mg/DI, Trigliserid: 292 mg/dL, Homocystein: 13.4 mmol/L (normal
<12). Treatment was started with intravenous followed by oral prednisone and hydroxychloro-
quine. Interestingly, in our patient with SLE, ACA were not detected.

Conclusion: RVO in SLE patients is rare and has been described to be caused by cardio-vascular
disorders and other thrombohilic conditions.

Figure 1. Fundus photograph of the left eye with
branch retinal vein occlusion with hemorrhages.

Figure 2. Fundus photograph of the left eye with
branch retinal vein occlusion with hemorrhages on
angiographic view.

Figure 3. Fundus photograph of the left eye with
branch retinal vein occlusion with hemorrhages on
angiographic view.
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A case report about the management of a patient with heparin
mduced thrombocytopenia after mitraclip transcatheter
mitral valve repair

Ozge Cetinarslan, Umit Yasar Sinan, Cengiz Celiker, Emir Baris Okgiin,
Mehmet Serdar Kiiciikoglu, Nuh Nazmi Giiltekin

Department of Cardiology, Istanbul University Haseki Institute of Cardiology, Istanbul

Heparin-induced thrombocytopenia (HIT) and heparin-induced thrombocytopenia with thrombo-
sis (HITT) are fatal adverse reactions of heparin therapy that caused by the formation of polyclon-
al antibodies against the PF4-heparin complex. This immiin reaction leads to a hypercoagulable
state resulting potentially limb and life threatening arterial and venous thrombosis. We describe a
patient with HIT syndrome because of LMWH usage after a mitraclip transcatheter mitral valve
repair for severe mitral regurgitation. A 61 years old man hospitalized several times in our institute
because of decompensated chronic heart failure (DCHF). He had cardiac bypass surgery (CABG)
five years ago, diabetes mellitus (DM), chronic renal disease (CRD), CHF and restrictive pulmo-
nary syndrome in his medical history. His electrocardiogram (ECG) was sinus rhythm with right
bundle branch block (RBBB). On the transthoracic echocardiogram (TTE) and transesophageal
echocardiogram (TEE) his left atrium diameter was 4.2 cm, ejection fraction (EF) was 45%, pul-
monary artery systolic pressure was 45 mmHg were measured. In addition, he had severe mitral
regurgitation and moderate tricuspid regurgitation but the valves’ structures were normal. On his
last hospitalization, with a comprehensive evaluation, mitral regurgitation had thought as the etiol-
ogy of the patient’s frequent decompensation. Therefore, our heart valve team decided to perform
mitraclip transcatheter mitral valve repair because of his high surgery risk. After a successful mi-
traclip transcatheter mitral valve repair procedure, he was given LMWH. The patient platelet count
declined from 229000 mm*® to 57000 mm* on the fourth day.Thrombocytopenia was confirmed
with a peripheral blood smear.Our patient had intermediate probability 4Ts score, therefore we
stopped the LMWH before the test results and fondaparinux was started. When the platelet counts
reached to 150000 mm3 Warfarin was started and continued for 4 weeks.On his tenth day of hep-
arin cessation, the platelet count was normalized and his ELISA result was presented =1.00 OD
units. Herein, we proved our diagnosis. By this case report, we present management of a patient
with HIT after mitraclip transcatheter mitral valve repair. We advise the clinicians to give special
attention to the frail patient who receive heparin therapy; even the therapy is limited to flush dos-
age. In addition, giving the decision about to continue or to cease heparin therapy is an important
cornerstone for hospitalized subjects with HIT. Therefore, for the certain diagnosis the clinical
scores and laboratory tests should be used complementary.

Tablo 1.

4T Score.
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Malign perikardiyal efiizyonda intraperikardiyal bleomisin
uygulamasi

Canan Yilmaz, Hiiseyin Tezcan, Muhammet Salih Ates, Abdullah Tungez

Selguk Universitesi Selguklu Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Ug yildir akciger CA nedeniyle takip edilen diizenli kemoterapi alan hasta gogiis hastaliklarinda ta-
kip edilirken nefes darlig: sikayetiyle tarafimiza konsulte edildi. Yapilan fizik muayenesinde jugu-
ler vendz dolgunlugu olan, kalp sesleri derinden gelen, kan basinci: 90/60 mmhg olan, EKG’sinde
sinus tagikardisi ve amplitud kayb1 olan hastaya EKO yapildi. Yapilan ekosunda LVEF: %55 diyas-
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tolde sag ventrikule basi yapan perikardiyal efiizyon izlendi. Hasta perikardiyal tamponad tanistyla
perikardiyosentez amaciyla servisimize yatirildi. Hastadan 1200cc perikardiyal mai bosaltildi. 24
saat serbest drenajda perikadiyal mai gelmeyen kontrol ekosunda perikardiyal efiizyonu olmayan
hasta taburcu edildi. Taburculuktan 15 giin sonra nefes darligi sikayetiyle acil servise bagvuran has-
tamin yapilan EKO’sunda diyastolde sag ventirkule basi yapan perikardiyal maisinin tekrarladigi
goriildii. Hasta servisimize yatirilarak perikardiyosentez yapildi.kontrol ekosunda perikardiyal ma-
isi olmayan fakat 15 giin arayla perikardiyal tamponad gelisen hastaya intraperikardiyal bleomisin
verilmeye karar verildi. 15 mg bleomisin 35 cc sf ile sulandirilarak intraperikardiyal verildi. Takip-
lerinde perikardiyal efiizyonu olmayan hasta taburcu edildi. Bir ay sonra kontrole ¢agrildi.Yapilan
kontrol ekosunda perikardiyal maisi olmayan hasta rutin kontrollerine gelmekte ve aktif sikayeti
yok. Malign perikardiyal efiizyonlar siklikla asemptomatiktir.tesadiifen EKO ie veya BT de tespit
edilir. Semptomatik olgular kardiyak tamponad kardiyovaskuler kollaps ve 6liime neden olabilir.
Akciger kanseri malign perikardiyal efiizyonun en sik nedenidir. 6zafagus kanseri 16semi lenfoma
meme kanserinde de goriilebilir.malign perikardiyal efiizyon i¢in perikardiyal skleroz yapan ce-
sitli ajanlar mevcuttur. Bunlar tetrasiklin, tiotepa, cisplatin, karboplatin, vinblastin, bleomisin. Bu
ajanlar klasik sklerozan degildirler. Perikardiyal boslukta inflamatuar adezyon yaparlar maling pe-
rikardiyal efiizyonun kontrolii ve &nlenmesinde bu ajanlarla olumlu sonuglar elde edilmesine rag-
men yeterli sayida ¢alisma bulunmamaktadir. H.kunitoh ve arkadaslari tarafindan yapilan malign
perikardiyal efiizyonu olan akciger kanserli hastalarda intraperikardiyal bleomisin uygulanmasi
randomize ¢aligmasinda intraperikardiyal bleomisin uygulanmasi ile sadece perikardiyal efiizyon
drenaji kargilasgturlmig ve her iki yontem arasinda mortalite ve morbidite arasinda anlamli bir fark
bulunmamugtir. Bugiine kadar yapilan randomoze ¢aligmalarda bleomisinin diger kemoterapatik
ajanlarla kiyaslandiginda diisiik morbiditeyle iligkisi olmasi ve drenaj sonrasi perikardiyal skleroz
icin etkili ve giivenli bir ajan oldugu ortaya ¢ikmasi nedeniyle akciger kanserine bagli malign
perikardiyal efiizyonlarda gecerli terapatik secenek olmustur. Biz de bu vakamizda tekrarlayan
malign perikardiyal efiizyondan intraperikardiyal bleomisin vererek perikardiyal fibrozis saglayip
efiizyonun tekrarlamasini 6nledik boylece hastanin hospitalizasyonu azaltmis olduk.
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Two life-threatening sinus arrest due to ticagrelor

Ayse Irem Demirtola, Hiiseyin Nazman, Hiiseyin Goksiiliik, Nil Ozyiincii,
Anar Mammadli, Yusuf Atmaca

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Ticagrelor is a potent P2Y 12 receptor inhibitor,also increases plasma level of adenosine,with ad-
vers effects like dispnea, bradycardia and other arrhythmias. We presented two cases of sinus
arrest, one of them required resuscitation, which were thought to be associated with ticagrelor.
A 66 year-old male patient was admited to our department with a typical chest painhigh tropo-
nin levels.He underwent coronary bypass surgery, (LAD-LIMA). His electrocardiogram (ECG)
showed normal sinus rhythm (NSR) with no conduction delay. The patient received a loading dose
of ticagrelor and underwent coronary angiography (CAG) Cardiac catheterization revealed %70
stenosis in the LAD ostium, 90% stenosis after D2, 80% diffuse stenosis in the D2 ostium. Coro-
nary angioplasty with implantation of bare metal stent to LAD ostium and drug eluting stent (DES)
LADD?2 was successfully performed with a good angiographic result (Figurel). During the fol-
low-up, there was loss of consciousness and unable to get a pulse, resuscitation was started. At the
first minute of resuscitation patient’s pulse responsed. At follow up, he lost consciousness for a few
seconds. On examination of telemetry, 8-seconds sinus arrests were observed (Figure2). The clin-
ical situation was thought to be sinus arrest due to ticagrelor, stopped and switched to klopidogrel.
Betablocker was terminated He is still under follow up at his 6th month. A 51 year-old male patient
was admitted to our department for acute typical chest pain with high troponin levels. His ECG
revealed ST segment depression at lateral derivations and no conduction delay. As the diagnosis
was NSTEMLI, he received a loading dose of ticagrelor and underwent CAG. The catheterization
revealed severe thrombotic stenosis at the proximal LAD and DES was successfully implanted to
the lesion (Figure3). Three hours after, loss of consciousness occured, 8 seconds sinus arrest was
seen at the telemetry (Figure 4). Without any intervention, the rhythm spontaneously returned to
NSR. The sinus arrest was thought to be due to ticagrelor, as experienced in our first case, and
switched to prasugrel. During the telemetric monitorization, no other sinus arrest was documented.
He is still under follow up at his 4th month. Ticagrelor is one of the recommended first line drug
in patients with acute coronary syndrome (ACS), although its side effects. The most commonly
reported arrhythmia is sinus bradycardia, sinus arrest and junctional rhythm. In PLATO study
asymptomatic ventricular pauses from sinoatrialnode were seen, as in our cases, more frequently at
the acute phase of ACS. Its the direct effect of ticagrelor on transmission of the conduction system
and related with adenosine, it causes a temporary block in the atrioventricular (AV) nod. We want
emphasize that caution should be taken with the use of ticagrelor in patients, especially the ones
who use of drugs effective on AVnode and with conduction defects. First day of ticagrelor loading
should be monitorized under telemetry for potential bradycardic side effects.

Figure 1. Case 1 coronary angioplasty.
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Figure 2. Case 1 admission ECG and sinus arrest.

Figure 3. Case 2 coronary angioplasty.

Figure 4. Case 2 admission ECG and sinus arrest.
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Kardiyak tamponadin nadir bir sebebi; hipofizer yetmezlik
Muhammed Demir, Ahmet Balun

S.B. Cizre Devlet Hastanesi, Kardiyoloji Klinigi, Sirnak

Perikardda sivi birikimine ikincil ventrikiillerin diyastolik dolusunun bozulmasi ve kardiyak
debinin diismesiyle ortaya ¢ikan acil duruma kardiyak tamponad denir. Perikardiyal efiizyonun
nedenleri arasinda viral perikardit, maligniteler, idiyopatik faktorler, iremi, akut miyokard in-
farktiisii, kollajen doku hastaliklari, tiiberkiiloz perikarditi, travmalar, radyasyon ve hipotiroidizm
diisiiniilmelidir. Tiim hipotiroidizm olgularimin yaklagik %3-6’sinda perikardiyal efiizyon goriile-
bilir. Hipotiroidiye bagl perikardiyal efiizyon olgulari literatiirde bildirilse de kardiyak tamponada
ilerleme nadir olarak bildirilmistir. 37 yagindaki erkek hasta nefes darlig1 ve halsizlik yakinmast ile
acil servise bagvuruyor. Biyokimya, hemogram, troid fonksiyon testleri calisildi. Sodyum diizeyi:
128 mmol/L, TSH: 3.98 ulU/ml, serbest T4: 1.28 ng/dl olarak geldi. PA AC grafisinde plevral efiiz-
yonu olan hastaya gogiis cerrahisi tarafindan gogiis tiipii takildi. Takibi sirasinda kan basinci 80/40
mmhg’a diisen ve tagikardik olan hasta yogun bakima alindi. Kardiyoloji tarafindan yatak basi
yapilan transtorasik ekokardiyografi’de sag ventrikiiliin diastolik dolumunu bozan perikardiyal
efiizyon saptandi. Transtorasik ekokardiyografi esliginde perikardiyosentez yapildi. Perikardiyal
mayii orneklemeleri, ayirici tanida viral perikardit, miyokard infarktiisii ve maligniteler arastirildi.
Daha 6ncesinde hipofiz adenomu nedeniyle opere olan hastanin hormon replasman tedavilerini
almamasi ve gelisen hipofizer yetmezlige sekonder hipotiroidiyle uyumlu olarak serbest T4 dii-
zeyleri diisiik iken TSH diizeyi normal bulundu. Perikardiyosentez sonrasinda hormon replasmant
ve streoid tedavisi baslandi. Olgumuzda oldugu gibi pituiter yetmezlige sekonder hipotirodiye
bagli olarak gelisen perikardiyal efiizyon, kardiyak tamponadin nadir nedenlerinden biri olmasina
ragmen ayirici tanida mutlaka diistiniilmeli ve hormon replasman tedavisi ve steroid tedaivisinin
ivedilikle baglanmasi gereklidir.
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Dabigatran tedavisi altinda hizla gelisen sol atriyal trombiis
Cetin Alak, Inci Tugge Colliioglu, Ozhan Goldeli, Hiiseyin Dursun
Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dal, Izmir

Dabigatran;non-valviiler atriyal fibrilasyon (NVAF) olan hastalarda inmenin onlenmesinde ve
tromboembolizmin tedavisinde kullanilmaktadir. Sol atriyal trombiisii olan vakalarda da trombiis
rezolusyonu sagladig1 gozlenmistir. Burada NVAF olan ve dabigatran 110 mg 2x1 ile tedavi edilen
hastada yaklagik 1 hafta icinde geligen sol atriyal trombiis olgusunu sunmay1 amagladik. Sag pop-
liteal arter akut okliizyonu ile bagvurdugu klinikte embeloktomi yapilan 43 yaginda erkek hasta AF
ritmi gozlendigi i¢in klinigimize konsiilte edildi. Transtorasik (TTE) ve transdzefajial eko (TEE)
da LVEF %60, orta mitral yetersizligi, sol atriyal apendikste trombiis gézlenmeyen hasta dabigat-
ran 110 mg 2x1 tedavisi ile taburcu edildi. Sekiz giin sonra klinigimizde yeniden degerlendirilen ve
kardiyoversiyon planlanan hastanin tekrarlanan TEE’sinde sol atriyal apendiks agzinda 20x22 mm
hareketli trombiis ile saptandi. Hastaya IV heparin infiizyonu baslandi ve acil cerrahi planlandi.
Ancak tedavinin 1. giiniinde sag alt ekstremitede yeniden akut arter okliizyonu gelisti ve acil olarak
embolektomi operasyonu uygulandi. Hastanin kontrol TEE sinde daha 6nce goriilen trombiis iz-
lenmedi. Klinigi stabil durumda olan hastaya INR 2.5-3.0 arasinda olacak sekilde warfarin tedavisi
bagland1. Hasta 1. ay kontroliinde asemptomatik olarak izlenmektedir.

Sonug: Dabigatran tedavisi altinda sol atriyum ve sol atriyal apendikste trombiis gelismesi ¢ok
ender goriilen bir durumdur. Bu vakanin literatiirde goriilen diger vakalardan farki;hastanin ilacint
diizenli olarak kullanmasi ve dabigatran ile etkilesen ilag kullanim Gykiisii olmamasi nedeniyle
paylagmak istedik.

Sekil 1. Dabigatran tedavisi altinda geli-
sen trombiis. Sol atriyal apendiks agzinda
20x22 mm hareketli trombiis imaji.

Sekil 2. Trombiis rezolusyonu sonrasinda kontrol TEE.
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Stable microvascular angina pectoris in patient without flow-limiting
coronary artery disease (cardiac syndrome X): Expectations and facts

Hiiseyin Goksiiliik, Eralp Tutar, Nil Ozyﬁncﬁ, Seving Aktiirk, Semih Oztiirk, Seda Tan Kiirklii,
Veysel Kutay Vurgun, Cetin Erol

Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Introduction: Cardiac syndrome X is a condition of the heart which causes recurren, unpredict-
able, and debilitating chest pain. Even though chest pain and ST segment changes on electrocar-
diogram, coronary angiography shows normal main arteries. Approximately 70% of patients with
CSX are postmenopausal women.

Case: A 46-year-old male patient was admitted to our clinic typical exertional chest pain, which
had started 2 months previously and had gradually become more severe. ECG exercise stress test
was planned one week later. The patient had a chest pain while waiting for the appointment date.
He went an outer center and coronary computed tomographic angiography was performed. Normal
coronary angiography with zero calcium scoring was reported without any coronary artery anoma-
lies on the CT angiography (Figure la-c). Patient has been discharged from the hospital without any
medical treatment. But he still had long-lasting severe chest pain during exercise after discharge.
Then patient performed exercise test without giving any information about coronary CT angiog-
raphy and the result. Exercise test was reported as a positive with 4-5 mm horizontal ST segment
depression on the V3-6, DII, III, aVF and ST elevation on the aVR derivations (Figure 2a-d). Risk
factors included only family history of coronary artery disease without any other traditional risk
factors. For the assessing coronary arteries, diagnostic coronary angiography was performed and all
arteries were reported as normal(Figure 3a-d). Coronary artery spasm was ruled out as the cause of
his symptoms during coronary angiography by hyperventilation. With his clinical symptom and the
result of scary excercise test, serious coronary artery disease (left main disease or equivalent) was
expected. However, normal coronary arteries were detected in diagnostic angiography, and with
this result, microvascular coronary dysfunction was thought as a diagnosis. For accurate diagnosis,
coronary flow reserve (CFR) should be measured during CAG or ischemia should be proved with
myocardial perfusion scintigraphy (MPS). In our case we couldn’t performe CFR because of reim-
bursement issue. And patient didn’t want another examination (e.g. MPS). Treatment was initiated
with diltiazem 90 (slow releasing) mg daily. Patient was followed up without any symptom.
Discussion: Microvascular angina (impaired coronary microvascular dilatory responses with in-
creasing coronary resistance) can be found in CSX patients and suggested as a cause for regional
or diffuse (like in our case) myocardial blood flow abnormalities. CSX is frequent worldwide
with a 5-25% prevalence and millions of people (especially women) with angina pectoris with-
out flow-limiting coronary pathology are identified. Endothelial dysfunction is a mechanism that
may explain the abnormal coronary vasculature in CSX. Increased pain perception is common in
patients with CSX. Prognosis is good, however quality of life is poor in this patient population.

33. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

Figure 1. CT angiography of the patient with normal coronary arteries (a, b) and 3D imagination of the
LAD, RCA (c) without anomalies.

Figure 2. Exercise test of the patient a) baseline b) peak excercise ¢) recovery d) resting.

Figure 3. Normal coronary angiography of the LAD and LCX a) left anterior oblique-cranial position b)
right anterior oblique-caudal position ¢) anteroposterior-cranial position and RCA (d).
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A case of rivaroxaban associated spontaneous hemothorax
ibrahim Yildiz', Ebubekir Aksu?, Pinar Ozmen Yildiz!, ismail Giirbak'

'Department of Cardiology, Osmaniye State Hospital, Osmaniye
’Department of Chest Surgery, Osmaniye State Hospital, Osmaniye

Due to warfarin having multiple drug and food interactions and frequent monitoring requirement,
new oral anticoagulants were developed to eliminate the need for monitoring the international nor-
malized ratio (INR). Rivaroxaban has been approved by the United States Food and Drug Admin-
istration as a new orally administered anticoagulant prescribed for systemic embolism prophylaxis
in patients with non-valvular atrial fibrillation. We report a case of spontaneous hemothorax (SH)
related to rivaroxaban treatment. A 63-year-old woman with a past medical history of atrial fibrilla-
tion, diabetes mellitus, hypertension treated with rivaroxaban presented to emergency department
with chest pain and dyspnea. The patient had no history of smoking, pre-existing lung disease,
tumor or trauma. Her blood pressure was 120/80 mmHg, pulse rate was 120 beats per minutes
and irregular, oxygen saturation was 97% with oxygen. Pulmonary auscultation revealed reduced
breath sounds in the right hemithorax. Chest x-ray suggested right side pleural effusion. The echo-
cardiography revealed an ejection fraction of 55%. A diagnostic thoracentesis revealed bloody
fluid in the thoracic cavity. Computed tomography of the chest showed a right side pleural effusion
along with mediastinal hematoma (Figure 1). Laboratory result revealed white blood cell 8.84
bil/L, hemoglobin 9.8 g/dL, hematocrit 30.7%, platelet 158 bil/L, sodium 139 mmol/L, potassium
4.2 mmol/L,AST 10.2 U/L,ALT 7.7 U/L, BUN 26 mg/dL, creatinine 0.9 mg/dL, prothrombin time
(PT) 15.1 seconds, INR 1.21, activated partial thromboplastin time (APTT) 26.1 seconds. Pleural
fluid hematocrit was 17.3% so was greater than 50% of the patient’s blood hematocrit. Right hemi-
thorax tube thoracostomy was applied to the patient (Figure 2). There was 600 cc hemorrhagic
fluid drainage. The patient’s hemoglobin decreased from 9.8 to 6.8 g/dL and the patient received a
3-unit blood transfusion. The chest tube was removed six days later and there was approximately
1550 cc hemorrhagic fluid drainage from the chest tube.The patient was discharged on the seventh
day without complication. One month later there was no symptom and sign of pleural effusion
(Figure 3). Bleeding events are the most frequent adverse reactions related to oral anticoagulants.
Administration of anticoagulant therapy can cause hemothorax as a result of minimal trauma in
the chest or spontaneous rupture of small vessels. SH following anticoagulation with an old oral
anticoagulant (warfarin) has been reported. Rivaroxaban is a new oral anticoagulant that has safety
margin more favorable than warfarin. SH secondary to a new oral anticoagulant (rivaroxaban)
treatment has not been reported in the literature yet. This case underscores that rivaroxaban may
cause SH. If pleural fluid develops in patients receiving rivaroxaban therapy, SH should be consid-
ered in the differential diagnosis.

Figure 1. Computed tomography of the chest reveals a
right side pleural effusion and mediastinal hematoma.

Figure 2. Chest x-ray after tube thoracos-
tomy.

Figure 3. Chest x-ray one month later.
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Elektrik carpmasima bagh serebral sinus venozus trombozu
Unal Oztiirk', Onder Oztiirk?

Diyarbakir Egitim ve Aragtirma Hastanesi, Noroloji Klinigi, Diyarbakir
’Diyarbakir Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Diyarbakir

Elektrik carpmas: sonrast akut serebrovaskiiler hastaliklar ¢ok nadir goriilen komplikasyonlardir.
Elektrik carpmasi sonrasi serebral ven trombozu gelisimi, literatiirde tek bir vakada bildirilmistir..
Daha once higbir sikayeti olmayan 40 yasinda erkek hasta yiiksek voltajli elektrik carpmasi sonucu
bayiliyor. Acil servise getirilen hastanin kan basinci 140 /90, nabiz 95/dk olup, sol oksipital bolgede
sag¢ ve sacli deride elektrik yanigi saptaniyor. Hastada suur bulanikligi olmasi nedeniyle bilgisayarl
beyin tomografisi ¢ekiliyor. BBT si normal olan hasta genel yogun bakim tinitesine yatiriliyor. Daha
sonra ¢ekilen Kraniyal MR filminde, retroserebellar BOS mesafesi normalden genis (mega sisterna
magna) saptaniyor. Solda sigmoid sinus distali ve sol juguler ven trasesinde sinyal void goriiniimii
kaybolmus. Olasi tromboz agisindan Kraniyal MR venografi oneriliyor (Sekil 1). Kraniyal MR
venografide sol transvers siniiste akim olmadig1 saptaniyor (Sekil 2,3). Noroloji tarafindan goriilen
hasta, siniis venozus trombozu tanisiyla, néroloji yogun bakim iinitesine transfer ediliyor. Trans-
torasik ekokardiyografi, EKG, bilateral karotis arter doppler USG, vertebral arter doppler USG
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normal saptaniyor. Vaskiilit paneli, pthtilasma faktorleri, biyokimyasal parametreleri normal sap-
taniyor. Ozgegmisinde herhangi bir hastalik bulunmayan hastanin, sigara,madde kullanimi Sykiisii
yoktu Hipertansiyon.diabetes mellitus, hiperlipidemi gibi kardiyovaskiiler risk faktorleri hastada
yoktu. Hastaya antikoagiilan tedavi baglandi. Klinik takiplerde diizelme olan hasta 6nerilerle exter-
ne edildi. Sonug olarak, elektrik carpmasina bagh serebrovaskiiler olaylar ve serebral ven trombozu
nadir goriilmekle birlikte, bu tiir durumlarda ayirici tanida mutlaka diistiniilmelidir.

Sekil 1. Kraniyal MR. Sekil 2. Kraniyal MR anjiyo. Sekil 3. Kraniyal MR anjiyo.
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A heart covered with stone - Calcific constrictive pericarditis

Goniil Aciksari, Seref Kul, Serkan Bulur, Yusuf Yilmaz, Muhammd Esad Cekin,
Kenan Demirci, Mustafa Caliskan

Department of Cardiology, Istanbul Medeniyet University Goztepe Training and
Research Hospital, Istanbul

Introduction: Constrictive pericarditis develops in three stages, an initial stage involving acute
pericarditis with pericardial effusion and fibrin deposition, a subacute stage with organization and
reabsorption of the effusion and chronic stage with fibrosis and thickening of the pericardium and
calcium deposition. This disease is associated with scarring and loss of elasticity of the pericardi-
um, causing impaired cardiac filling. The treatment for constrictive pericarditis is the removal of
the pericardium. However this surgical procedure carries a very high mortality, currently 6% and
not infrequently time is needed for normal cardiac function to return.

Case report: A 25-year-old male presented with shortness of breath, NYHA class-III of 6-mo
duration. Physical examination revealed distension of the jugular vein, hepatomegaly, Chest radi-
ography and fluoroscopy revealed heavy calcification of the pericardium (Figure 1). Two-dimen-
sional echocardiogram showed thick, calcified pericardium; about 25%-variation in mitral diastolic
flow velocities with respiration and a dilated inferior vena cava of 24-mm dimension. Cardiac
Computed Tomography evidenced severe and extensive pericardial calcification (Figure 2) Angi-
ography revealed normal epicardial coronaries without any external compression. Hemodynamic
data revealed elevated mean right atrial (RA) pressure of 20 mmHg. Right ventricle (RV) and left
ventricle (LV) end-diastolic pressure was 23 and 28 mmHg, respectively. Pulmonary artery systolic
and mean pulmonary capillary wedge pressures were 42 and 23 mmHg, respectively. There was
near equalization of elevated RA, RV and LV end-diastolic pressures. Right atrial pressure tracing
showed prominent X and Y descent and ventricular pressure tracing showed typical “dip-and-pla-
teau configuration” suggestive of CP. He had surgical pericardiectomy for densely calcified CP. He
remained asymptomatic during 6 months follow-up.

Discussion and conclusion: Constrictive pericarditis should be suspected in patients with clinical
features of right-sided heart failure. Tubercuosis is the frequent cause of constrictive pericarditis in
developing countries whereas cardiac surgery is the most common cause in developed countries.
This patient did not have any risk factors such as thoracic radiation, chemotherapy, thoracic surgery
or tuberculosis. Cases defined as idiopathic constrictive pericarditis are still seen as was the case
in our patient.

Figure 1. Chest radiogra-
phy and fluoroscopy im-
age show circumferential
pericardial ~ calcification
around the heart.

Figure 2. Severe dense
calcification of the peri-
cardium in  multislice
computed tomography.
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Hypertrophic cardiomyopathy in a female patient with
Behcet’s disease

Metin Oksul', Yusuf Ziya Sener', Ahmet Kivrak', Berkan Armagan?,
Alper Sari?, Ugur Canpolat'

'Department of Cardiology, Hacettepe University Faculty of Medicine, Ankara
2Department of Internal Medicine and Rheumatology Hacettepe University
Faculty of Medicine Ankara

Introduction: Behcet’s disease (BD) is a multisystemic, vasculitic inflammatory disorder and
prevalance of the disease is 14-20/100 000 among the countries around the “Silk Route”. BD
is associated with HLA-B5 and HLA-B51. Cardiovascular involvement occurs in 7-46% of the
patients. Cardiac involvement can present with intracardiac thrombus, myocarditis, conduction
disturbances, endomyocardial fibrosis, valve diseases, dilated cardiomyopathy and diastolic dys-
function while the most common cardiac manifestation is pericardial disease. Herein, we present a
patient with Behcet’s disease and hypertrophic cardiomyopathy (HCM).

Case presentation: A 35 year old female patient with BD and (HCM), admitted with the complaint
of purulent discharge from her ICD pocket region. Her medical history revealed that; she had been
diagnosed Behcet’s disease ten years ago due to having some neurological symptoms and signs
such as convulsion and facial nerve palsy in combination with oral and genital aphtous ulcers. Her
HLA-B51 was positive. She had been treated with azathioprine and interferon alfa. 7 years later,
she had syncope epsiodes and her transthoracic echocardiography revealed increased interven-
tricular septum thickness (1.6 cm) without any gradient at the left ventricular outflow tract. Her
valvular and systolic functions were normal and she was diagnosed non-obstructive hypertrophic
cardiomyopathy. Holter rythm monitorization was performed and non-sustained ventricular tachy-
cardia epiosodes was detected. Due to being in high risk group for sudden cardiac death, ICD was
implanted. Her physical examination was normal except tenderness at the pocket region. Purulent
discharge was draining from the orifis of fistula which was most probably originating from the ICD
pocket. Her complete blood count, erythrocyte sedimentation rate and C-reactive protein levels
were all in normal range. Superficial ultrasound was performed and fluid collection localized at
the posterior region of the ICD pocket was detected. Blood cultures were drawned and ampicillin
sulbactam was started emprically. ICD generator and all leads were fully extracted. Lead tip and
excised ICD pocket tissue were also sent to Microbiological evaluation. No microorganisms grown
in blood, tissue and lead tip cultures. ICD reimplantation was performed two weeks after the lead
extraction with negative culture results. The patient was discharged and is still in our follow up.
Discussion: BD is a multisystemic disorder and can affect all types of vessels and heart. Heart in-
volvement in BD is reported as 1-5% in general while it has higher rates in Japan. Cardiomyopathy
can also be a complication of BD and it is reported in the literature with only a few case reports and
all of the reported cases are dilated cardiomyopathy. It is shown that HLA-B51 is more positive in
patients with HCM than normal population. By the lights of these findings HLA B51 may play a
common pathogenetic role in two diseases.
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Nadir bir birliktelik: Konjenital karotiko-juguler fistiil ve karotis
arter hastalig

Mehmet Burak Ozen

Ankara Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Girig: Karotis arter ve juguler ven arasindaki arteriovenoz fistiillerin ¢ogu penetran- kiint travma
yada iatrojenik nedenlerle olusmaktadir. Konjenital fistiiller nadirdir ve literatiirde simdiye kadar
birkag vaka bildirilmistir. Ciddi karotis arter hastalig1 ve konjenital karotiko-juguler fistiil birlikte-
ligini gosteren herhangi bir vaka bildirisine yapilan literatiir arastirmalarinda rastlanmamistir. Biz
de klinikte gordiigiimiiz bu nadir vakay1 paylasmak istedik.

Olgu: Altmig dort yasinda bayan hasta klinigimize bas agrilari nedeniyle bagvurdugu nérolo-
ji kliniginde yapilan karotis doppler ultrasonografide sag internal karotis arterde anlamli darlik
goriilmesi tizerine yonlendirilmig. Noroloji klinigi tarafindan yapilan beyin manyetik rezonans
goriintiilemesinde patoloji gozlenmemisti. Hastanin yapilan sistem sorgusunda eforla baglayan
dinlenince gegen baski tarzindan gogiis agrist olmasi nedeniyle hastaya koroner ve karotis an-
jiyografi yapilmasi amacli hospitalize edildi. Hastanin vitalleri stabildi. Elektrokardiyografi ve
ekokardiyografide her hangi bir patolojiye rastlanmadi. Kardiyak risk faktorii olmayan hastanin bu
hayatinda ilk hastaneye yatisiydi. Hastanin fizik muayenesinde sol karotis arter iizerinde belirgin
iifiirim duyuldu. Hastaya yapilan koroner anjiyografide herhangi bir patoloji saptanmadi. Hastaya
yapilan karotis anjiyografide hem sag hem de sol internal karotis arterde %90 darliga neden olan
egzantrik plak gozlendi. Ayrica hastanin sol external korotis arterinden sol juguler vene yiiksek
debili bir arteriovenoz fistiilii oldugu gozlendi. Hastaya kardiyoloji-kalp damar cerrahi konseyinde
hem fistiil icin hem de her iki karotis arterdeki anlaml darliklar i¢in cerrahi miidahale karar alina-
rak hasta cerrahi yapilan bir merkeze sevk edildi.

Tartigma: Karotiko-juguler fistiiller (KJF) atesli silah, sarapnel, kesici alet yaralanmasi sonucu
veya iyatrojenik olabilir. KJF nadiren konjenital olarakta goriilebilir. KJF ler ¢ogu zaman ses-
siz seyreder nadir olarak da agri, siskinlik ve pulsatil kitle gibi sikayetlerle ortaya cikabilirler.
Bu hastalarda Braham bulgusu pozitif olabilir ve fistiiliin yiiksek debili oldugunu gésterir. ilerle-
yen dénemlerde atriyal fibrilasyon, kalp yetersizligi, endokardit veya serebral embolizasyon gibi
komplikasyonlar gozlenebilir. KJF de hem serebral kan akiminin yiiksek olmasi hem de vendz
hipertansiyonun yol agabilecegi serebral komplikasyonlar nedeni ile erken tani ve tedavi 6nem-
lidir. Bu fistiiller eger yiiksek debili ise cerrahi veya endovaskiiler tekniklerle kapatiimalidir(3).
Konjenital KIV sessiz seyretmesi nedeniyle tani ilerleyen yaslarda konulabilir. Karotis arter hasta-
liginin da ilerleyen yaslarda gzlenmesi nedeniyle bu iki patoloji bir arada seyredebilir. Yaptigimiz
literatiir aragtirmalari sonucunda sundugumuz bu nadir KJF ve ciddi karotis arter hastalig1 olgusu
literatiir goriilen ilk vakadir.
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Sekil 1. Karotikojuguler fistiil.
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Bilateral renal arter stenozu goriiniimlii aort koarktasyonu

Abdullah Ozgcelik, Yakup Alsancak, Hakan Akilli, Mehmet Akif Diizenli, Abdullah icli

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

Girig: Aort koarktasyonu tiim dogustan kalp hastaliklari icinde %8-10 oraninda gozlenen konje-
nital bir kalp hastaligidir. Aortada segmenter daralmayi tanimlamaktadir. Bu daralma aortun her
diizeyinde olabilmekle birlikte %98 sol subklavyan arterin arkus aortadan ¢ikis yerinin hemen
distalinde ve duktus arteriyozusun aorta girdigi yerin tam karsisindadir. Erkek cinsiyette goriilme
orani daha fazladir (E/A = 2). Tedavi edilmediginde dogal seyir ile ortalama yasam siiresi 34 yildir
ve 50’1i yaglarda 6liim oran1 %80’lere ulagir. Tedavi edilmemis aort koarktasyonlu hastalar ko
likasyon oranlari yiiksek olup kalp yetersizligi, intrakraniyal kanama (bery anevrizma riipti
aort riiptiirii ve miyokard infarktiisii nedenli yiiksek mortalite ve morbidite altindadirlar. Aort ko-
arktasyonlu olgularin %46’sinda bikiispit aort kapagi bulunmakla birlikte diger kardiyak konjenital
anomaliler de eslik edebilir.

Vaka: On yildir dis merkezde esansiyel hipertansiyon ile takipli olan 46 yasinda erkek hasta go-
giis hastaliklarinda interstisyel akciger hastaligi on tanisiyla takip edilirken tarafimiza damisildi.
Bakilan ekokardiyografide ejeksiyon fraksiyon %48 olarak degerlendirilen ve arada efor dispnesi
tarifleyen hastada interstisyel akciger hastaligi diglandiktan sonra tarafimizca devir alindi. Devir
alinirken akut bobrek yetmezligi olan ve hipertansif seyreden hastada bilateral renal arter stenozu
olabilecegi diisiiniilerek ACE inhibitorii kesildi. Takibinde akut bobrek yetmezligi diizelen hastaya
UAP nedenli koroner anjiyografi ve stenoz agisindan renal arter goriintiileme yapildi. Her iki renal
arterin acik oldugu izlendi. Femoral yoldan yapilan anjiyografide sol subklavyan arterinaltindan
itibaren aortun tikali oldugu izlendi. Radyal yoldan anjiyografiye gegildi, koroner arterleirn normal
oldugu, postduktal aort koartasyonu oldugu saptandi. Koartasyonun proksimali ve distali arasinda
akimin olmadig1 ve sol IMA daha belirgin olmak iizere yaygin kollateral gelistigi izlendi. Takibinde
stabil seyreden hasta cerrahi icin kalp damar cerrahisine devredildi.

Sonug: Aort koaraktasyonu hem fizyopatolijisinde hem de tedavi yonteminde oldukg¢a tartigmalt
bir konjenital kalp hastaligidir. Tedavisinde cerrahi ve endovaskiiler girigsimler basartyla uygulan-
maktadir. Bagarili aort koarktasyon onarimi yapilan hastalarin dahi iglem sonrasi tamamen tedavi
edilmig oldugu kanisina varmamali ve ge¢ dénemde gelisebilecek komplikasyonlar yéniinden
dikkat edilmelidir. Uzun donem takipli ¢alismalarda; hipertansiyon ve kardiyovaskuler kompli-
kasyonlar nedeni ile bagarili tedaviye ragmen yasamin beklenildigi gibi uzamadig: saptanmistir.
Eriskin hastalarda koarktasyon diizeltilmesi sonrasinda yapilan takiplerde uzun dénem mortaliteye
etki eden en 6nemli faktor hipertansiyondur ve kontrol altina alinmalidir. Vakamizi sekonder hiper-
tansiyon nedenlerine dikakt gekmek ve aort koarktasyonunun bilateral renal arter stenozunu taklit
edebilecegine vurgu yapmak i¢in raporladik.

Sekil 1. (A-D) Koroner anjiyografi.
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Sekil 2. (A, B) Aort koarktasyonu.

Sekil 3. BT anjiyografide aort koarktasyonu.
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Cephalic vein thrombosis

Cetin Ge¢men', Gonca Gegmen?, Muzaffer Kahyaoglu', Mehmet Aksiit', Nuri Havan',
Ahmet Giiner', Ender Ozgiin Cakmak', Siikran Sarikaya?, Semih Kalkan', Murat Rabus'

!Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Tra. and Research Hospital, Istanbul
Department of Pathology, Dr. Liitfi Kirdar Kartal Training and Research Hospital, Istanbul

83 year-old male patient presented to the outpatient clinic with complaint of swelling at right ante-
cubital area (Figure A). According to his medical history, he did not have any chronic disease apart
from hypertension, and his medications included ramipril 5 mg 1x1, amlodipine 5 mg I1x1 and
acetylsalyclic acid 100 mg 1x1. Ultrasonographic examination of the right upper extremity revealed
a mass lesion within the right cephalic vein, which was consistent with thrombus. There was no ev-
idence of trauma or infection of the area. A Computed tomography (CT)-venography of right upper
extremity showed contrast enhancement in cephalic vein at distal arm, and an aneurysmatic throm-
bus area displaying regular borders with a size of 28x30 mm; there was no contrast enhancement
at more proximal levels at the cephalic vein (Figure B). 3-Dimensional CT examination showed
mass lesion consistent with thrombus (Figure C). Enoxaparin 0.8 ml 2x1 was initiated, and since the
thrombus had a large size, surgical treatment was planned. During surgical exploration, the throm-
bosed vein was separated from the surrounding tissues and was excised (Figure D and E). Patholog-
ical examination of the excised tissue showed thrombus lesion composed of fibrin mass (Figure F).

Figure 1. (A) Swelling
at antecubital area of the
right arm. (B) CT venog-
raphy of the right upper
extremity shows aneu-
rysmatic thrombus with
a size of approximately
28%30 mm. (C) A mass
lesion consistent  with
thrombus is observed in
3-dimensional CT ex-
amination. (D, E) Mass
lesion consistent  with
thrombus is observed in
the intraoperative imag-
es. (F) Image obtained
during pathological ex-
amination of the lesion
shows thrombus com-
posed of fibrin mass. CT:
Computed tomography.
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Dev posterolateral sol ventrikiiler anevrizmasi
Sevil Giilast1, Cagdas Akgiillii, Ufuk Eryilmaz, Cemil Zencir, Hasan Giingor
Adnan Menderes Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Aydin

Sol ventrikiiler anevrizmalar1 akut genis myokard enfaktiisiiniin 6nemli bir komplikasyonudur.
Genellikle sol ventrikiil apeksinde goriilmektedir. Kalp yetmezligi, tromboembolizm ve tasiaritmi
gibi ciddi komplikasyonlara neden olabilecegi i¢in erken teshisi onemlidir. Biz 59 yasinda er-
kek hastada inferior miyokard infarktiisii sonrasi sol ventrikiilde dev bir anevrizmasi olan olguyu
sunmaktayiz. Inferior myokard enfaktiisii Gykiisii olan 59 yasinda erkek hasta prostat operasyonu
oncesi preoperatif kardiyak degerlendirme amaciyla yapilan transthorasik ekokardiyografisinde
(TTE) sol ventrikiil posterolateral duvarda dev ventrikiiler anevrizma izlendi (Sekil 1). Sol ventri-
kiil ejeksiyon fraksiyonu %35 olarak hesaplandi ve mitral kapak degerlendirilmesinde 1-2 derece
yetmezlik goriildii. Hastanin ¢ekilen elektrokardiyografisinde 1. Derece blok ve D2, D3, aVF’de
ImV ST elevasyonu vardi (Sekil 2). Yapilan thoraks biligisayarli tomografisinde sol ventrikiil late-
ral duvarinda 35mm’lik defekten orjin alan 13x8x9 cm’lik dev anevrizma dogrulandi (Sekil 3). 5
ay once yapilmis koroner anjiografisinde sag koroner arterde ve sol 6n inen arterde ciddi darlik ol-
mayip sirkumfleks arteri total oklude olup distali ince olmasi nedeniyle revaskiilerize edilmemisti
(Sekil 4). Hastaya enavrizma onarimui i¢in cerrahi tedavi planlandi. Hastanin operasyonunda gercek
anevrizma izlendi ve anevrizma posunun i¢inde bol miktarda taze trombus goriildii ve anevriz-
mektomi yapildi. Hasta postoperatif 10. giiniinde sorunsuz olarak taburcu edildi; 2 yillik takibinde
herhangi bir aritmi, tromboemboli gelismedi ve kalp yetmezligi nedeniyle hospitalizasyon ihtiyact
olmadi. Sol ventrikiil anevrizmalari, akut transmural miyokard enfarktiisiinii takiben gelisen cid-
di bir komplikasyondur. Cogunlukla sol ventrikiil apekte yerlesirler. Sol ventrikiil lateral duvar
iizerinde; anterior ve posterior papiller kaslar arasinda goriilen dev anevrizmalar daha az goriiliir
ve mitral aparatin saglam olarak kalmasi ise ¢ok nadirdir. LV anevrizmalar klinik olarak genelde
asemptomatiktir. Fakat kalp yetersizligi, tromboembolizm ve tasiaritmi gibi Gnemli komplikasyon-
larada neden olabilir. Bu nedenle ventrikiiler anevrizmalarin taninmasi, potansiyel olarak ortaya
cikabilecek komplikasyondan dolay: biiyiik 6nem tagimaktadir.

Sekil 1.

Sekil 2.

Sekil 3.
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Management of left atrial myxoma presenting with acute
atherosclerotic coronary artery disease

Elton Soydan, Cahide Soydas Cinar
Department of Cardiology, Ege University Faculty of Medicine, Izmir

Seventy one year old female patient presented to our center with chest pain. This squeezing pain
had been for hours as she was walking down her house. She had diabetes and hypertension (HT)
and had a smoking habit for 4 years. The electrocardiography showed a sinus rhythm with 81/min
heart rate and precordial T wave inversion with slight st segment elevation in V1-V3 (Figure 1).
Cardiac troponin was 0.624 ng/ml (normal <0.03 ng/ml). Lungs and abdomen examination was
normal. Cardiac auscultation revealed a 2/3 diastolic murmur in the mitral area. Echocardiography
(ECHO) identified a left ventricle ejection fraction of 60% with and a left atrial mass of 2x1.5 cm
originating from the interatrial septum (IAS). Transesophageal ECHO revealed a mobile mass
linked to the left IAS (Figure 2). A guideline guided antiischemic therapy for Non ST Elevation
Myocardial Infarction was immediately administered. As the patient was stabilised coronary an-
giography was performed. The right coronary artery showed a severe stenosis of 90%, as well as
critical stenosis of 99% and 90% was found in the left circumflex artery and the left anterior as-
cending artery respectively (Figure 3). To describe the cardiac mass a cardiac magnetic resonance
imaging (MRI) was undertaken. MRI characterized the mass with an irregular surface of 2.5x1.8
cm diameter and no contrast enhancement (Figure 4). Considering the complications of left side
atrial myxoma as embolic events and sudden death coronary artery bypass grafting (CABG) with
myxoma resection at the same time was decided by the heart team. Three grafts were successfully
bypassed and the excised mass was histologically diagnosed as myxoma (Figure 5). After two
week hospitalization patient was healthily discharged.

Figure 1. Magnetic resonance imaging showing left atrial
mass and no contrast enhancement.

Figure 2. Coronary angiography. The right
coronary artery showes a severe stenosis
of 90%.

Figure 3. Coronary angiography. Critical
stenosis of 99% and 90% found in the left
circumflex artery and 24 the left anterior as-
cending artery respectively.

Figure 4. Electrocardiography. Sinus rhythm with 81/min heart rate and precordial T wave inversion with
slight ST segment elevation in V1-V3.

33. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

Figure 5. Left atrial myxoma
pathology.  Histopathologic
characterisation of the myxo-
matous mass.

Figure 6. Transesophageal
echocardiography.  Irregular
mass adherent to the interatri-
al septum with 17.1x24 mm
diemnsion.
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Enfektif endokarditte nadir bir tutulum; izole pulmoner kapak
endokarditi

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

Enfektif endokardit kalp kapaklarini tutan bir enfeksiyon tablosu olup, tedavi edilmedigi zaman cid-
di mortalite ve morbidite ile sonuglanan bir durumdur. izole pulmoner kapak vejetasyonu en nadir
goriilen kalp kapak endokarditidir. tanisinda altin standart goriintiileme yontemi ekokardiyografidir.
Renal cell ca nedeniyle opere edilip kemoterapi alan ve kiir saglanan, diabetes mellitus ve sigara dy-
kiisii olan 62 yaginda erkek hastaya, ates yiiksekligi nedeniyle bagvurdugu acil serviste pnomoni ne-
deniyle antibiyotik (moksifloksasin) tedavisi baglanmis ve 2 giin boyunca atesi diismeyen hastanin
antibiyoterapisine meropenem 2x1 gr eklenmis. atesleri devam eden hastadan alinan kan kiiltiiriinde
metisiline duyarl: stafilokokus aereus iiremesi iizerine, hastanin antibiyoterapisindeki moksiflok-
sasin kesilip yerine teikoplanin 1x400 mg eklenmis. takipleri sirasinda atesleri devam eden hasta
enfektif endokardit 6n tamisiyla tarafimza damsildi. Hastanin yapilan transtorasik ekokardiyografi-
sinde aort, trikiispit ve mitral kapaklarda vejetasyon lehine bulgu izlenmezken, parasternal kisa aks
goriintiide pulmoner kapakta 11x11 mm ebatlarinda, mobil vejetasyonla uyumlu goriiniim izlendi.
Es zamanli olarak ¢ekilen toraks bilgisayarli tomografisinde de fokal-nodiiler lezyon, buzlu cam
manzarasi izlenmesi tizerine, hastada mantar enfeksiyonu diisiiniilerek vorikonazol tedaviye eklen-
mis. yine hastanin tedavisine trimetoprim-sulfometaksazol eklenmis. Otuz bes giin meropenem, 32
giin teikoplanin, 27 giin vorikonazol, 16 giin trimetoprim-sulfometaksazol tedavisi alan hastanin
takiplerinde ates sikayeti kayboldu. Bir ay sonra yapilan kontrol ekokardiyografide, hastanin pulmo-
ner kapaginda olan vejetasyonun kayboldugu izlendi. hasta klinik olarak da stabilizasyon saglandik-
tan sonra taburcu edildi. Pulmoner kapak endokarditi en nadir goriilen kapak endokarditidir. Hem
nadir goriilmesinden kaynakli hem de pulmoner kapagin ekokardiyorafik olarak degerlendirilmesi
sirasindaki goriintii kalitesindeki yetersizlik nedeniyle cogu zaman gozden kagar. Bizim vakamizda
oldugu gibi, 6zellikle immiin yetmezligi olan kemoterapi rejimleri alan ya da madde bagimhhigr olan
hastalarda, pulmoner kapak vejetasyonlari a¢isindan dikkatli olmak gerekir.

Sekil 1. Pulmoner kapakta vejetasyon.
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Sekil 2. Tedavi sonrasi vejetasyonun kayboldugu izlendi.
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Acquired warfarin resistance in a patient with mitral valve
replacement

Aynur Acibuca, Demet Menekse Gerede, Yusuf Atmaca
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Warfarin is an oral anticoagulant, that is widely used for the prevention of thromboembolic compli-
cations. But, there is large inter-individual differences in the dose required for its anticoagulation
effect. Additionally some patients are warfarin resistant, as a result of genetic variability, drug in-
teractions, dietary habits, malabsorbtion or also idiopathic etiology. We describe a case of acquired
warfarin resistance. A 37-year-old woman with mitral valve replacement (MVR) was accepted to
our hospital to adjust the dose of warfarin. Since 2005 she had had a prosthetic mitral valve and
had taken warfarin. Until 2 years ago, her INR value had been effective, while she twas taking 5
mg warfarin on one day and 2.5 mg warfarin on the other day. However, her INR values suddenly
decreased to ineffective levels two years ago. Therefore daily warfarin dose had been increased up
to 20 mg per day. In spite of this, INR values had not become effective. For this reason, tinzaparin
had been added to the therapy. Despite receiving 20 mg warfarin per day her INR value was 1.14 at
the admission. Complete blood count, renal function tests, TSH level and lipid profile were normal.
She said that she had avoided food rich in vitamin K, had taken warfarin tablets every morning at
the same time, had not used any drug, including herbal or dietary supplements and alcohol, other
than ASA and Tinzaparin. Also, she had not had any illnes previously diagnosed. It was suspected
that this patient may fit into the group of genetic resistance to warfarin. Genetic test was performed
in the blood. But, variant alleles detected in our patient were not sufficient to explain high-dose
warfarin requirement. Her INR values were assessed every day with the increase in the daily dose
of warfarin. (Table 1) As it was seen in the table, warfarin resistance was broken after a certain
point and we were able to reach the targeted INR level with usual doses. After the discharge we
learned by phone that INR measurements of our patient’s were in therapeutic range while taking
5 mg warfarin on one day and 2.5 mg on the other day. This case summarize an acquired form of
warfarin resistance, which appeared independent of medication, diet and comorbid disease. This
case also emphasize the possibility of breaking warfarin resistance with increasing dose. After this
breaking point, the need of warfarin can decrease to usual dose and the patient can be protected
against adverse effects of high amount of warfarin.

Table 1a, b. The table shows daily warfarin dose and the corresponding
INR value
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Hipereozinofilik sendromlu hastada gelisen protez mitral kapak
trombozu

Zeynep Ulutas', Jiilide Yagmur', Nevzat Erdil®, Hasan Pekdemir!

!inonii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi, Kardiyoloji Anabilim Dali, Malatya
*Inénii Universitesi Tip Fakiiltesi Turgut Ozal Tip Merkezi Kalp ve Damar Cerrahisi Anabilim
Dali, Malatya

Giris: Protez kapak trombozu kalp kapak replasmaninin en ciddi komplikasyonlarindan biridir.
Hipereozinofilik sendrom (HES) eozinofil asir1 iiretimi ile ¢evresel kanda ve dokularda eozinofili,
bir ¢cok ug organda hasar olusturabilen heterojen bir bozukluktur. HES erkeklerde kadinlara (9:1)
gore daha sik goriilmektedir. En sik 20-50 yas arasinda goriiliir. Kardiyak tutulum HES ‘de ol-
dukgea sik goriilmektedir. (%50-60) mortalite ve morbiditenin esas nedenidir. Kardiyak tutulumla;
hipertrofi, kapak yetersizlikleri, aritmi, kalp ici trombiis, restriktif KMP ve nadir olarak nekrotizan
miyokardit goriilebilir. Nadir olguda hipereozinofilik sendromun protez mitral kapak trombozu ile
iligkili oldugu bildirilmistir. Bu yazida hipereozinofili tanisi olan ve buna sekonder protez mitral
kapakta trombiis nedeniyle revizyon yapilan olgu sunuldu.

Olgu: Kirk sekiz yaginda erkek hasta bir giin 6nce baglayan nefes darligi sikayetinin artmasi iize-
rine bagvurdugu acil serviste degerlendirildi. Fizik muayenesinde ortopneik ve dispneikti.Dinle-
mekle her iki akcigerde orta zonlara kadar krepitan ral duyuldu. TA:105/70 mmHg nabiz 120 atim/
dk aritmik tasikardik ates 37 dereceydi. Laboratuar degerlerinde WBC: 24.0x109/L, HGB:11.5 g/
dl, eozinofil: 3.47x109/L, INR: 2.5 idi. Oykiisiinde yaklagik 2 ay once romatizmal mitral darlik
nedeniyle mitral valv replasmani operasyonu gecirdigi 6grenildi.Kardiyak muayenesinde protez
kapak sesi duyulmadi.HES nedeniyle hematoloji takibinde olan hastanin kapak cerrahisi sonrasi
metilprednizolon ve hidroksiiire tedavisini almadig1 6grenildi.Yapilan transtorasik ekokardiyogra-
fide prostetik mitral kapagin iki leafletinin de kapali pozisyonda neredeyse sabit oldugu goriildii,
doppler degerlendirmede gradient artis1 dikkat gekti.leri trikiispit yetersizligi mevcut olup sistolik
pulmoner arter basinci 120 mmhyg idi.Transézofageal ekokardiyografi yapildiginda mitral posterior
kapak protezinin hareketsiz oldugu anterior protez kapagin ise hareketinin kisitli oldugu goriildii.
Kardiyoloji kalp damar cerrahisi konseyinde goriisiiliip cerrahi karar alindi.Operasyonda mitral
mekanik kapagin organize trombiisle stug oldugu goriildii ve kapak degistirildi.

Tartisma:HES tanisinin erken konabilmesi, kalp hastalig1 yoniinden klinik ve ekokardiografik ola-
rak siki takip, kalp komplikasyonlarinda uygulanan tedaviler ile hastalarm yasam sanslari artmistir.
Hipereozinofilik sendromlu hastalarda tromboz riski akilda tutulmali, kalp kapak replasmani cerra-
hisi gegiren hastalarda mutlak eozinofil miktarmin yiikselmesi fark edilmeli, altta yatan neden aras-
tirilarak buna gore tedavi edilmelidir. Protez kapak trombozu riskini azaltmak icin mutlak eozinofil
miktar1 normal seviyede tutulmalidir. Hipereozinofilik sendromda biyoprotez veya mekanik kapak
secimi konusunun acikliga kavusturulmasr icin daha fazla kanit gereklidir.

Sekil 1. Olgunun intraoperatif goriintiisii;
kapak tizerinde trombiis izlenmekte.

Sekil 2. Protez mitral kapagin transézofageal ekokardi-
yografisi.

OPS-189

Staphylococcus Capitis’ in etken oldugu, embolik komplikasyonlar
ile prezente olan nativ aort ve mitral kapak endokarditi

Emre Yilmaz, Ali Riza Demir, Muammer Karakayal1, Mesut Pak, Ilyas Cetin
Istanbul Mehmet Akif Ersoy Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Olgu: Yaklagik 3 aydir olan minimal efor ile gelen bilateral bacak agrisi ve yorgunluk hissi tar-
fileyen 64 yas kadimn hasta s6z konusu sikayetleri ile tetkik edilmistir. Sol bacakta akut derin ven
trombozu saptanan hasta diisiik molekiil agirlikli heparin ve warfarin kombine edilerek tedaviye
baglanmistir. Sikayetlerinin devam etmesi iizerine kontrol muayesinde periferik nabizlari zayif, ar-
teryel doplerde bilateral alt ekstremitede monofazik poststenotik akimlar gézlenmis bunun iizerine
periferik arter hastaligi on tanisi ile ileri tetkik ve gerekirse tedavisi amaciyla anjio iglemi plan-
lanmustir. Ayn1 seansta perifer ve koroner anjiografi yapilan hastada; koronerler nonkritik plakli,
periferik anjioda ise bilateral diz eklemi 6ncesi siiperficial femoral arterleri (SFA) total okliide ola-
rak saptanmustir. Aktif sigara kullanimi disinda risk faktorii veya bilinen kronik hastaligi olmayan
hasta Buerger hastaligi 6n tamist ile ileri tedavileri planlanmigtir. Koroneranjiografi iglemi sonrast
7. giiniinde sag hemipleji ve konugma bozuklugu ile acil servise bagvurmustur.ilk degerlendirmede
elektrokardiyografi normal siniis ritminde, karotis bt anjiografide patoloji saptanmayan hastanin
klinigi ve kranial MR goriintiileri ayrintil1 degerlendirildiginde beyinde multible enfarkt odaklari-
nin varlig1 saptanmugtir (Sekil 1). intra kardiyak tromboembolik bir hadise agisindan tetkiki amagli
kardiyoloji boliimiine konsiilte edilmistir. Kalp yetmezligi semptom ve bulgulart da olan hastanin
ekoda EF %55, +4 Egsantrik MY ve anterior leaflette 7x6 mm vejetasyon siipheli kitle saptandi.
TEE de mitral kapakta hareketli tromboze 12x8 mm, aort kapakta 6.9x4.8 mm vejetasyonlar sap-
tandi (Sekil 2). Ayri iki ekstemiteden alinan kan kiiltiirlerinde staphylococus capitis izole edildi.
Etkenin Metisilin direncli oldugu saptanmas: tizerine hastanin tedavisi gentamisin 3x80 mg ve
vankomisin 2x1000 mg olarak diizenlendi.Hastanin DVT si ve periferik ater hastalig1 i¢in antikua-
giilasyon ile izlemine karar verildi. Literatiirde yaynlanan staphylococus capitis vakalarinin biiyiik
bir kismi antibiyoterapi ve konservatif yaklagim ile izlenmistir. Ancak her ne kadar kalp yetmezligi
semptom ve bulgular1 azalsa da ekoda mitral kapak kagak akimi artmasi nedeniyle hastaya aort ve
mitral kapak cerrahisi uygulandi.

Sonug: Stafilococcus Capitis etken olan nativ kapak endokarditi nadir goriilen bir klinik tablodur.
Literaiirde bildirilen Staf. Capitis vakalarinda tek nativ kapak tutulumu tespit edilmisken olgu-
muzda hem aort hem de mitral kapak tutulumu s6z konusudur. S. Capitis gibi direncli ve fatal
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seyirli bir etkenin neden oldugu endokardit vakasinda stroke ve yaygin sistemik emboli tablolart
ile karsilagmak hastaligin fatal seyri adina uyarici ve korkutucudur. Ancak hizli tani, erken ve etkin
antibiyoterapi ve komplikasyonlarin iyi yonetimi hastaligin kontrol altina alinmasini saglamistir.
Medikal tedavisi ve cerrahi girisiminin dogru zamanlamas: hayat kurtarict olmugtur.

Sekil 1. Kranial MR ile tespit edilmis beyinde ¢cok odakli tromboembolik iskemik lezyonlar.

Sekil 2. Transozefageal ekokardiyografi ile tespit edilmis olan nativ mitral ve aort kapagi tutmus endokardit
vejetasyonlari.

OPS-190

Mitral protez kapak candida endokarditi olgusunun periferik
embolisi nadir goriilen bir olgu sunumu

Hakan Duman', Oguzhan Bodur', Eftal Murat Bakirci2, Omer Satiroglu', Ece Hastas',
Turan Erdogan', Yiiksel Cigek', Murtaza Emre Durakoglugil'

'Recep Tayyip Erdogan Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Rize
*Erzincan Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Erzincan

Giris: Yiiksek morbidite ve mortaliteye neden olan mantar endokarditi ¢ok nadir goriiliir. Candi-
da’larin etken oldugu endokarditlerde mortalite oranin %90’lara varabildigi bildirilmistir. Biz bu
olguda biyoprotez mitral kapak mantar endokarditi nedeni ile tedavi goren hastada akut periferik
emboli riskini gozeterek yeniden cerrahi igin zaman kaybetmemenin akilda tutulmasi gerektigini
sunmak istedik.

Olgu: Yetmis iki yaginda halsizlik sikayeti ile acil servise bagvuran hastanin daha 6nceden de
viicudunun sag tarafinda uyusma halsizlik ates sikayetleri mevcutmus. Son bir haftadir sikayet-
lerinde artma meydana gelmis. Hastanin 6zge¢misinde 2011 yilinda bioprotez mitral kapak rep-
lasmani, 5 y1l 6nce fasial paralizi, I yil 6nce agactan diisme sonrasi kosata kirigr meveut. EKG:
Atrial fibrilasyon hiz 100/dk. Labaratuar: Beyaz kiire 14x109/L hemoglobin 11,1 g/dL. Hastanin
fizik muayenesinde TA: 110/70 mmHg, ates: 38.1 °C, nabiz 80/dk diizenli, S1+S2+ apekste 3/6
panistolik iifirm mevcut idi. Cekilen acil diffiizyon MR da kronik serebral enfarktiis ile uyumlu
gorliniim saptand1. Hastanin cekilen transtorasik ekokardiyografisinde bioprotez mirtal kapakta
vejetasyon ile uyumlu goriiniim mitral kapak tizerinde 20/12 gradient (max./min.) olmasi iizerine
hasta kardiyoloji klinigine yatirildi. Yapilan transézofagial ekokardiyografisinde (Sekil 1) 1.8x2
cm kitle tespit edildi hastadan kan kiiltiirleri alindi. Hastanin kan kiiltiirlerinde miikerrer olarak
candida albicans iiremesi iizerine caspafungin baslandi. Hasta takiplerinde ani baglayan sol bacak
agrist ve morarma oldu acil yapilan dopplerde sol alt extremite nabizlari alinmadi akut emboli dii-
stiniildii. Yapilan transtorasik ekokardiyografisinde kapak tizerindeki kitlenin kayboldugu goriildi
(Sekil 2). Hastaya acil embolektomi yapildi. Operasyon sonrasi antifungal ve antikoagiilen tedavi
tamamlanip hasta taburcu edildi.

Tartisma: Infektif endokardit, bakteriyel, viral veya fungal ajanlara bagli olarak gelisen, en-
dokardin inflamasyonu ile ortaya ¢ikan enfeksiyonlardir. Mortalite oranlari %50-90 arasinda
degismektedir. Sadece antibiyotik tedavisi ile mortalite oranlari ¢ok yiiksek olmaktadir. Mantar
endokarditinde antifungal ve cerrahi girisimler birlikte uygulandiginda ise mortalite oranlar azalir.
Endokarditte cerrahi tedavinin zamanlamasi da tartismalidir. Arteriyel embolizasyon, akut enfeksi-
yoz endokarditin potansiyel olarak 6ldiiriicii bir komplikasyonu olan kardiyak yetmezlikten sonra
ikinci derecedir. Bizim vakamizda da medikal tedavisi verilen hastanin yatisindan kisa bir siire
sonra takiplerinde periferik emboli atmig ve akut extremite iskemisine neden olmustur. Hastaya he-
men embolektomi yapilarak extremite kurtarilmis ve kapak fonksiyonlar: takiplerinde diizelmistir.
Sonug: Sonug olarak, kapak protezi olan akut infektif endokardit tanis1 konmug ve cerrahi miida-
hale gerektiren hastalarda tibbi tedavi ile birlikte, vejetasyonun biiyiikliigiine bakilmaksizin cerrahi
tedavi uygulanmasi akilda tutulmalidur.
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Sekil 1. Bioprotez mitral kapak iizerindeki veje-
tasyonun transosofagial ekokardiyografi goriintsii.

Sekil 2. Bioprotez mitral kapaktaki vejetasyonun
kayboldugu transtorasik ekokardyografi goriintiisii.

OPS-191

Successful treatment of a mechanical aortic valve thrombosis
with low dose slow fibrinolysis in one month subdural
hematoma history patient

ibrahim Yildiz, Pinar Ozmen Yildiz
Department of Cardiology, Osmaniye State Hospital, Osmaniye

The safety profil of low-dose, prolonged t-PA infusion in absolute contraindicated states of con-
ventional thrombolytic therapy remains unclear.

A-80-year-old female who had undergone aortic valve replacement with a mechanical prosthesis
presented to us with hypoxia and cardiogenic pulmonary edema. She had history of warfarin ces-
sation due to subdural hematoma one month earlier (Figure 1). Electrocardiography showed sinus
rhythm. Transthoracic echocardiography (TTE) demonstrated a mean transvalvular gradient of
60 mmHg with normal ejection fraction. The coagulation test gave an INR of 1.1. These findings
suggested obstructive aortic prosthetic valve thrombosis. Leaflet motion was visualized with fluo-
roscopy. There appeared to be severely limited motion of the lower leaflet (Figure 2). Owing to the
degree of respiratory compromise, transesophageal echocardiography wasn’t performed. Surgery
was advised but patient refused to undergo an operation. Due to the history of a thrombolytic con-
traindication, discussion centered around i.v. thrombolysis and was carried out. Low-dose (50 mg)
slow infusion (10 hours) of tissue plasminogen activator (t-PA) was then started. After therapy
TTE demonstrated a mean transvalvular gradient of 20 mmHg and leaflet motion was normal on
fluoroscopy (Figure 3 ). According to this findings successful lysis of thrombosis was achieved.
The patient was discharged after uneventful recovery and remained well at 6-month follow-up.
Low-dose and slow infusion t-PA may change the status of absolute contraindication to relative in
selected patients, which needs to be confirmed by further studies.

Figure 1. Arrows indicate area
of subdural hematoma.

Figure 2. Arrows indicate limited motion of the lower leaflet during systole and diastole. Ao: Aorta; LV:
Left ventricle.

Figure 3. Arrows indicate normal motion of the leaflets during systole and diastole. Ao: Aorta; LV: Left ventricle
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Relationship between Wilkins echocardiographic score and
neutrophil to lymphocyte ratio in patients with mitral stenosis

Gorkem Kus', Nermin Bayar?, Zehra Erkal?, Selguk Kiiciikseymen?, Goksel Cagiric®,
isa Oner Yiiksel?, Murat Esin?, Sakir Arslan

'Department of Cardiology, Agri State Hospital, Agrt
’Department of Hematology, Antalya Training and Research Hospital, Antalya

Background: Wilkins echocardiography score (WS) is commonly used among patients with rheu-
matic mitral stenosis (RMS) to evaluate suitability for percutaneous mitral balloon valvuloplasty
(PMBV) treatment. Patients with WS higher than 11 are not allowed for PMBYV. Prior studies
demonstrated that inflammation might have a role in RMS progression. In this study, we aimed to
investigate the role of neutrophil/lymphocyte ratio (N/L ratio) which is indicative of inflammation
in predicting high WS.

Methods: In this retrospective study, we enrolled moderate to severe RMS patients. Transthorac-
ic and transesophageal echocardiography reports were analyzed. Patients were divided into two
groups according to WS. In group 1, WS was <11 and in group 2, WES was higher than 11. Groups
were compared for echocardiographic and hematological parameters.

Results: A total of 115 patients of whom 93 were women(80%) were enrolled in this study. Group
1 consisted of 72 patients (mean age 43.7+12.0) and group 2 consisted of 43 patients(mean age
52.7+11.3). In group 1, mean WS was 7.4+2.0 while it was 12.4+0.7 in group 2. N/L ratio in group
2 was 3.8+0.5 and significantly greater than group 1 in which N/L ratio was 2.6+0.9 (p<0.001). A
cut-off point of 3.09 for the N/L ratio had 100% sensitivity and 78% specificity in predicting RMS
patients with high WS.

Conclusion: N/L ratio was independently associated with WS>11 in patients with RMS.

Figure 1. Neutrophil / lymphocyte ratio levels accord-
ing to Wilkins score.

Figure 2. Receiver operating characteristics
curve of neutrophil / lymphocyte ratio for
predicting high WS.
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Norojenik stres kardiyomiyopatisi
Onder Oztiirk', Unal Oztiirk?

!Diyarbakir Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Diyarbakir
°Diyarbakir Egitim ve Arastirma Hastanesi, Néroloji Klinigi, Diyarbakir

Norolojik hastaliklara sekonder gelisen kardiyak disfonksiyon, norojenik stres kardiyomiyopatisi
olarak tanimlanmaktadir. Farkli norolojik olaylar sonucu gelisen bu kardiyomiyopati tam olarak
anlagilamamigtir. nérojenik stres kardiyomiyopatisi patofizyolojisi, iskemik kalp hastaligia bagl
kalp yetersizliginden farklidir. Norolojik olay sonrasi kalp yetersizligi geligimi, siklikla subarak-
noid hemoraji sonrasi tanimlanmus.

Olgu Sunumu: Otuz yedi yasinda erkek hasta acil servise ani baglayan nefes darlig1 ile bagvurmus.
Gelis kan basict 110/70 mm-Hg, nabiz 125/dk. Kardiyovaskiiler sistem muyanesinde PMMO’da
2/6 sistolik ifiiriim mevcutmus. Cekilen EKG si siniis ritminde olup, anteriyor derivasyonlarda
bifazik T dalgalari, V1-V3’te Q dalgalar1 saptanmas: lizerine hastaya akut koroner sendrom tanist
konmus. Glukoz 87 mg/dl, Kreatinin 0.77 mg/dl, LDL:97 mg/dl, troponin I 0.297 ng/ml. Hastanin
yapilan KAG’sinde LAD ve RCA proksimal plakli saptanmus (Sekil 1-2). Kardiyoloji servisine
hasta yatirilmig. Hasta yakinlari, hastalariin ¢ok konugkan oldugunu, ancak bugiin sabahtan beri
hastalarinin konusmadigini ve nefes darligini oldugunu belirtmigler.Hastada afazi nedeniyle no-
rolojiden goriis istenmis. Cekilen bilgisayarli beyin tomografisinde sol parietotemporalde solda
insuler kortikal alan1 ve sol kaudat nukleus kaputunu igine alan, hipodens akut infarkt alani ile
uyumlu alan saptanmig (Sekil 3-4). Difiizyon MR’da sol temporal lobun biiyiik bir kismini ve fron-
totemporal bileskeyi ve pariyetotemporal bileskeyi ve paryetal lobun posteriyor kisminda minimal
bir alani ilgilendiren, DA seride belirgin sinyal lokalizasyonda, akut infarkt ile uyumlu goriiniim
saptanmus. artis1, ADC haritada sinyal kaybi ile karakterize, olasi sol orta serebral arter beslenme
alanlar1 terminal dallar1 bolgesine uyan Yapilan ekokardiyografisinde LVEF %20, sol kalp bosluk-
larinda genisleme, orta mitral yetersizligi saptanmis. Hastaya ASA, ACE inhibitérii, beta bloker,
diiiretik ve statin baglandi.Akut serebrovaskiiler olaya yonelik tedavi baglanmig. Klinik takiplerde
kismi diizelme olan hasta 6nerilerle externe edilmis. Norojenik stres kardiyomiyopatisi patofizyo-
lojisinde katakolamine bagli dogrudan miyokardiyal hasar sorumlu tutulmus. Bu olgumuz, néro-
jenik stres kardiyomiyopatisini tanimlayan giizel bir drnektir. Norojenik stres kardiyomiyopatisi
kardiyak nekroz, adrenerjik reseptorlerin oldugu miyokardiyumda daha fazladir. Sinir uglari endo-
kardiyumda fazla olmasi nedeniyle miyokard nekrozu da burda daha sik olmaktadir.
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Sekil 1. Koroner anjiyografi. Sekil 2. Koroner anjiyografi 2.

Sekil 4. Kraniyal bilgisayarli tomografi anji-
yografi.

Sekil 3. Bilgisayarli beyin tomografisi.

OPS-194

Status epileptikus iliskili takotsubo kardiyomyopatisi

Ahmet Seyfeddin Giirbiiz, Serif Ahmet Kandemir, Stimeyye Fatma Ozer, Miikremin Cogkun,
Hakan Akilli, Yakup Alsancak, Abdullah igli,Ahmet Soylu, Mehmet Akif Diizenli

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

Elli iki yaginda 6 ayliktan itibaren epileptik nSbetleri, mental retardasyonu olan son iki giindiir giin
igerisinde 4-5 kere jeneralize tonik-klonik ndbeti olmasi ve yeni baglayan genel durum bozuklugu
ile acil servise getirilmis. Acil serviste ndbeti kontrol altina alinan hasta kardiyak enzimlerinin
yiiksek olmasi (Troponin I: 38 ng/ml) nedeniyle akut koroner sendrom on tanisiyla tarafimiza
danisildi. Hastanin dis merkezde cekilen elektrokardiyografisinde (EKG) T negatiflikleri mev-
cut..Merkezimizde ¢ekilen EKG sinde normal siniis ritmi, T negatifligi gozlenmedi. Epilepsi icin
valproik asit 2x500 mg, fenitoin 2x100 mg, levatirasetam 2x1000 mg. diizenli olarak kullandig1
ogrenildi. Ekokardiyografisinde Ef: %35, apeks akitenik sol ventrikul bazalleri hiperkinetik iz-
lendi, belirgin kapak patolojisi izlenmedi. (Sekil 1) Hasta akut koroner sendrom-takotsubo kardi-
yomyopatisi ayrimu i¢in anjiografi laboratuvarina alindi. Hastanin koroner angiografisinde rca ve
lad plakli high lateral arterde %30 darlik izlendi. (Sekil 2) Ventikiilografi de Ef: %30-35 izlendi.
Takotsubo kardiyomyopatisi diisiindiiren apikal balonlasma ve bazal hiperkinezi izlendi. (Sekil 3)
Hastaya beta-bloker, ACE inhibitorii, ASA 100mg baslandi. Nobetleri tekrarlayan hasta Noroloji
Klinigine devredildi. Hastada kardiyomyopatiyi tetikleyebilecek durumlar litaratiirde tarandiginda
ilaglariyla iligkili takotsubo kardiyomyopatisi olgusu saptanmadi. Hastada status epileptikus iligkili
takotsubo kardiyomyopatisi diisiiniildii. Takotsubo kardiyomyopatisinin tam mekanizmas1 kesin
olarak bilinmese de yaygin goriis, stres faktorlerinden kaynaklanan agir1 katekolamin saliniminin
vazospazm veya koroner arterlerdeki dolagimin gegici olarak engellenmesi sonucunda miyokar-
diyal iskemiye neden oldugu yoniindedir. Epileptik nobetlerin takotsubo kardiyomyopatisini te-
tikleyebildigi olgu sunumlart bulunmaktadir. Santral sinir sistemini ilgilendiren bir¢ok hastalik
ya da hasar durumunda sempatik sinir sisteminin baskin hale gelerek katekolaminerjik uyarilarin
artmasi ve hasarl hiicrelerden sitokinlerin salinmasi sonucu miyokardiyal hasar olusabilmekte-
dir. Bunlardan en yaygin goriilenleri subaraknoid kanamalar, iskemik serebrovaskiiler hastaliklar,
epilepsi, sss enfeksiyonlari, travmatik beyin hasari ve beyin oliimii’diir. Ayrica epilepsi sonrasi
goriilebilen ani 6liimlerden liimciil ritm bozukluklarina yol acabilen takotsubo kardiyomyopatisi
sorumlu tutulmustur. Epilepsi tanisi olan hastalarda ani genel durum bozuklugu, nefes darligi ve
aritmi gelistiginde Takotsubo Kardiyomiyopatisi unutiulmamalidir.

Sekil 1. LV di-
yastol ve sistol
goriintiileri.

Sekil 2. Hasta-
nin sol ve sag
sistem  koroner
angiografisi.
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Sekil 3. Ventrikiilografide diyastol ve sistol goriintiileri.

OPS-195

Young peripartum cardiomyopathy patient recovering early with
bromocriptine treatment

Giilsiim Meral Yilmaz, Ahmet Geng, Nermin Bayar, Rauf Avci, Goksel Cagirc, Sakir Arslan
Department of Cardiology, Antalya Training and Research Hospital, Antalya

Introduction: Peripartum cardiomyopathy (PPCM) is an idiopathic cardiomyopathy characterized
by heart failure (HF) secondary to left ventricular (LV) systolic dysfunction towards the end of
pregnancy or in the months following delivery.In this report, we presented a PPCM patient with
early recovery with bromocriptine treatment,a new treatment strategy.

Case: A 36-year-old woman admitted to the emergency room with complaints of shortness of
breath, orthopnea, fatigue,cough and lower extremity edema. On physical examination, blood
pressure was 175/111mmHg, pulse was 130/min. and pulse oximetry showed saturation of 94%.
There was rals up to the upper lung zones, apical 4/6 systolic murmur and mild pretibial edema.We
learned that the patient gave premature birth with caesarean section 4 days ago. This birth is the
Sth pregnancy and 4th birth. N-terminal pro-BNP level (NT-proBNP) was found to be 12.229pg/
ml in patients. LV ejection fraction (LVEF) was 20% and global longitudinal strain was -7% on
echocardiography. Also severe mitral regurgitation, mild tricuspid regurgitation and pulmonary
artery pressure of 50 mmHg were observed. The patient was admitted to the coronary intensive
care unit with the diagnosis of PPCM-acute pulmonary edema. Diuretic infusion and continuous
positive airway pressure therapy started to patient. In addition to the current recommended heart
failure treatment, bromocriptine treatment, which was reported as a new treatment, began with 2.5
mg 2x1 for the first two weeks and 1x1 for the next 4 weeks. The echocardiographic findings at the
beginning of the treatment, at the Sth day, and at the 6th week are shown in figure-1 and table-1. At
the 5th day of treatment, LVEF was significantly improved and mitral regurgitation was mild. Also
LVEF returned to normal at 6 weeks of treatment.

Discussion: The cause of PPCM remains unclear, but several mechanisms have been proposed.
Unbalanced oxidative stress is thought to trigger the protease cathepsin D activation, which breaks
up the prolactin hormone into 16 kDa form. This fragment have cardiovascular effects such as
inhibition of endothelial cell proliferation and migration, induction of endothelial cell apoptosis,
and disruption of capillary structures. The ergot alkaloid bromocriptine mesylate is a dopamine D2
receptor agonist that suppresses prolactin secretion. In a randomized pilot study, patients treated
with bromocriptine compared with patients receiving standard therapy, significant improvement in
the LVEF was observed at baseline (bromocriptine group from 27 to 58%, standard therapy group
from 27 to 36% at 6 months).

Conclusions: In previous studies, significant improvement was observed in LVEF at 6th month of
bromocriptine treatment,but in our case, significant improvement was observed in the early period
at 5th day, and LVEF returned to normal after 6 weeks. In addition to the currently recommended
treatments, bromocriptine therapy should be kept in mind in the treatment of PPCM.

Figure 1. Longitudinal strain curves from apical
four-chamber view: A: at the first day, B: at the 5th
day, C: at the 6th week.

Table 1. Strain echocardiographic findings of the patient

EDV: End diastolic volume, ESV: End sistolic volume, LVEF:
Left ventricular ejection fraction.
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Right atrial mass: myxoma causing right heart failure
Veysel Oktay, Ebru Serin, Dogac Oksen, Emir Baris Okcun
Department of Cardiology, Istanbul University Institute of Cardiology, Istanbul

Cardiac masses are mostly discovered incidentally during an imaging exemination. These inciden-
tal masses usually represent thrombi or vegetations and may impair myocardial contractility and
causing valve pathology. A triad of symptoms is recognised: valvular obstruction, embolic event
and arrhythmias. We report a case of myxoma in the right atrium, in a 64-years-old male patient
presented with dispnea,fatique bilateral lower limb edema and reduced effort tolerance. A 64-year-
old man, smoker, with a history of hypertension and diabet mellitus, presented with a 3-month
progressive dispnea NYHA class II, fatique, bilateral lower limb edema and reduced effort toler-
ance.Before admission he reported his symtoms were worsening in the last two weeks. On physical
exemination, blood pressure and pulse rate were normal and a systolic murmur of grade III-IV was
audible in the tricuspit area. The murmur did not have any postural relation. ECG demonstrated
normal sinus rythm. Laboratory tests were normal. Chest X-ray showed an increased cardiothorac-
ic ratio. Transthoracic echocardiographic examination revealed a large,mobile homogenous right
atrial mass, measuring 3.0x1.9 cm, in the right atrium with close contact to the origin of the IVC.
Right ventricule function was reduced, TAPSE(Tricuspid annular plane systolic excursion) 1.2 cm.
Her transesophageal echocardiography at deep transgastric view revealed a large, calcific,spherical
mass (34x33 mm) in the posterolateral area of the right atrium. He referred for cardiac magnetic
resonance (CMR) to further evaluate the right cardiac mass. First T2 coronal cardiac magnetic
resonance imaging confirmed the hypersignal right atrial mass in the right posterior atrium. The
mass was causing mechanical obstruction to blood flow through tricuspid valve. The mass was
completely removed by surgery and diagnosis was confirmed by pathology. In our case, the right
atrial myxoma was thought to cause the right heart failure by decreased the right ventricular func-
tion. Intracardiac masses could be affect the function of the adjacent cardiac structures leading to
severely compromised blood flow due to inflow or outflow tract obstruction. The patient underwent
successful operation of the myxoma. He was kept on echocardiography follow-up every 6 months.

Figure 1. Transthorasic echocardiography shows
a large echogenic mass filling the right atrium.

Figure 2. TTE image. Right atrial mass.

Figure 3. Cardiac MR cine imaging in
four-chamber view demonstrates mass with oval
shape and regular borders (arrow).

Figure 4. Cardiac MR.
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Effectivity of rivaroxaban in the left ventricular apical thrombus
Fatih Aydin', Ercan Aksit?, Ayse Hiiseyinoglu Aydin', Ozge Turgay Yildirim', Evrin Dagtekin'

'Department of Cardiology, T.C. S.B., Eskisehir State Hospital, Eskisehir
’Department of Cardiology, Canakkale Onsekiz Mart University Faculty of Medicine, Canakkale

Background: Atrial fibrillation (AF) is the most commonly predisposes to an increased risk of
embolic stroke and the incidence of stroke in patients with atrial fibrillation is greatly reduced by
oral anticoagulation. Recently, direct oral anticoagulants (DOAC) have been successfully applied
in non-valvular AF instead of warfarin, which has been used for many years for anticoagulation.
However, in the literature, the use of DOAC in patients with left ventricular apical thrombosis is
rather low. Here, we present the case of a man with AF and left vetricular apical thrombus while on
warfarin therapy and was subsequently treated with rivaroxaban.

Case presentation: A 67-year-old male patient in dilated phase of hypertrophic cardiomyopathy
and atrial fibrillation. He also had coronary artery disease and hypertension. The ‘CHA2DS2VASc’
score was 4. His creatinine clearance was 80 ml/min. Medication included perindopril + indamid,
metoprolol, spironolactone, furosemide, warfarin. Warfarin had to be discontinued due to marked
fluctuations in International Normalized Ratio (INR). Transthoracic Echocardiography (TTE)
displayed a fixed mass measuring 1.8x 1.12 cm? in the left ventricle (Figure 1). He was treated
with rivaroxaban once a day for the past six months without any embolic episode or bleeding.
After six month the thrombus regressed to 1.54x1.06 (Figure 2). The treatment of rivaroxaban was
continued because there was no increase in the size of the thrombus mass, although there was no
significant decrease, and no thromboembolic event occurred.
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Discussion: The effectiveness of rivaroxaban was completely evaluated in the prevention of embo-
lism in non-valvular AF. However, the effect of this drug on on the resolution of the LA and LAA
thrombus is not fully assessed. A few clinical case reports assessed of rivaroxaban in resolving LA/
LAA thrombi and in reducing smoke-like echo. And one of these case reports showed that the LA
thrombus-related stroke developed in a patient when pre-operative rivaraxaban was discontinued.
There was a small decrease in apical thrombosis in our case, as well as the measurement deviations
due to echocardiography may have caused this. On the other hand, effective anticoagulation may
have caused decrease of the thrombus. And longer use of the rivaroxaban may lead to further
reduction in thrombus size.

Conclusion: This case supports that the ineffectiveness of warfarin therapy for complex cases
enclose left apical thrombus conditions and of the possibility of using rivaroxaban as a safe alter-
native. This observation needs to be confirmed by long-term and larger data.

Figure 1. Before Rivaroxaban treatment. Figure 2. Sixth month.

Lipit | Koruyucu kardiyoloji
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Critical left main coronary artery stenosis in a patient with
homozygous familial hypercholesterolemia and aortic valve
replacement: a case report

Nuri Kose', Tamer Kirat', Gokhan Ergiin?, ibrahim Altun?, Fatih Akin?

'Department of Cardiology, Private Yiicelen Hospital, Mugla
2Department of Cardiology, Mugla Sitki Kogman University Training and Research Hospital, Mugla

Introduction: Familial hypercholesterolemia is an autosomal dominant genetic disorder of lipid
metabolism characterized by elevated low-density lipoprotein cholesterol levels in the blood and
premature cardiovascular disease. In this article, we present a 45-year-old man with familial homo-
zygous hypercholesterolemia and aortic valve replacement who had a critical left main coronary
artery stenosis and underwent successful coronary artery bypass graft surgery.

Case: A 45-year-old male patient was admitted to our cardiac clinic with a history of exertional an-
gina (Canadian Cardiovascular Society Class III) for three months. The patient had been diagnosed
with HoFH ten years before. In addition, his mother, father and two brothers had also HoFH histo-
ry. The patient had mechanical aortic valve replacement operation because of severe symptomatic
aortic stenosis ten years ago. The coronary arteries had been reported to be with some plaque in the
coronary angiography before that operation. It was learned that the patient had had xanthomas in
the dorsum of both of the hands and Aschilles tendon which had started in the childhood years and
had been resected with local anesthesia two years ago. He had been taking atorvastation 80 mg/day,
ezetimibe 10 mg/ day and warfarin for ten years. But, he stated that he had stopped lipid lowering
medications a month ago. In physical examination, bilateral arcus cornealis and palpebral xantholes-
ma (Figure 1A) and though partially resected, xanthomas in the Achilles tendon were evident in the
inspection. (Figure 1B). His total cholesterol was 662 mg/dL, LDL cholesterol was 604 mg/dL,
high-density lipoprotein cholesterol was 30 mg/dL and triglyceride level was 140 mg/dL. In trans-
thoracic echocardiography, normal functioning prosthetic metallic aortic valve (maximum gradient
24 mmHg), mild mitral regurgitation, mild left venticular hypertrophy with a normal left ventricular
ejection fraction were detected. Focal aortic root aneursymatic dilatation of 43 mm diameter and cal-
cification in the ascending aorta was determined in both the thoracal computerized tomography and
conventional aortography (Figure 2 A and B). Coronary angiography revealed a 80% osteal stenosis
in the left main coronary artery with some plaques in the other coronary arteries (Figure 2C). The
patient was referred to surgery. The left internal mammarian artery to the left anterior descending
artery and a saphenous vein to the optuse marginal artery bypass grafts were applied. The patient
didn’t accepted the plasma apheresis therapy and has been event-free for 3 years.

Conclusion: Because of the very high prevelance of the development of cardiovascular disease in
the HoFH patients, aggressive treatment approaches and close follow-up are needed for the relative
reduction in mortality and morbidity incidences.

Figure 1.

Figure 2.
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Dabigatran tedavisi alan hastada gelisen akut pulmoner emboli
Mustafa Bilal Ozbay, Emek Ediboglu, Fazil Arisoy, Yasin Ozen, Burak Acar
Ankara Tiirkiye Yiiksek Ihtisas Hastanesi, Kardiyoloji Klinigi, Ankara

Otuz bir yagindaki erkek hasta Tiirkiye Yiiksek Ihtisas Egitim ve Arastirma Hastanesi acil servisine
dispne, gogiis ve bacak agrisi ile bagvurdu. Derin ven trombozu nedeniyle iki hafta 6nce bagka bir
saglik merkezinde hospitalize edilmis, parenteral antikoagiilasyonla beraber 150 mg dabigatrana
giinde iki kez kullanmak iizere baglanmisti. Kardiyovaskiiler risk faktorii olarak aktif sigara igi-
cisiydi ve yakin zamanda immobilizasyon, kanser, operasyon mevcut degildi. Bagvuru sirasinda
hastanin kan basinct 135/76 mmHg ve solunum hizi 25 nefes / dakika idi. Oda havasindaki oksijen
saturasyonu %85 idi ve arteryal kan gaz analizinde hipoksemi ve hipokapni mevcuttu. Kardiyak
ve akciger muayenesinde ek bulguya rastlanmadi. Periferik muayenesinde sol bacakta homan’s
bulgusu pozitifti ve sol bacak capi sag bacaga gore 4 cm daha biiyiik ol¢iildii. Serum elektrolit,
glukoz, kan iire ve kreatinin diizeyleri, tam kan sayimi ve troponin seviyeleri normaldi. Akciger
filmi normaldi ve elektrokardiyografide (EKG) inferior derivasyonlarda patolojik olmayan erken
repolarizasyonla birlikte siniis bradikardisi mevcuttu. EKG’de S1Q3T3 paterni yoktu (Sekil 1).
Transtorasik ekokardiyografide sistolik pulmoner arter basincinda hafif artis saptandi (sistolik pul-
moner arter basinci 38 mmHg) ve segmental duvar hareket bozuklugu saptanmadi. Sol bacak i¢cin
yapilan doppler ultrasonografide popliteal vende akut fazda DVT saptandi. Hastaya bu bulgulara
dayanarak yapilan pulmoner bilgisayarli tomografide (PBT) sag ana pulmoner arterin liimeninde
dolug defekti ve trombiisle uyumlu gériiniim saptandi (Sekil 2). Pulmoner emboli (PE) siddeti
indeksi skoru 30 idi. Hasta diisiik riskli PE olarak smiflandirild1 ve 30 giinliik mortalite riski ¢ok
diisiik (%0-1.6) olmasi nedeniyle trombolitik tedavi verilmedi. Hastaya dabigatran eteksilat yerine
diisiik molekiil agirlikl heparin ve varfarin ile birlikte standart antikoagiilasyon tedavisi uygulandi.
Hastanin hemodinamisi stabil seyretti ve komplikasyonsuz bir sekilde taburcu edildi.

Sekil 1. Elektrokardiyografide siniis bradikardisi ve erken repolarizasyon
goriiliiyir.

Sekil 2. Pulmoner bilgisayarli tomografide sag pulmoner arter liimeninde
trombiis goriiliiyor.
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Tyrosine kinase mhibitor induced pulmonary artery hypertension:
reversible with ponatinib?

Serkan Gokaslan', Ersel Onrat', Cigdem Ozer Gokaslan?, ibrahim Etem Dural'

'Department of Cardiology, Afyon Kocatepe University Faculty of Medicine, Afyon

2Department of Radiology, Afyon Kocatepe University Faculty of Medicine, Afyon

Pulmonary arterial hypertension (PAH) is a disease associated with progressive and comprehensive
vascular remodeling of small pulmonary arteries. The prognosis of Chronic myelogenous leukemia
(CML) has been improved by tyrosine kinase inhibitors (TKIs), which inhibit BCR/ABL kinase
pathway. Most of the TKIs induced PAH is limited almost exclusively to dasatinib until now. There
was only one report about, PAH was caused by the novel TKI ponatinib. We present a 73 years
old-female patient with chronic myeloid leukemia, who had PAH after approximately 72 months
with prior exposure to dasatinib. Dasatinib was replaced by nilotinib in this patient. Nilotinib was
used 11 months for CML treatment, but no recovery was seen with also this TKI. Finally, ponatinib
therapy was started for CML. Signs and symptoms of PAH improved with institution of ponatinib
therapy. Therefore we report that the patient with dasatinib induced PAH did not recover after institu-
tion of nilotinib as a TKI instead of dasatinib but improved with ponatinib treatment using for CML.
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Dijital iilser ile prezente olan sistemik skleroz’a bagh sekonder

pulmoner hipertansiyon

Ertan Emre Sahin, Muzaffer Karadeniz, Ahmet Celik

Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

Olgu: Altmus alti yaginda bayan hasta 6nce sag el 3. parmak ucunda daha sonra da sol el 2.parmak
distalinde yara nedeniyle plastik cerrahi poliklinigine bagvurmus ve bunun iizerine kardiyak emboli
odag aragtirilmak iizere tarafimiza yonlendirilmisti (Sekil 1), Hastanin gekilen elektrokardiyografisi
normal siniis ritminde, V3-V6 da 1 mm ST depresyonu izlendi (Sekil 2). Hastaya yapilan transtora-
sik ekokardiyografide ejeksiyon fraksiyonu %60, minimal mitral yetmezlik, minimal aort yetmezli-
81, 2. Derece trikiispit yetmezligi ve pulmoner arter basmci 100 mmHg olarak 6l¢iildii (Sekil 3), sag
bosluklari genis olarak izlendi (Sekil 4), interatrial septum ve interventrikiiler septum sola deviye
olarak izlendi. Pulmoner hipertansiyonu olan hasta etyoloji arastirtlmasi icin kardiyoloji servisine
yatirildi. Pulmoner emboli ekartasyonu i¢in ventilasyon-perfiizyon sintigrafisi ¢ekildi. Pulmoner
tromboemboli i¢in orta olasilikli saptanmasi tizerine spiral toraks BT cekildi. Spiral toraks BT de
pulmoner emboli saptanmadi. Parmaklarinda dijital iilserleri olmasi nedeni ile sistemik skleroz 6n
tanist ile Romatoloji B.D.’na danigildi. Anti-SSB, Anti-SSA, IFAT ( PANCA ), Sm, nRNP/Sm, Scl-
70, Jo-1, Niikleosom otoantikorlart gonderildi. Sonuglari negatif olarak geldi. ANA ve Anti-sent-
romer antikor testleri dis merkeze gonderildi. ANA ve Anti-sentromer antikor testleri pozitif geldi
(Sekil 5). Hastaya sinirl deri tutulumlu sistemik skleroz tanisi ile hidroksiklorokin, dijital iilserleri
olmasi nedeni ile ilioprost infiizyon tedavisi baslandi. Sag kalp kateterizasyonu yapildi. Sag kalp
kateterizasyonunda ilioprost ile vazoreaktivite yapildi. islem 6ncesi mean pulmoner arter basinci
53 mmHg, islem sonrasi 50 mmHg olarak saptandi. Vazoreaktivite negatif olarak degerlendirildi.
Hastaya pulmoner hipertansiyona yonelik macitentan tedavisi baslanarak taburcu edildi. Sistemik
skleroz patogenezinde vaskulopati, immun aktivasyon ve fibrozisin rol aldigi; nedeni bilinmeyen
bir bag dokusu hastaligidir. Sistemik skleroz iligkili vaskulopatinin hastalik gelisiminde ilk basamak
oldugu kabul edilmektedir. Dijital ulser (DU) sistemik sklerozlu hastalarda Raynaud fenomeninden
sonra vaskulopatinin neden oldugu en sik klinik tablodur. Hastalik suresince %35-60 hastada gorul-
mektedir; buyuk oranda tekrarlayici karakterdedir. Sistemik skleroz; sinirli sistemik skleroz, sinirl
deri tutulumlu sistemik skleroz, yaygin deri tutulumlu sistemik skleroz ve eozinofili ile birlikte yay-
gin fassiit ile seyreden sistemik skleroz olarak alt tipleri mevcuttur. Bizim vakamizda dijital iilser
nedeni ile tarafimiza bagvuran ve smirli deri tutulumlu sistemik skleroza bagl sekonder pulmoner
hipertansiyonu saptanan hasta sunulmustur. Dijital iilseri olan ve pulmoner arter basinci yiiksek olan
hastalarda sistemik skleroz ayirici tani olarak akilda tutulmas: gerekir.

Sekil 1. Sag el 3. parmak ve
sol el 2. parmakta yara.

Sekil 2. Yatis elektrokardi-
yografisi.

Sekil 3. Pulmoner arter basinci. Sekil 4. Ekokardiyografide sag ventrikiil bazal ¢api.

Sekil 5. Dis merkez ANA ve anti-sentromer antikor testleri.
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Successful lysis in massive pulmonary embolism with thrombus
entrapped in PFO

Selcuk Kucukseymen, Nermin Bayar, Goksel Cagirci, Erkan Koklu, Isa Oner Yuksel,
Zehra Erkal, Sakir Arslan

Department of Cardiology, Antalya Training and Research Hospital, Antalya

A 75-year-old woman was admitted to the emergency room with an acute onset of exertional
dyspnea associated with syncope. Her medical history was positive for hypertension and knee
replacement surgery a month ago. She reported no chest discomfort and any neurologic deficits.
Blood gas analysis revealed hypoxia and hypocarbia. Laboratory results included a D-dimer level
of 5900 ng/ml and an elevated high sensitive troponin T level of 780 ng/ml. An electrocardiogram
showed siniis rhythm with T-wave inversions in the anterior leads and tachycardia. Before we
come, contrast-enhanced computerized tomography angiography (CTA) for pulmonary arteries
was performed, and bilaterally massive thrombus was seen on main pulmonary arteries (Figure
1), and she was hemodynamically unstable. Thus, an urgent transthoracic echocardiography (TTE)
was performed and showed an mobile thrombus in the right atrium, also revealed a patent foramen
ovale (PFO) and systolic pulmonary artery pressure was 80 mm Hg. Then, we have decided to
perform a transoesophageal echocardiography(TEE) because of suspected PFO located thrombus.
TTE and TEE showed an embolus extending from right atrium to the left atrium through the PFO
(Figure 2A B.C). Cardiothoracic surgeons were consulted regarding open pulmonary and cardiac
embolectomy, because of left sided thrombus. The risks and benefits of embolectomy were ex-
tensively discussed with patient, her family and surgerons. Because the patient’s age made her a
high-risk surgical candidate, cardiothoracic surgeons decided that she is inoperable for his surgical
intervention, thus the dicision was made to proceed with thrombolytic therapy, and 25 mg of in-
traveous tissue plasminogen activator (TPA) was administered wtihin 12 hours as a slow infusion
up to a total of 50 mg TPA. TTE was repeated after every thrombolytic therapy, also there was no
sign of stroke, transient ischemic attack, or hemodynamic compromise during and after infusion.
After termination of the last dose of TPA, TEE was repeated, The intracardiac thrombus in the
bilateral atrium were completely resolved (Figure 3B), also CTA was repeated too, thrombus in
main pulmonary arteries was disappeared in the left pulmonary artery totally, however not totally
disappeared in the right side, even so it was smaller (Figure 3A). On the other side, the right side
of thheart had become normal in size, and pulmonary systolic pressure had decreased to 35 mm
Hg. She was hemodynamically stable, thus this case discussed with physicians from pulmonary
diseases department. The patient was discharged from the hospital 7 days after initial presentation
with instructions to take oral anticoagulants.

Figure 1. Bilaterally massive thrombus was seen on main pulmonary arteries by contrast-
enhanced computerized tomography angiography.

Figure 2. A and B: Thrombus that extending from right atrium to the left atrium through the PFO by
transesophageal echocardiography. C: Thrombus that located in the right atrium by transthrocic echocar-
diography.

Figure 3. A: Thrombus in main pulmonary arteries was completely resolve in the left pulmonary artery to-
tally, however not totally disappeared in the right side, even so it was smaller B: The intracardiac thrombus
in the bilateral atrium were completely resolved, even in the patent foramen ovale.
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Kronik tromboembolik pulmoner hipertansiyon ve siniis venosus
ASD birlikteligi

Nermin Bayar, Zehra Erkal, isa Oner Yiiksel, Erkan Koklii, Goksel Cagircr, Sakir Arslan
Antalya Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Antalya

Altmus sekiz yasinda kadin hasta giderek artan nefes darlig1 yakinmastyla bagvurdu. Oykiisiinden
alt1 yil, ii¢ y1l ve bir yil 6nce olmak iizere ii¢ kez pulmoner emboli atag gecirdigi ve oral antikoa-
giilan tedavi aldigi 6grenildi. Elektrokardiyografisi normaldi. Transtorasik ekokardiyografisinde sag
kalp bosluklarinda genisleme ve pulmoner hipertansiyon (SPAB: 60mmHg) saptand:. Toraks bilgi-
sayarli tomografisinde kronik tromboembolik pulmoner hipertansiyon ile uyumlu bulgular saptand:
(Sekil 1). Ventilasyon perfiizyon sintigrafisinde sag akcigerde subsegmental perfiizyon defektleri
saptandi. Pulmoner hipertansiyon arastirmasinin bir parcasi olarak yapilan transozefageal ekokardi-
yografik incelemede ise VCS tip siniis venosus ASD saptandi (Sekil 2). Ardindan hastaya kalp kate-
terizasyonu yapildi; ortalama pulmoner arter basinci 114/48/76mmHg, pulmoner vaskiiler rezistans
21.8WU/m? saptandi. Grup 1 ve 4 pulmoner hipertansiyon ile 6rtiisen bulgulari olan hastaya konsey
degerlendirmesinde riociguat ile medikal takip karar1 alindi. Hastanin bazal 6 dakika yiiriime testi
mesafesi 164 metre idi. Ugiincii ay sonunda klinik olarak daha rahat oldugunu ifade eden hastanin 6
dakika yiiriime testi mesafesi 240 metre saptandi. Pulmoner hipertansiyon ile ilgili giincel kilavuzda
oncelikle hastanin hangi gruba ait oldugunun belirlenmesi 6nerilmektedir. Bu hastalarda transtorasik
ekokardiyografi ile tespiti zor olan defektlerin tespiti igin transozefageal ekokardiyografinin daha
yaygin kullanimi faydali olacaktir. Bizim hastamizda oldugu gibi grup 1ve grup 4 pulmoner hiper-
tansiyon ile ortiisen kombine vakalarin da olabilecegi gz 6niine almmalidir.

Sekil 1. Sag akcigerde kronik tromboembolik
pulmoner hipertansiyonu destekleyen bulgular
saptandi.

Sekil 2. TEE’de VCS tip ASD saptandi.
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The role of fragmented QRS in predicting the success of procedures
in patients with chronic thromboembolic pulmonary hypertension
who underwent pulmonary endarterectomy

Ugur Arslantas, Akin Arslan, Miinevver Sart, Liitfi Ocal, Selguk Pala,
Hasan Sunar, Bedrettin Yildizeli

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

Background: There is no study in the literature that evaluated the relationship between success
of procedure and fragmented QRS (fQRS) in patients with chronic thromboembolic pulmonary
hypertension (CTEPH) who underwent pulmonary endarterectomy (PEA). Aim of our study is to
investigate whether presence of fQRS predicted the success of endarterectomy.

Methods: The study population consisted of 59 patients (23 males, 36 females) who underwent
PEA due to CTEPH. Right heart catheterization was obtained on initial assessment under mild
sedation and within the 5 days after PEA in the intensive care unit prior to removal of the intra-
operative catheters when patient was off vasopressors. Pulmonary vascular resistance and mean
pulmonary artery pressure were calculated. The patients divided in two groups according to the
presence of fQRS (group-1: 21 patients with fQRS and group-2: 38 patients without fQRS).
Results: Baseline clinical characteristics were comparable between the groups. When the groups
were compared in terms of cardiac catheterization findings following the procedure, there was
no difference among the groups in regard to cardiac index and mean pulmonary artery pressure
(mPAP) while postoperative pulmonary vascular resistance (PVR) value was higher in fQRS group
556.4+327 dynes.sec.-5 vs 395.6+122 dynes.sec.-5, (p:0.009); recovery in PVR and mPAP were
statistically higher in non fragmented QRS group 467.7+343 dynes.sec.-5 vs 230+199 dynes.sec.-
5, (p=0.005); 18.5+6.4 mmHg vs 6.4+5.5 mmHg, p=0.002).

Conclusion: When compared to the patients without fQRS, patients with fQRS had higher mean
pulmonary artery pressure and had lesser decrease in pulmonary vascular resistance and recovery
after pulmonary endarterectomy.

Table 1. Characteristic of patient undergoing pulmonary endarterectomy

NYHA, New York Heart Association; PAP, pulmonary artery pressure; PVR, pulmo-
nary vascular resistance; PCWP, Pulmonary capillary wedge pressure a Comparing
subjects with or without fORS.
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Table 2. Echocardiography characteristic of the study population

EF, ejection fraction; TAPSE, tricuspid annular plane systolic excursion; sPAB, systolic pulmo-
nary arterial pressure aComparing subjects with or without fORS

Table 3. Postoperative outcome

PAP, pulmonary artery pressure; PVR, pulmonary vascular resistance a Comparing subjects with
or without fORS b Compared with pre-operative TPR ¢ Compared with pre-operative Mean PAP

Girisimsel kardiyoloji | Koroner
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iatrojenik sol ana koroner trombozu
Ali Or¢un Siirmeli, Muzaffer Karadeniz, Ozcan Orsgelik, Bugra Ozkan, Tiirkay Ozcan, Ahmet Celik

Mersin Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Mersin

Altmug yaginda kadin hasta stabil angina pektoris tanistyla diagnostik koroner anjiografi i¢in yatirildi.
Ozgegmisinde diabetes mellitus ve hipertansiyon olan hastanin son 6 aydir olan tipik gogiis agrist
mevcuttu. Hasta koroner anjiografi iglemi icin laboratuara alindi. Hastaya sol judkins 4 kateter ile
diagnostik anjiografi yapildi (Sekil 1). Sag koroner anjiografisi yapildiktan sonra hastada siddetli go-
giis agris1 geligmesi tizerine tekrar sol ana koroner artere kateterle oturuldugunda ana koronerin total
tromboze oldugu goriildii (Sekil 2). Hasta da ventrikiiler tagikardi gelisti. Elektriksel kardiyoversiyon
uyguland: ve hizla intraaortik balon pompast takildi. Sol ana koroner arter tel ile gecildi. Balon ile
predilatasyon yapildiktan sonra ana koronerden LAD’ye uzanacak sekilde 3.5x18 mm stent implante
edildi (Sekil 3). Stent i¢inin tekrar tromboze olmast iizerine NC balon ile postdilate edildi ve ayri bir
tel ile stent proksimalindeki sitratlardan gegilerek CX artere gegildi. 1.5x15 mm ve ardindan 2,5x15
mm rujin balon ile dilate edildikten sonra 3.5x18 mm stent ana koronerden CX artere dogru implante
edildi (Sekil 4). Final kissing balon yapilarak isleme son verildi (Sekil 5). Hasta 6. ay kontrollerinde
asemptomatik, aspirin ve tikagrelor tedavisi altinda takip edilmektedir. Koroner anjiografiye bagl
major komplikasyonlar %2 den daha az siklikta goriilmektedir. Koroner trombiiste koroner anji-
ografide goriilebilen komplikasyonlardandir. Nedenleri arasinda kateter de gelisen trombiisiin opak
madde ile beraber koroner artere enjekte edilmesi ile kateterin koroner artere oturdugunda sebep
oldugu diseksiyon sonucunda da trombiis gelisebilmekte ve 6liimciil sonuglara neden olabilmektedir.

Sekil 1. Anteroposterior caudal agidan sol
koronerlerin goriiniimii.

Sekil 2. Koroner anjiografi bitiminde hasta-
da gelisen akut sol ana koroner trombozu.

Sekil 3. Sol 6n inen artere takilan stentin
goriintiimii.

Sekil 4. Ana koronerden sirkumfleks artere
uzatilan stentin goriintimii.

Sekil 5. Final Kissing
balon sonrasi sol koro-
nerlerin goriiniimii.
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33. ULUSLARARASI KATILIMLI TURK KARDIYOLOJI KONGRESI
OLGU SUNUMLARI YAZAR DIiZiNI
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OPS-113

0S-77, OPS-005, OPS-196
OPS-180

OPS-196

0S-86, OPS-027, OPS-079
OPS-152

OPS-033, OPS-056
OPS-152

OPS-053, OPS-201

OPS-205

0S-05

OPS-036, OPS-170, OPS-196
OPS-132

OPS-134

OPS-112

0S-45, OPS-043, OPS-064
0S-37, OPS-042
OPS-129, OPS-161

08-64, OPS-200

OPS-138

OPS-011

0OS-88

Ozbek SC
Ozben Sadi¢ B
Ozcan F
Ozcan IT
Ozcan KS
Ozcan MK
Ozcan T
Ozgelik A
Ozcmar E
Ozdamar H
Ozdemir E

Ozdemir R
Ozdol €
Ozeke O

Ozen MB
Ozen'Y
Ozer Gokaslan C
Ozer SF
Ozin MB
Ozkan B
Ozkan C
Ozkan M
Ozmen E
Ozmen G
Ozmen N
Ozmen Yildiz P
Ozpelit E
Oztiirk C
Oztiirk F
Oztiirk O
Oztiirk S
Oztiirk S
Oztiirk U
Ozyazgan B
Ozyildiz A
Ozyiincii N

Ozyurtlu F

P
Pak M
Pala S

Palabiyik M
Pamukcu HE
Paydas S
Payzin S
Pekdemir H
Polat F

Polat M

Polat Ocakli E

0S-68, OPS-156

0S-60

0S8-75,0PS-015, OPS-016, OPS-024
0S-45

OPS-022

0S-45

OPS-064

0S-66, OPS-182

0OS-70

0S-28, OPS-114

08-03, 0S-15, 0S-31, OPS-009, OPS-010,
OPS-017, OPS-031

OPS-030, OPS-047, OPS-151
0S-82

0S-75,0PS-015, OPS-016, OPS-024,
OPS-101, OPS-165

OPS-181

OPS-200

OPS-201

OPS-140, OPS-141, OPS-194
08-07, 0S-29, OPS-001
0S-45, OPS-043, OPS-064
OPS-157

OPS-082

OPS-110, OPS-112

0S-13, 0S-32, 0S-72, OPS-078
OPS-143

OPS-177

0S8-28,08-73

OPS-071, OPS-153

OPS-160

OPS-178, OPS-193

0OS-14, OPS-045, OPS-067, OPS-176
OPS-038, OPS-133

OPS-178, OPS-193

OPS-157

OPS-001

0OS-14, 0S-26, 0S-38, 0S-40, 0S-63, 0S-67,
OPS-045, OPS-067, OPS-172, OPS-176
OPS-104

OPS-189

OPS-033, OPS-037, OPS-039, OPS-056,
OPS-058, OPS-205

OPS-036

0S-87

OPS-134

OPS-161

OPS-055, OPS-188
OPS-108

0S-04, OPS-136
OPS-131
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R

Rabus M
Rossum AV
Royen NV

S

Saat¢i Yasar A
Sakli B

Saltan Y

Sart A

Sart M
Saritkaya S
Sarilar M
Savur U

Saymm MR
Saymn T

Selim Kili¢ YS
SelviM

Ser OS

Serin E

Seyis S

Sinan UY
Sivri S

Sigirer S
Sokmen E
Sonmez G
Soydan E
Soydas Cinar C
Soylu A

Soylu K
Sucu M
Sunar H
Sunman H
Siinbiil M
Stirmeli AO
Siiygiin H

S

Safak A
Safak O
Sahan HF
Sahin AA
Sahin D
Sahin E
Sahin EE
Sahin M
Sahin S
Sahin YB
Sahinkug S
Sanhalp M
Sanlialp SC
Sagmaz H

OPS-183
0OS-79
0OS-79

0S-04, OPS-017, OPS-023, OPS-136
OPS-059

0S-03

OPS-180
OPS-058, OPS-205
OPS-183

OPS-005

OPS-152

OPS-083

0S-82

OPS-129

OPS-097

OPS-035

OPS-196

0S-56

OPS-170

0S-68, OPS-100
0S-20

08-68, OPS-156
OPS-126

0S-09, 0S-41, 0OS-47, OPS-185
OPS-185

0S-57, OPS-041, OPS-140, OPS-141,
OPS-149, OPS-186, OPS-194

08-49

OPS-052
OPS-205

0S-21, OPS-094
OPS-093

0S-45, OPS-064
0S-04

0S-25

OPS-029, OPS-119
OPS-125

0S-60

0S-83

0OS-38

OPS-137, OPS-202
OPS-073, OPS-076
OPS-065

0OS-58

OPS-048, OPS-075
OPS-095

OPS-095

0OS-11, 0S-12

33. Uluslararasi Katilimli Tiirk Kardiyoloji Kongresi

Satiroglu O
Sener YZ
Senodz O
Sentiirk B
Simgek E
Simsek EC

T

Tacoy G

Tan Kiirkli TS
Tanburoglu A
Tatar S

Tayyar §

Tekin Tak B
Tekiner F

Tezcan H

Tigen MK

Tok D

Tok OO

Toka¢ M

Tokdil H

Topal S
Topaloglu S
Toprak K
Tiifek¢ioglu O
Tugrul S

Tulma¢ M
Tiiliice K
Tulunay Kaya C
Tuncer MA
Tungez A

Turan Bozkaya YT
Turan N

Turan Yilmaz AT
Turgay Yildirim O
Turinay Ertop Z$
Tiirkvatan A
Tutar E

Tiitiincti A

U

Ucar Elalmig O
Ugur M
Ugurlu Ilgin B
Uguz B
Uluganyan M
Ulusoy FR
Ulutas Kurnaz Z
Ulutas Z

Ural D

Urtekin A

Uyar H

Uygur B

OPS-190
OPS-180

0S-48
0S§-28,08-73
OPS-129
0S-89, OPS-010

OPS-139

0S-38, 0S-80, OS-82, OPS-176

OPS-145

OPS-041, OPS-142, OPS-186

OPS-029

08-75,08-91, OPS-024, OPS-101, OPS-165

OPS-143

OPS-171

08-59, 0S-60
0OS-64

OPS-028, OPS-046

0S-15,08-31, OPS-031

OPS-111, OPS-113
OPS-070

0S8-75,0PS-015, OPS-016, OPS-024

0S-17, OPS-039

0OS-11, 0S-12,08-91, OPS-101

OPS-079

0S-21, 0S-43, OPS-081, OPS-125

0S-48

0S-63

OPS-127
OPS-096, OPS-171
08S-48

0S-26, 0S-40, OS-80

OPS-130
OPS-197
OPS-023
OPS-091
OPS-176

0S8-13, 0S-32, 0S-72, OPS-078

0S-83
OPS-130
OPS-116
0S§-13,08-72

OPS-028, OPS-030, OPS-047, OPS-151

OPS-063, OPS-155
OPS-055

OPS-188

OPS-106

OPS-077

OPS-062

08-39, OPS-091

119
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Uzun F
Uzun M

.

U
Unal S
Ungan I

\Y

Vaiz G
Varol S
Vatan MB
Velibey Y
Velioglu M
Vural A
Vuran O
Vurgun VK
Vurugkan E

Y

Yagmur J
Yakar Tiiliice S
Yakut I

Yalim Z

Yama¢ AH
Yamag¢ Hala¢ HA
Yanik A

Yanik E

Yapan Emren Z
Yagar A

Yagar AS

Yasar S

Yavuz YE
Yavuzgil O
Yayla C

Yaylak B
Yazisiz V
Yenercag M
Yesildag O
Yeter Korkmaz G
Yilancioglu RY
Yildirim AO
Yildirrm E

120

OPS-091
OPS-115, OPS-130, OPS-132

08-64, OPS-002, OPS-148
OPS-063, OPS-155

0S-27,08-88

08-86, OPS-027, OPS-079
OPS-075

0S-34

0S-50

OPS-063, OPS-155

0S-48

08-70, OPS-176

OPS-052

OPS-055, OPS-188

0OS-89

OS-11, 0S-12

0S-74, OPS-070, OPS-072
0S-55

OPS-047, OPS-151

0OS-19, OPS-159

08-50

0S-48

OPS-110

OPS-021

0S-06, OS-16, OS-78, OPS-135
OPS-140, OPS-141

0S-09, 0OS-47

OPS-148

0S-34

0S-61

OS-19

OPS-093

OPS-128

0S-73

0S-36

0S-06, OS-16, 0OS-36, OS-78, OPS-098,
OPS-135

Yildirim I
Yildirim R
Yildirim Turgay O
Yidirim U
Yildirmmtiirk O
Yildiz A
Yildiz CE
Yildiz HY
Yildiz
YildizM
Yildiz O
Yildiz PO
Yildiz SS
Yildizeli B
Yilmaz A
Yilmaz AT
Yilmaz C
Yilmaz Coskun F
Yilmaz DC
Yilmaz E
Yilmaz F
Yilmaz GM
Yilmaz K
Yilmaz M
Yilmaz MF
Yilmaz N
Yilmaz O
Yilmaz Y
Yilmaztepe MA
Yiice EI

Yiicel H
Yiiksel IO

Yiiksel S
Yiiksel UC

Yurdam FS
Yiizbas B

Z

Zehir R
Zekican G
Zencir C
Zeybey U

OPS-147

0S-86, OPS-027
OPS-013

OPS-073
0S-25,08-34
08-05, OPS-035, OPS-036
OPS-117

OPS-169
OPS-177, OPS-191
OS-77

OPS-014, OPS-147
OPS-191

0S-20

OPS-205

OPS-156

OPS-115, OPS-132
OPS-096, OPS-171
OPS-052

OPS-137

OPS-189

OPS-133

0S-33, OPS-195
08-07, 0S-29, OPS-001
08-07, 0S-29, OPS-150
OPS-038

08-56

08-01, OS-19
OPS-179

OPS-071

0S-44

0S-52

0S§-23,08-71, OPS-128, OPS-192,
OPS-203, OPS-204
0OS-19

0S-06, 0S-16, 0S-36, 0OS-46, OS-78,
OPS-098, OPS-135

0S-48
OPS-065

0OS-17
08-27,08-88
OPS-097, OPS-184
OPS-071, OPS-153
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