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Degerli Meslektaglarimiz,

34. Uluslararasi Katihmh Tiirk Kardiyoloji Kongresi 20-23 Ekim 2018 tarihleri arasinda Antalya’da
gerceklestirilecektir.

Katilim sayisi ve yiiksek kalitedeki bilimsel icerigi ile ulusal ve uluslararasi diizeyde dnde gelen bilimsel
kongrelerden biri olan Tiirk Kardiyoloji Kongresinin zengin igerigini tiim katiimecilarimiza doyurucu bir
bilimsel program halinde sunmayi amaclyoruz. Bu yil daha da giiclenen kongremiz TTB tarafindan
kredilendirilmigtir.

Gegen yil yogun katihmin oldugu kongremize bu yil da yurtdisindan, Avrupa Kardiyoloji Dernegi iiye
ilkeleri, komsu ilkeler, Balkanlar ve Tirk Cumhuriyetlerinden meslektaslarimizin katilimi olacaktir.
Bilimsel oturumlarda Tiirkiye'den ve diinyadan, konularinda séz sahibi olan degerli konugmacilar ve
tartismacilar yer aliyor. Uluslararasi Dernekler ESC, EHRA, HFA ile ortak oturumlar programimizda
yer almaktadir. Ayrica Rus Kardiyoloji Dernegi, Tiirk Kalp Damar Cerrahisi Dernegi ve Tiirk Noroloji
Dernedi ile de ortak oturumlarimiz olacaktir. Biiyiik 6nem verdigimiz Geng Kardiyologlar grubumuzun
da ayni oturumlari diizenlenecektir. Kongre programimizda yer alan “Sempozyum”, “Olgu Oturumlan”
ile kalp-damar hastaliklariyla ilgili son bilgilerimizi giincelleyip tartisacagiz. Gecen yillardaki yogun ilgi
nedeniyle devam ettirdigimiz 6zel sertifika verilen “Kurslar” ile bilgilerimizin yani sira becerilerimizi de
gelistirecegiz.

Gonderdikleri zenle secilmis konularda titizlikle hazirlanmig bildiriler ve klinik uygulamalar sirasinda
karsilastiklari dikkat ¢cekiciolgularla katimciyazar ve meslektaglarimiz da kongremizin bilimselicerigine
biiylik gii¢ kattilar; kendilerine ve yiiksek sayida bildiri ve olguyu titizlikle degerlendiren hakemlerimize
siikran borgluyuz.

Katilimcilanimizin, kongremize ikinci kez ev sahipligi yapacak olan Titanic Hotel Kongre Merkezi'nden
memnun ayrilacaklarini umut ediyoruz.

20-23 Ekim 2018 tarihlerinde 34. Uluslararasi Katilimh Tiirk Kardiyoloji Kongresi'nde bulugsmak dilegi ve
saygilarimizla.

Saygilanimizla,

Prof. Dr. Mustafa Kemal Erol Prof. Dr. Vedat Aytekin
Baskan Gelecek Bagkan



TURKISH
CARDIOLOGY
CONGRESS

WITH INTERNATIONAL PARTICIPATION

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.

Respectfully,

Prof. Mustafa Kemal Erol, M.D. Prof. Vedat Aytekin, M.D.
President of TSC President Elect of TSC
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0S-01

Kardiyologun tani koydugu karsinoid tiumor olgusu

Veysel Ozgur Baris, Samir Adigozelzade, Hatice Tagkan, Serkan Asil,
Uygar Cagdas Yuksel, Murat Celik, Cem Bar¢in, Suat Gormel

Giilhane Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Ankara

Altmus bes yaginda erkek hasta baska merkezden klinigimize ciddi trikiispit yetersizlik nedeniyle
cerrahi tedavi degerlendirilmesi icin refere edildi. Hastanin oykiisunde diyabet ve hipertansiyon
tanilari mevcuttu ve on yil once akciger kiigitk hucreli disi kanserinden opere edilmisti. Hasta,
anamnezinde son 2 ayda ayaklarinin sistigi, nefes darliginin basladigini ve hipertansiyon hastasi
olmasima ragmen araliklarla fenalik hissi ile beraber tansiyonunun dustugunu belirtiyordu. Fizik
muayenede trikuispit odakta 3/6 pansistolik tfurum duyuldu, her iki extremitede 3+ pretibial odem
mevcuttu, akciger bazalinde ise solunum sesleri azalmigti. EKG siniis ritmindeydi. Ekokardiyog-
rafi parasternal uzun eksende aort ve mitral kapaklarda ekojenite artis1 ve hafif orta derece aort
kapak yetmezligi dikkati ¢ekti (Sekil 1). Parasternal kisa eksende ciddi pulmoner kapak yetersizligi
izlendi (Sekil 2). Apikal dort bosluk goruntilerde sol ventrikul duvar hareketleri ve boyutu normal
iken sag ventrikiillin dilate ve lateral duvarinin hipokinetik oldugu saptand: (Sekil 3).Trikuspit
kapakta retraksiyon ve kalinlasmanin yaninda ciddi yetersizlik (Vena contracta:11 mm) ve cid-
di darlik izlendi (Ortalama Gradient:4.7 mm Hg) (Sekil 4). Subkostal goruntide ise karacigerde
metastaz ile uyumlu olabilecek yaygin kitle imaji izlendi (Sekil 5). Hastanin mevcut tedavisine
sprinalakton+hidroklorotiazid 25/25 mg 1x1 tablet ve furosemid 40 mg 2x2 tablet tedavileri ek-
lenerek karsinoid tumor on tanisi ile onkoloji klinigine refere edildi. Onkoloji kliniginde yapi-
lan tetkikler sonucu hastada kolondan koken alan ve karacigere metastaz yapan karsinoid timor
saptanip tedavisi baglandi. Kardiyoloji kontrollerinde hastanin pretibial odeminin ve dispnesinin
azaldigi tespit edildi. Onkoloji klinigince surveyin bir yilin altinda oldugu belirtilmesi uzerine
hastada cerrahi tedavi dusuniilmeyip medikal tedavi ile takip karari alindi. Karsinoid Tumorler
genellikle gastrointestinal sistemden koken alan malignitelerdir. Serotonin gibi vazoaktif peptidler
salgilayarak diare, bronkospazm, flushing gibi semptomlara neden oldugu gibi kalp kapaklarinda
fibrotik plak birikimi ile karsinoid kalp hastaligina da yol acabilirler. Kardiak tutulum genellikle
karaciger metastazi sonrasi olugmaktadir. Trikiispit ve pulmoner yetersizlik on planda iken sag sol
sant varliginda veya vazoaktif peptidlerin akcigerdeki yikimi tamamlanmazsa aort ve mitral kapak
tutulumu da izlenebilmektedir. Sag kalp yetersizligi gelisen olgularda ozellikle trikuspit kapak cer-
rahisi dugunulebilmektedir. Sundugumuz vakada surveyin 1 yilin altinda olmasi nedeniyle cerrahi
tedavi secenegi dusiniilmedi. Bu vakada goruldugu uzere ciddi yetersizligin eslik ettigi, hareketi
kusith, retrakte trikuispit kapak yetmezliklerinde ayiric tanida karsinoid tumor de disintlmelidir.
Heniiz tan1 almamig vakalarda subkostal pencerede karacigerde izlenebilecek kitle formasyonu
tan1 koymada yol gosterici olabilecek ve hasta surveyine bityuk katki saglayabilecektir.

Sekil 1. Parasternal uzun eksen gorintiisii aort ve mitral kapak-
larda ekojenite artis1 ve hafif orta derece aort kapak yetmezligi.

Sekil 2. Parasternal ksacksende pulmoner kapak cv
dopler incelemesinde ciddi pulmoner kapak yeter-
sizligi izlendi.

Sekil 3. Apikal dort bosluk gorintiil sol ventrikil
boyutu normal iken sag ventrikiilun dilate oldugu
saptandi.

Sekil 4. Trikiispit kapakta retraksiyon, kalinlasmanin, koaptas-
yon kusuru, ciddi yetersizlik (Vena contracta:11 mm) ve ciddi
darlik izlendi (Ortalama Gradient:4.7 mm Hg).

Sekil 5. Subkostal goriintude karacigerde metastaz ile uyumlu
olabilecek yaygn kitle imaji izlendi.
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Gogus agrisi sikayeti ile bagvuran geng hastada transozefagial
ekokardiyografi ile tam: konulan dev koroner fistiil

Emrah Erdogan
Agri Devlet Hastanesi, Kardiyoloji Klinigi, Agr

Yirmi bes yasinda bayan hasta, gogus agris sikayeti ile kardiyoloji poliklinigine bagvurdu. Son
bir yildir baglayan ve eforla artan tipik anjina pectoris tarifliyordu. Bilinen hastalik oykiisu ve
ilag kullanim1 yoktu.Ttum labaratuvar parametleri normal saptandi. Elektrokardiyografide anormal
bulgu saptanmayan hastaya transtorasik ekokardiyografi (TTE) yapildi. TTE’ de ejeksiyon fraksi-
yonu normal, mitral ve aort kapaklar normal, hafif trikuspit yetersizligi ve sistolik pulmoner arter
basinct (PABs) 35 mm Hg olarak saptandi. Sag kalp bosluklarinda hafif dilatasyon ve interatriyal
septumda color dopler ile anormal akim izlendi. Hastaya atriyal septal defekt on tanisi ile transo-
sefagial ekokardiyografi (TEE) yapildi. TEE 0 derecede interatriyal septum intakt olup, interatriyal
septuma bitisik, sol atriyum ile iliskisi olmayan, 3x2.2 cm ¢aplarinda, interatriyal septumun poste-
riordan sag atriyuma agilan, 2D dopler ile devamli akim paterninde, color dopler ile projektil akim
saptanan vaskuler yapi izlendi. Vaskuler yapinin agzinin sistolde kugulup diyastolde genislemesi
koroner fistiil olasiligini dusundurdi. 42 derece kisa aksta ve 132 derece uzun aksta sag koroner
arter (RCA) anevrizmatik (max c¢ap 22 mm) olarak goruntulendi (Sekil 1). Hastada RCA- sag
atriyum fistul dugiintildi. Tamy1 desteklemek icin hastaya koroner bilgisayarli tomografik (BT)
anjiografi ¢ekildi. Koroner BT anjiografide RCA’ nin sinoatriyal dalindan kaynaklanan, intertariyal
septumda seyreden ve interatriyal septumun arka kismina yakin sag atriyuma dokulen dev, torti-
yoz koroner fistiil izlendi. RCA proksimal segmenti 21 mm olup, sinoatriyal dal1 verdikten sonra
RCA capinin normal seyrettigi izlendi. Diger koroner arterler normal saptand: (Sekil 2). Hastanin
gogiis agrisinin koroner fistule bagh miyokardiyal ¢alma sendromu bagli oldugu dusunildu. Daha
sonra hasta koroner anjiografi ve sonrasinda cerrahi i¢in icin yonlendirildi. Koroner arter fistulleri,
bir koroner arter ile bir kardiyak bosluk veya sistemik /pulmoner damarlar arasinda anormal bir
baglant: ile karakterize olan konjenital kardiyak anomalilerdir. Vaklarin ¢ogu asemtomatik olup,
koroner anjiografi sirasinda insidental olarak tani alirlar. Hemodinamik olarak anlamli genis fis-
tuller miyokardiyal ¢alma sendromuna bagl olarak miyokardiyal iskemi ve ventrikiiler aritmilere
sebep olabilirler. Koroner BT anjiografi fistillerin seyri ve nereye dokulduklerini anlamak igin
yararlidir. Vakamiz koroner fistiil tamsinin TEE ile konulmasi ve demonstratif goruntuleri agisin-
dan onemlidir. Ayrica TTE’de pulmoner basinci yitksek veya sag kalp bosluklari genislemis olan
hastalarda tan1 amagli TEE yaparken koroner fistillerin de akilda tutulmasi ve koroner arterlerin
goruntulenmesi agisindan vakamiz iyi bir ornektir.

Sekil 1. Transosefagial ekokardiyografi. (A) 0 derece 4 bosluk gorintilemede color dopler ile
fistulun interatriyal septumun posteriorundan sag atriyuma agildig1 izlenmektedir. (B) 42 derece
kisa aks goruintilemede dilate proximal RCA ve sag atriyuma acilan fistule ait drop out (yildiz)
gorilmektedir. (C) 112 derece bikaval goriintillemede interatriyal septuma bitisik, superior vena
cava ya yakin seyreden 3x2.2 cm boyutlarinda dev fistul agzi izlenmektedir. (D) 137 derece uzun
aks gorintulemede dilate proximal RCA izlenmektedir.

Sekil 2. Koroner BT anjiografi. (A) Proksimal RCA (ok) ¢apt 21 mm olup belirgin dilate iz-
lenmektedir. Sol ana koroner arter (ok basi) normaldir. (B) Dilate ve tortiyoz sinoatriyal nodal
dal (ok), interatriyal septum boyunca ilerlemektedir. (C) Fistiil agz1 (ok) interatriyal septumun
posterosiiperiyordan sag atriyuma agilmaktadir. (D) RCA (ok) sinoatriyal dalin1 verdikten sonra
normal ¢apta seyretmektedir.



Kardiyak goriintiileme | Ekokardiyografi

Kardiyak goriintiileme | Ekokardiyografi

0S-03

Imaging of large coronary fistula using by echocardiography
Ahmet Guner, Ozkan Candan, Cetin Ge¢cmen, Musliim Sahin, Sabahattin Giindiiz
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

Coronary fistulas are defined as the presence of an abnormal connection between the coronary
arteries and the low-pressure vascular area or the cardiac cavity. The clinical significance depends
on the amount of blood flow through the fistula segment, the volumetric load on the right and left
heart chambers, and whether it leads to a coronary stealing phenomenon. Although fistula flow
can be better visualized by angiographic methods, it can also be seen by echocardiography. In this
case, the fistula flow draining to the left ventricle was demonstratively visualized. A 22-year-old
man was admitted with easily having fatigue, and shortness of breath. ECG was found as normal
sinus rhythm, BP as 123/75, and heart rate as 67/min. Cardiac sounds were normal on physical
examination, while 3/6 systolo-diastolic murmur was detected in the left sternal border. The pa-
tient’s 2-D echocardiography revealed a slit-like defect in the septal area. Color Doppler showed a
continuous flow originating from the septum, and draining into the left ventricle (Figure 1). It was
considered as a fistula. The patient underwent coronary angiography, which revealed a coronary
fistula draining into the left ventricle from the LMCA (Figure 2). It was decided to be surgically
closed as the patient had severe symptoms.

Figure 1.

Figure 2.
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A case of atypical clinical presentation of acute aortic syndrome
Umut Kocabas,' Hakan Altay,' Iclal Isiklar,” Bitlent Saritas,’ Flora Ozkalayci,' Seckin Pehlivanoglu'

!'Department of Cardiology, Baskent University Istanbul Health Application and Research Center
Hospital, Istanbul

2Department of Radiology, Bagkent University Istanbul Health Application and Research Center
Hospital, Istanbul

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

A 61-year-old woman with a history of uncontrolled hypertension presented to emergency room
with symptoms of confusion, nausea, dizziness and recent recurrent syncopal episodes. Physical
examination was unremarkable except for blood pressure 70/40 mm Hg with a heart rate of 95
bpm. Hypotension was symptomatic and resistant to excessive fluid replacement therapy. The 12-
lead ECG demonstrated normal sinus rhythm without ischaemic changes. Transthoracic echocardi-
ography showed normal left ventricular systolic function with mild pericardial effusion The initial
laboratory analysis were within normal limits, including blood gas analysis and troponin levels.
The patient underwent to the computed tomography angiography (CTA) to diagnose the etiology
of persistent hypotension, syncope and pericardial effusion. CTA and its three-dimensional re-
construction images revealed irregular contrast collection in the proximal arcus aortic wall which
is consistent with penetrating aortic ulser and periaortic fluid collection of the ascending aorta

and aortic arch without dissection flap which is not consistent with typical acute aortic syndrome
features (Fig. 1A-D). During her 2 hours of intensive coronary care unit follow-up, the patient was
hypotensive despite intravenous fluid and vasopressor therapy, and also hemoglobin decline was
recorded from 15.7 g/dl to 13.2 g/dl. Follow-up CTA was performed which revealed progression
of penetrating aortic ulcer and intramural aortic hematoma with distinct pleural effusion which
was not present at the initial examination (Fig. 1E-F). The patient was transferred to the cardiovas-
cular surgery clinic with a diagnosis of progressive penetrating aortic ulser and intramural aortic
hematoma and underwent replacement of ascending aorta with a 28-mm Dacron graft (Fig. 2).
Postoperatively, the patient recovered without any complication and discharged from the hospital.

Figure 1. Coronal reformatted multi-plane reconstruction image and axial contrast enhanced computed
tomography (CT) images show a focal collection of contrast material in the aortic wall which is consistent
with penetrating aortic ulser (red arrows) and intramural hematoma (white arrows) (A-B). Oblique coronal
and oblique sagital volume rendering technique (VTR) images show the protrusion resembling a mushroom
(red arrows) (C-D). Follow-up unenhanced CT image shows a crescent-shaped area of hyperdensity in the
aortic wall corresponding to an intramural hematoma (white arrow) (E). Follow-up oblique coronal VTR
image shows progression of penetrating aortic ulcer (red arrow) (F).

Figure 2. Intraoperative images reveal intramural hematoma of aorta (A, B) and replacement of ascending
aorta with a 28-mm Dacron graft (C, D).

0S-05

An unusual coexistence: pneumopericardium and pneumothorax
Ahmet Giiner, Ismail Balaban, Anil Avel, Muzaffer Kahyaoglu, Mehmet Ozkan

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

A 74-year-old female presented to emergency department with gradually progressive dyspnea
for 10 hours. Target medical history indicated coronary arter disease (coronary by-pass surgery),
ishemic heart failure and diabetes mellitus and had no history of trauma. She had pulse rate of
121/min and blood pressure of 65/40 mm Hg. The patient’s examination results were diminished
heart and breath sounds, and her vital signs showed instability. Thus, intubation was performed,
and the patient was taken to the intensive care unit. The chest X-ray revealed the presence of air
separating the pericardium from the heart inside the pericardial cavity (Fig. 1A). Bedside echo-
cardiogram provided presence of air surrounding the heart with features of cardiac tamponade.
The contrast enhanced CT scan of the thorax confirmed the coexistence of the pneumopericar-
dium and a penumothorax (Fig. 1C and C). She was treated with tube thoracostomy by thoracic
surgeon (Fig. 1D). The patient’s vital signs were recovered normal after fallowing hours, CT scan
of thorax indicated that there was no sign of the pneumopericardium and pneumothorax (Fig.
1 E). After a 6-day follow up the patient was discharged and she was doing well for 2 weeks.
Pneumopericardium is a clinical condition that occurs when air enters the pericardial space. This
usually develops due to chest injuries, barotrauma, obstruction and iatrogenic (esophagus and
stomach surgery, bypass surgery). The coexistence of spontaneous pneumopericardium and pneu-
mothorax is a very rare chest pathology.

34" Turkish Cardiology Congress with International Participation
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Balloon pulmonary angiography and stenting of a familial
pulmonary arterial tortuosity patient and reperfusion
related pulmonary injury

Ahmet Anil Sahin,' Batur Goneng Kanar,' Dursun Akaslan,' Halil Atas,' Busra Cangit,'
Ibrahim Basaric1,? Bedrettin Yildizeli,’ Billent Mutlu!

'Department of Cardiology, Marmara University Faculty of Medicine, Istanbul
*Department of Cardiology, Akdeniz University Faculty of Medicine, Antalya
SDepartment of Thoracic Surgery, Marmara University Faculty of Medicine, Istanbul

22-year old male patient has followed with the diagnosis of idiopathic pulmonary arterial hyper-
tension since he was 12 years old. He was admitted to our clinic with exertional dyspnea and for
further investigation and intervention. World Health Organization (WHO) functional class was
IIT despite tadalafil treatment. Echocardiography revealed dilated right ventricle (RV) and dilated
pulmonary artery and hypoxia was detected. Pulmonary computerized tomographic (CT) angiogra-
phy revealed dilate pulmonary artery together with severely tortuous and twisted arteries just after
branching as right and left sided pulmonary artery and causes severe obstruction in the proximal
parts of the segmental branches of pulmonary arteries. Right heart cathaterization (RHC) showed
that mean pulmonary arterial pressure as 84 mm Hg. Abrupt vascular narrowing and pouch le-
sions detected after tortuous lesions in the proximal segments of main pulmonary arterial branches.
Because of severe multiple tortuosities, the patient was assessed as inoperable by surgeons and
pulmonary arterial invasive intervention is planned for the patient. After selective angiography and
fractional flow reserve (FFR) measurements of distal and proximal parts of the pulmonary branch-
es with 10-Fr guiding catheter; BPA is performed to left sided A3-A4-A5-A6 segments. 0.014
guidewire advanced through the lesions and sequential balloon inflation is performed starting with
2.0 mm balloon and than increased to 3,5 mm. BPA repeated 4 to 5 times until the balloon size
reached maximum 90% of the original vessel diameter. After balloon inflation at the tortuous part
of the artery, stents are implanted to the osteal part of the branches. After stenting, we confirmed
there was no contrast extravasation or any pulmonary arterial intervention related complication in
the artery. But five minutes after stenting, pulmonary perfusion damage is evolved and localized
pulmonary edema together with hemoptysis occurred. Reperfusion injury was confirmed with Tho-
rax CT scan in the next day of intervention. Non-invasive positive pressure ventilation (NIPPV)
has administered at intensive care unit together with high dose furosemide diuresis. Mechanical
ventilation and percutaneous cardiopulmonary support has not been required. Lung injury and
symptoms normalized after treatment in the second day. Because of there are other tortuous and
twisted branches, now we are planning to perform more sessions for untreated segments.

Figure 1. Pulmonary CT angiography which demon-
strates severe tortuosity in main branches.

Figure 2. Pulmonary CT Angiography which
demonstrates severe tortuosity in main branches.
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Figure 3. Left sided selective pulmonary angi-
ography which shows severe tortuosity

Figure 4. Narrowed segment due to tortuosity be-
fore stenting.

Figure 5. Tortuos segment after stenting.

Figure 6. Thorax CT of the patient before pulmonary intervention (on the left) and after pulmonary inter-
vention with reperfusion lung injury and localized pulmonary edema (on the right).
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Incidentally diagnosed double inferior vena cava in a patient while
being investigated for pulmonary hypertension

Murat Celik,' Uygar Cagdas Yiksel,> Ugur Bozlar,' Yalgin Gokoglan,'
Serkan Asil,! Veysel Ozgiir Barig,' Suat Gormel!

'Department of Cardiology, Giilhane Training and Research Hospital, Ankara
’Department of Radiology, Giilhane Training and Research Hospital, Ankara

A 57-year-old male patient was admitted to our department with gradually progressive leg edema
and exertional dyspnoea (NHYA classes III) during the previous 2 months. There was no evidence
of cardiac or pulmonary disease in his past medical history. On physical examination, heart rate is
70/min, and blood pressure is 125/80 mm and mesocardiac 2/6 systolic murmur was heard. Two-di-
mensional echocardiography revealed biatrial dilatation, moderate tricuspid regurgitation with a
peak velocity of 3.56 m/sec, systolic pulmonary artery pressure of 60 mm Hg. TEE revealed a large
sinus venosus-type ASD (25 mm) with left to right shunt and severe dilatation of the main and right
pulmonary artery (60 mm). A right heart catheterization was performed showing moderate pulmo-
nary arterial hypertension (mean PAP: 33 mm Hg, LA pressure: 6 mm Hg, PVR indexed: 1.57 WU
x m?), predominantly L-R shunt (Qp:Qs 4.14 1/min). Interestingly, when we directed the catheter
into the superior vena cava, we encountered difficulty. We tried to figure out what the problem was
by pulling back the catheter and giving a little amount of opaque. We observed that there was a
double inferior vena cava (DIVC). Afterwards, we performed an abdominal multidetector comput-
ed tomography (MDCT) examination, including unenhanced, arterial, venous, and delayed venous
phases to rule out the complex venous anatomy. MDCT examination showed double IVC below
the renal veins. Both IVC were formed from the respective common iliac veins and ran upwards
bilaterally to the abdominal aorta as far as the renal veins. The hepatic veins drained into a stump of
the hepatic segment of the IVC, which opened cranially into the right atrium and caudally drained
into the right renal vein, at the confluence with right IVC. The left IVC once receiving the left renal
vein crossed posterior to the aorta to join the right IVC and continued cephalad as the azygos vein,
and the azygos vein finally drained into the normal right superior vena cava and the right atrium
(Figure 1A, 1B, 1C). Surgery for the ASD was recommended for the patient.

Discussion: The duplication of the IVC is a rare anomaly with a prevalence of 0.2-3%. It occurs
as a result of persistence of both right and the left supracardinal veins during embriyogenesis
(4th-8th week of gestation). DIVC was classified into five subtypes (Types 2a-2e) based on how
the interiliac communications are formed (Figure 2). Our case appears to be compatible with type
2c (Figure 3). The occurrence of DIVC is generally asymptomatic. It is usually diagnosed inciden-
tally when an imaging test, such as CT or MRI, is performed for other medical reasons. DIVC may
be sometimes associated with congenital heart disease, heterotaxy, and increased risk of venous
thromboembolism. However, there is no descriptive case report showing the coexistence of DIVC
and ASD. Clinical outcome of DIVC is good if recognized before invasive procedures, otherwise
complications can be fatal.
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Figure 1. (A-C) Curved multiplanar reformatted computed tomography image.

Figure 2. Illustrated variations
of the double inferior vena
cava. “Morita et al. Acta Radi-
ol. 2007; 48(9): 974-979".

Figure 3. Schematic drawing
of venous anomaly of our pa-
tient.
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Negative baseline diagnostic imaging does not exclude pulmonary
embolism in patients with reccurrent syncope

Umut Kocabas,' Hakan Altay,' Flora Ozkalayci,' Iclal Isiklar,? Seckin Pehlivanoglu!

'Department of Cardiology, Baskent University Istanbul Health Application and Research Center
Hospital, Istanbul

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

Introduction: In patients who are admitted to a hospital due to episode of syncope, acute pul-
monary embolism (PE) is rarely considered as a possible cause. This report presents two cases
illustrating PE as a cause of syncope with elevated cardiac troponin (¢Tn) and N-terminal pro-
brain natriuretic peptide (NT-proBNP) levels despite normal echocardiographic examination and
negative Doppler ultrasound imaging.

Case 1: An 83-year-old woman admitted to the ER due to episodes of recurrent syncopes. Ac-
cording to her anamnesis, she had four episodes of syncopes during last three weeks without chest
pain, dyspnea, palpitation or hemoptysis. ECG revealed a normal sinus rhythm with a heart rate of
70 bpm without ischemic changes. Laboratory tests revealed raised levels of ¢Tn and NT-proBNP.
Transthoracic echocardiography (TTE) demonstrated preserved left and right ventricular systolic
functions without any cardiac chamber enlargement and mild tricuspid regurgitation with a PAP of
35 mm Hg. Patient’s pre-test probability for pulmonary embolism was low (Wells’ score <2) but
D-dimer level was elevated. Doppler imaging for detection of deep vein thrombosis was negative.
Computed tomography pulmonary angiography (CTPA) showed filling defects in the pulmonary
arteries consistent with pulmonary embolism (Figure 1). The patient was discharged with rivarox-
aban therapy without any complication.

Case 2: A 69-year-old woman presented to ER with symptoms of chest pain and recurrent episodes
of syncope for the last 2 days. Her medical history revealed hypertension and hyperlipidemia. On
admission ECG showed a normal sinus rhythm with a heart rate of 105 bpm and T-wave inversions
in inferior leads. Laboratory tests showed elevated levels of ¢Tn and NT-proBNP. TTE demon-
strated normal left ventricular systolic function with an ejection fraction of 55% and normal right
ventricular function and chamber size with a tricuspid annular plane systolic excursion of 22 mm.
Diagnostic coronary angiography was performed to exclude acute ischemia revealed non-signifi-
cant coronary artery stenosis. Doppler ultrasound imaging for detection of deep vein thrombosis
was negative. CTPA showed filling defects in the bilateral main pulmonary arteries consistent with
acute bilateral pulmonary embolism (Figure 2, 3). The patient was discharged with rivaroxaban
therapy after four days of hospitalization period without any complication.

Conclusion: Elevated ¢Tn and NT-proBNP leves on admission strongly suggest transient hemody-
namic impairment causing cardiac injury and syncope. Normal admission ECG and TTE can ex-
clude most possible acute cardiac causes of syncope. Although acute right ventricular dsyfunction
is the most frequent finding of acute massive PE causing hemodymanic impairment resulting with
syncope, diagnosis of acute PE should only be excluded with CTPA in patients with similar clinical
characteristics despite normal TTE and negative venous Doppler ultrasound imaging.

Figure 1. Computed tomography pulmonary an-
giography demonstrating a filling defect in the
pulmonary artery consistent with pulmonary em-
bolism (arrow).

Figure 2. Computed tomography pulmonary angi-
ography demonstrating multiple filling defects in
the pulmonary arteries (arrows).

Figure 3. Computed tomography pulmonary angi-
ography demonstrating multiple filling defects in
the pulmonary arteries (arrows).

Diger
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Central diabetes inspidus after targeted temperature management
in out-of-hospital cardiac arrest following an acute myocardial
infarction

Arzu Neslihan Akgin, Ayse Colak, Orcun Ciftci, Serpil Eroglu, Ibrahim Haldun Muderrisoglu
Department of Cardiology, Baskent University Faculty of Medicine, Ankara

Overall the most common cause of cardiac arrest is cardiovascular disease and coronary ischemia.
Most deaths occur during the first 24 hours after cardiac arrest. Despite lots of efforts in patients
with return of spontaneous circulation (ROSC) after out-of-hospital cardiac arrest (OHCA),many
patients still show poor neurologic outcomes. In our case, a 43 year old male patient was hospital-
ized with cardiac arrest and acute inferior myocardial infarction and the patient was immediately
taken to the catheter laboratory. DES was implanted in the RCA and CX artery. In our follow up
hypernatremia and polyuria occured. The patient’s urine osmolality was found to be low and blood
osmolality was high. Our diagnosis was central diabetes insipidus (CDI) and we treated him with
antidiuretic hormone therapy. Central diabetes insipidus after cardiac arrest is not well described.
But this situation may also occur after severe hypoxic/ischemic brain damage. Central diabetes
insipidus is due to deficiency of synthesis or release of vasopressin form hypothalamus or posterior
pituitary gland. The absence of vasopressin characterized by three symptoms; polyuria, polydipsia
and hyperosmolar dehydration. We should be alert to the development of DI when managing pa-
tients with hypoxic brain damage after acute cardiac events, and the use of desmopressin acetate
for the treatment of DI should be considered.

Figure 1. BT hipoksik odem. Figure 2. Cx.
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Figure 3. Rca. Figure 4. Rca 2. Figure 5. Son.
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Echocardigraphic presentation of short axis views giant pulmonary
artery ‘Mercedes sign’ due to portal vein agenesis

Ayse Irem Demirtola, Turkan Seda Tan, Demet Menekse Gerede, Anar Mammadli, Irem Dinger
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Introduction: Pulmonary artery aneurysm (PAA) is defined as pulmonary artery diameter of greater
than 4.0 cm. Many medical conditions including congenital heart defects, connective tissue disorders,
pulmonary hypertension can cause PAA. In this case report, we describe a case of huge main PAA
due to pulmonary hypertension secondary to portal vein agenesis with giant left atrial appendage.

Case report: A 26-year-old woman, diagnosed pulmonary hypertension due to congenital portal
vein agenesis was admitted to our center for routine cardiologic examination with complaints of
breathlessness on exertion. She was treated with sildenafil, ambisentan and intermittent diuretic.
The chest radiograph and computer tomography showed moderate heart enlargement and severe an-
eurysm of the pulmonary artery (Figure 1). The transthoracic echocardiogram showed a pulmonary
artery aneurysm with diameter of 8 cm, pulmonary insufficiency and quite rare view of pulmonary
valve with tri-leaflet appearance: the “Mercedes sign”, as known in aortic valve, in parasternal short
axis view (Figure 2), pulmonary artery systolic pressure of 95 mm Hg, and depressed right ventric-
ular systolic function and with pericardial and pleural effusion. Also in apical four chamber view
the giant left atrial appendages isolated rhythmic systole-diastolic movement in pericardial fluid was
remarkable (Figure 3). The patient was diagnosed as PAA due to pulmonary hypertension secondary
to portal vein agenesis and she was advised to complete a routine cardiac follow up each 3 month
or whenever she experienced any cardiac or respiratory symptoms such as chest pain or dyspnea.

Discussion: PAA is defined by pulmonary artery dilatation of >40 mm, with some authors con-
sidering that dilatation >50 mm defines a giant aneurysm. In the literature, several etiologies have
been described in the pathogenesis of PAA including congenital cardiac malformations, vascular
abnormalities such as arteritis and primary pulmonary hypertension, vasculitis, connective tissue
disorders and bacterial, fungalor other infections. Surgical intervention is generally recommend-
ed for symptomatic patients and in those with underlying diseases or complications, left-to-right
shunt, pulmonary arterial hypertension and large aneurysm size (=60 mm diameter) Congenital
absence of the portal vein is a rare malformation of the splanchnic venous system in which the in-
testinal and splenic venous drainage bypasses the liver and drains into the systemic veins. The por-
tosystemic shunt resulting from portal hypertension leads to an increase in pulmonary blood flow
and shear stress. In this case, we presented a demonstrative PAA due to pulmonary hypertension
secondary to portal vein agenesis, especially parasternal short axis views, pulmonary valve with
tri-leaflet appearancethe “Mercedes sign” and we hope this quite rare images will interest you too.

Figure 1.

Figure 2.

Figure 3.
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Concomitant usage of thrombolytic therapy and therapeutic
hypothermia in a cardiac arrest victim

Ali Coner, Tayfun Birtay
Department of Cardiology, Baskent University Alanya Research and Application Center, Alanya

Background: Massive pulmonary embolism is at the third rank for cardiac arrest in cardiovascular
diseases after myocardial infarction and cerebrovascular event. Without any clot specific treatment
clinical outcomes are worse in these patients. Bedside fibrinolytic administration is a good choice
which can be life-saving in emergency service for cardiac arrest related to massive pulmonary em-
bolism. Targeted body temperature management and therapeutic hypothermia are recommended to
minimize the poor neurological complications in all cardiac arrest victims. However there are some
concerns about the safety of cooling therapy in cardiac arrest victims treated with systemic fibrino-
lysis. We wanted to present a case of cardiac arrest related to massive pulmonary embolism success-
fully managed with systemic fibrinolytic administration and following therapeutic hypothermia.
Case presentation: A 53 year old male patient admitted to emergency service with complaints of
chest pain and severe dispnea. On 12-lead electrocardiography (ECG), atrial fibrillation with high
heart rate and right bundle branch block was existing. Immediately after ECG recording, cardiac
arrest developed and during on-going cardiopulmonary resuscitation bedside echocardiography
was performed for differential diagnosis. Echocardiography documented excess dilatation of right
heart chambers and we decided to start thrombolytic therapy for most possible diagnosis as a mas-
sive pulmonary embolism. We gave 50 mg recombinant tPA (Alteplase) as an accelerated infusion
in 15 minutes and 70IU/kg unfractioned heparin via intravenous access. Recovery of spontaneous
circulation (ROSC) has been achieved at 20" minute following fibrinolytic administration. Twelve
lead ECG revealed restoration of sinus rhythm and resolution of right bundle branch block. Fol-
lowing ROSC and hemodynamic stabilization, thoracic computerized tomography with contrast
injection has been performed to confirm pulmonary embolism diagnosis and on thoracic com-
puterized tomography blood clots were documented in both pulmonary arteries (Figure 1). We
started therapeutic hypothermia to minimize the possible neurological damage related to prolonged
cardiac arrest and we cooled the body temperature to 32°C in the following 4 hours. Cooling was
performed via chest and extremity pads. Therapeutic hypothermia has been given for 24 hours
and the patient was rewarmed passively. On his control echocardiography, right heart chambers
returned to normal size and his systolic pulmonary arterial pressure was under 25 mm Hg. He was
hospitalized for 12 days and discharged without any neurological disability.

Conclusion: Therapeutic hypothermia is a well defined treatment option to minimize the poor neu-
rological outcomes for cardiac arrest victims in post cardiac arrest care period following ROSC. It
can be available even in patients treated with systemic fibrinolysis for the underlying etiological
factor responsible from cardiac arrest development.

Figure 1. Computerized tomography re-
vealed blood clots in both pulmonary ar-
teries (blue arrows). We assume that these
fragmented blood clots were the remnants
of a saddle-back thrombus in main pulmo-
nary trunk responsible from cardiac arrest
development and embolized distally with
the administration of systemic fibrinolysis.
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Miyokardiyal hipertrofiyle ortaya ¢ikan losemi
Aynur Acibuca, Mahmut Yeral, Emine Tuba Canpolat, Zafer Kog, Ibrahim Hakan Gullu

Bagkent Universitesi Tip Fakiiltesi Adana Arastirma ve Uygulama Merkezi, Kardiyoloji Anabilim
Dali, Adana

Elli dort yaginda erkek hasta yeni baslangigh efor dispnesi ve her 2 bacakta sislik sikayetiyle
kardiyoloji poliklinigine bagvurdu. Akut miyeloid Iosemi M4 tanili hastaya 1.5 yil once kemik
iligi nakli yapilmis ve sonrasinda greft versus host disease gelismis olmakla birlikte tam iyilesme
saglanmisti. Cekilen elektrokardiyografide anterior derivasyonlarda yeni gelisen T dalga inver-
siyonu izlenen hastanin troponin degeri negatifti (Sekil 1). Yapilan ekokardiyografide miyokard
hipertrofisi ve fazla miktarda perikardiyal sivi saptandi. Ardindan perikardiyosentez yapilan has-
tanin sikayetleri hafiflemekle birlikte tam iyilesme gostermedi. Yapilan kontrol ekokardiyografide
perikardiyal bosluk iginde yaygin fibroz bantlar ve az miktarda perikardiyal efuzyon izlendi. Mi-
yokard hareketlerini ciddi derecede kisitlayan viseral perikard dikkati cekmekteydi (Sekil 2). Bir
yil dnce yapilan rutin ekokardiyografik degerlendirmesinde yapisal kardiyak patoloji saptanmayan
hastada, yeni gelisen miyokard hipertrofisini ve perikard patolojisini aydimlatmak i¢in kardiyak
manyetik rezonans goruntileme (MRG) yapildi. Kardiyak MRG’de ge¢ gadolinyum tutulumu,
miyokardta difiz kalinlasma saptandi, viseral perikardin kalbin hareketlerini engelledigi goruldu.
Hastada firsat¢1 enfeksiyonlarin mevcut perikardiyal efizyona sebep olabilecegi dusiiniilse de gon-
derilen serolojik tahlil ve kultur sonuglarinda enfeksiyoz etken tespit edilmedi. Bununla birlikte
firsat¢1 enfeksiyonlar, yeni gelisem miyokard hipertrofisini agiklamiyordu. Bunun uizerine perikard
biyopsisi yapilmasi kararlastirildi. Yapilan biyopsi sonucu “perikardta losemi tututumu” olarak
raporlandi. Ardindan yapilan kemik iligi aspirasyon biyopsisi de losemi rekiirensini dogruladi. Bu
tutulum miyokardiyal hipertrofiyi de acikliyordu. Literaturde kardiyak tutulumla seyrederek mi-
yokardiyal hipertrofiye yol acan losemik kardiyak tutuluma ait birkac vaka bildirimi mevcuttu. Bu
vaka, aciklanamayan miyokardiyal hipertrofi durumlarinda, hematolojik malignensilerin de akilda
tutulmas: gerektigini vurguluyor.
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Sekil 1. Elektrokardiyografi.

Sekil 2. Dort bosluk ekokardiyografi goriintiisi.
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Successful thrombolysis of a subacute prosthetic valve thrombosis
with modified ultra-slow thrombolytic therapy

Umut Kocabas,' Hakan Altay,' Ozlem Yildirimturk,? Flora Ozkalayct,'

Biilent Saritas,® Seckin Pehlivanoglu'

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

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

SDepartment of Cardiovascular Surgery, Bagkent University Istanbul Health Application and
Research Center Hospital, Istanbul

A 60-year-old female patient with a mitral valve replacement surgery history of three years due
to rheumatic mitral valve disease presented to our clinic with progressive shortness of breath in
the last two months (New York Heart Association functional class II). The patient had received
inadequate warfarin therapy with poor international normalized ratio (INR) control for last three
months according to her medical records. Physical examination was unremarkable, with blood
pressure 110/70 mm Hg and heart rate of 84 bpm. The 12-lead ECG demonstrated normal sinus
rhythm and routine blood tests were within normal limits except low prothrombin time and INR
was subtherapeutic at 1.8. Transthoracic echocardiography (TTE) revealed restricted prosthetic
mitral valve motion with a mean diastolic gradient of 12 mm Hg. Fluoroscopy showed only one
leaflet’s motion while the other leaflet was stucked with no motion. Transesophageal echocardi-
ography (TOE) demonstrated a large mobile thrombus like mass (8x10 mm) attached to the atrial
side of the mechanical prosthetic mitral valve (Panel A, arrow). Real time three-dimensional TOE
(3D-TOE) revealed probable thrombus with an area of 0.67 cm? and stucked mechanical leaflet at
six o’clock position (Panel B-C, arrows). The patient was administered ultra-slow thrombolytic
therapy (TT) with a 25 mg tissue-type plasminogen activator (t-PA) without bolus within 25 hours
and 6 hours of intravenous (iv) infusion of unfractioned heparin (UFH) between the two doses of
t-PA according to the protocol. After two sets of tPA infusion, follow-up TTE showed non-signif-
icant change in mitral valve gradients, thus we decided to continue to TT along with continuous
iv UFH infusion (target activated partial thromboplastin time 60-80 msec). Total of 100 mg t-PA
administered to the patient with four sets of ultra-slow infusion therapy. After 100 mg ultra-slow
thrombolytic therapy with continuous UFH infusion, transmitral gradients decreased progressive-
ly, and final fluoroscopy and 3D-TOE examinations revealed normal mechanical mitral prosthetic
valve motion with a mean diastolic gradient of 3.9 mm Hg (Panel D). The patient discharged from
hospital without any complication.

Figure 1. Transeosophageal echocardiography (TOE) showing a bulky thrombus on the atrial side of pros-
thetic mitral valve (Panel A, arrow). 3D-TOE view from left atrium showing thrombus with an area of
0.67 cm? over the mitral valve prosthesis (Panel B, arrow). 3D-TOE view from left atrium revealing one
leaflet motion of the prosthetic mitral valve and the other leaflet at six o’clock position was stucked (Panel
C, arrow). 3D-TOE view from left atrium following thrombolytic treatment showing clear movement of
both leaflets (Panel D).
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Sliding hiatal hernia mimicking a left atrial mass
Umut Kocabas, Flora Ozkalayci, Armagan Altun

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

An 82-year-old man was referred to our clinic for cardiac evalution before inguinal hernia repair
surgery. His previous medical history revealed hypertension and coronary artery disease. The pa-
tient was asymptomatic and his physical examination was unremarkable. Twelve lead electrocardi-
ography demonstrated normal sinus rhythm with first-degree atrioventricular block. Transthoracic
echocardiography (TTE) showed regional wall motion abnormalities and left ventricular ejection
fraction was calculated to be 50% with modified Simpson’s method. Additionally, TTE parasternal
long axis view, apical four chamber view and apical long axis view demonstrated compression of
left atrium by an extrinsic, hyperechoic mass (Panel A-C). Computed tomography of the thorax
revealed a large sliding type hiatus hernia with intrathoracic extension to the posterior mediastinum
and compression of left atrium from posterior aspect. (Panel D-E). Hiatal hernia is defined as pro-
trusion of an organ, typically the stomach, from abdomen to thorax through the esophageal hiatus
in the diaphragm and it is usually associated with symptoms of gastroesophageal reflux disease.
Rarely, large hiatal hernias can lead to cardiac symptoms and complications such as dyspnea and
exercise impairment, recurrent acute heart failure, angina-like chest pain and electrocardiographic
changes due to its mechanical compression. Also, hiatal hernia may mimic a left atrial mass and
diagnosed incidentally on transthoracic echocardiography.

Figure 1. Transthoracic echocardiography parasternal long axis view (Panel A), apical 4-chamber view
(Panel B) and apical long axis view (Panel C) showing extrinsic compression of the left atrium by a large
mass (arrows). Axial (Panel D) and sagittal (Panel E) computed tomography scans showing a large sliding
type hiatus hernia compressing to the left atrium from posterior mediastinum (arrows).
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Severe mitral valve regurgitation after aortic valve surgery:
What is the reason?

Veysel Oktay, Mehmet Tugay Yumuk, Ozgiir Selim Ser, Cem Bostan
Department of Cardiology, Istanbul University Haseki Institute of Cardiology, Istanbul

68 year-old female patient was referred to our hospital because of progressive dyspnea. On her
medical history, aortic valve replacement (AVR) was done 6 months before due to the degenerative
aortic valve stenosis. A pansystolic murmur was detected at the cardiac apex and normal prosthetic
aortic valve heart sound heard. Transthoracic (TTE) echocardiography was performed and severe
mitral regurgitation was seen. The function of prosthetic aortic valve and left ventricular ejection
fraction were normal and transesophageal (TEE) echocardiography was done for detailed evalua-
tion. A large tear at A2 scallop of the anterior mitral leaflet was observed (Figure 1, 2). This finding
was not found in the preoperative echocardiographic records of the patient. It was considered that
this finding was secondary to the previous cardiac surgery and replacement of mitral valve was
done successfully. The tear or rupture of cardiac valves is a rare but important complication after
cardiac surgery. In patients with a history of cardiac surgery and progressive symptoms such as
dyspnea and chest pain, postoperative complications should be considered. Intraoperative echo-
cardiography is essential for detecting cardiac complications early after cardiac valve surgery.
Prompt surgical treatment is considered as the optimal and most rational treatment for mechanical
complications after cardiac surgery. In this case report we aimed to emphasize the unique role of
intraoperative echocardiography during cardiac valve surgery.

Figure 1. Transesophageal echocardiography
(mid-esophageal view 90°) shows a severe mitral
valve regurgitation.

Figure 2. Three dimensional (3-D) transesophageal
echocardiography image shows a tear at A2 scallop
of the anterior mitral leaflet.
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Native triple valve endocarditis -Unusal microorganism
Ayse Irem Demirtola, Turkan Seda Tan, Demet Menekse Gerede, Anar Mammadli, Irem Dinger
Department of Cardiology, Ankara University Faculty of Medicine, Ankara

Infective endocarditis is a marked cause of morbidity and mortality worldwide. It has been esti-
mated that 50% of cases are caused by streptococcal organisms. Abiotrophia and Granulicatel-
la, often grouped as nutritionally variant streptococci (NVS),is unusual but significant cause of
nearly 5% of infective endocarditis. In this case we’ll present you NVS endocarditis requiring
valve surgery. 52 year-old male patient,with no pre-existing cardiac abnormalities, presented fe-
ver and chill for two weeks, as well as a 18 kg weight loss and night sweats during the last 3-4
months.He had no dental visit or dental procedure. On physicial examination,the patient had a
fever with a temperature of 38C, hypotension and tachycardia. There was no digital clubbing,
Osler’s nodes,Janeway lesions,or Roth’s spots and other infective endocarditis findings. Echocar-
diogram revealed vegetations on both the tricuspid (Figure 1) and aortic (Figure 2) valves with
severe regurgitations,in addition severe egzantric mitral regurgitation, EF %50 and severe pulmo-
nary hypertension. Transesophageal echocardiography (TEE) was performed and same findings,
in addition severe egzantric mitral regurgitation with cleft mitral leaflet evidence of endocarditis
(Figure 3) triple valve endocarditis observed Blood cultures yielded a slow growing Gram-positive
catalase-negative streptococcus, subsequently identified as Granulicatella Adiacen (Nutritionally
variant streptocci) The patient was initially treated with ampicilin-sulbactam and gentamicin based
on antibiotic susceptibility. Discussion among the team led to the decision to initiate a trial of
medical treatment and valve replacement surgery and then the patient underwent to aortic valve ve
tricuspit valve replacement and mitral valve repair. Pathology of operation materials reported as
fibrous tissue containing intense inflammatory cell infiltration as vegetation. (Figure4) The patient
was prescribed an additional 6 week post-operative course of intravenous antibiotics. Control TEE
revealed, normal prosthetic valve functions with mild mitral regurgitation and no vegatation. On
follow-up, with negative blood culture,the patient was doing well and there was no evidence of
relapse after his discharge from hospital. Granulicatella adiacens are considered etiologic agents
of 5% of streptococcal endocarditis. These fastidious bacteria have been reported to be a common
cause of culture-negative bacterial endocarditis and their role in this infectious disease could be
underestimated. NVS are a normal part of the oral, instestinal and genitourinary flora. The bacterial
entry point for most cases of endocarditis is believed to be the oral cavity. NVS endocarditis have
higher relapse, treatment failure,morbidity and mortality rates than endocarditis caused by other
oral streptococci. Multivalvuler vegatation is very rare, and as our knowledge it is the first case of
Granulicatella adiacens endocarditis of triple native valve.

Figure 1. Vegetation on tricuspid valve. Figure 2. Vegetation on aortic valve.
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Figure 3. Severe egzantric mitral regurgitation with
cleft mitral leaflet.

Figure 4. Operation materials; vegatation on tri-
cuspit and aortic valves.

Lipit | Koruyucu kardiyoloji
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Supravalvuler aort darhig ve erken baslangich ateroskleroz:
Iki ailevi hiperkolesterolemi olgusu

Semi Ozturk
Haseki Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Girig: Ailesel hiperkolesterolemi (AH) genetik gegisli, nadir bir hastalikti. LDL seviyelerinin
yuksekligi ve prematiir ateroskleroz ile karakterize bir hastaliktir. Tyi bilinen koroner tutulumun
yaninda, supravalvular aort darligi (SAD) olduk¢a nadir bir komplikasyondur.

Olgu 1: AH tanisi ile baska bir merkezde takip edilmekte olan 16 yasinda erkek hasta, eforla artan
nefes darlig sikayeti ile bagvurdu. 4 yildir atorvastatin 80 mg 1x1 kullanmaktadir. Fizik muaaye-
nede sag 2. interkostal aralikta sistolik 4/6 ejeksiyon ufuriimii duyulmaktadir. Akciger grafileri ve
EKG normaldir. LDL 190 mg/dl sonug¢lanmustir, diger laboratuar sonuglari normaldir. Transtorasik
ekokardiyografide supravalvuler aort darhigi saptandi. Doppler incelemede peak velosite 4.2 m/
sn, gradiyentler maximum 73 mm Hg ve ortalama 41 mm Hg olarak ol¢ulmustur (Sekil 1, Panel
A). Trasozofageal ekoda SAD, kalinlasmis aortik kuispisler ve orta derecede yetersizlik jeti izlendi
(Sekil 1 Panel B, C). 3 boyutlu inceleme ciddi sekilde daralmig supravalvular segmenti ortaya koy-
maktadir (Sekil 1, Panel D). Treadmil egzersiz testinde 2 mm ST segment depresyonu izlendi. SAD
hem konvansiyonel aortik anjiogramda hem de BT angiografide ayrintili olarak gosterilmistir (Fig
2, Panel A, B). Koroner anjiografisinde RCA osteal ve CX arterlerde de kritik darliklar saptandi.
Hastaya koroner arter greftleme ve aortik kok replasman cerrahisi yapildi. Hasta cerrahi sonrast
haftalik periyodlarda lipid aferezine alinmaya baglandi. 3 yildir olaysiz olarak takip edilmektedir.

Olgu 2: Ailesel Homozigos Hiperkolesterolemi oykisii olan 33 yaginda kadin hasta poliklinige
rutin kontrol amagl basvurdu. 10 yil once 3 damar koroner bypas cerrahisi oykiisi mevcut idi.
Abisinde de AH oldugunu, SAD teshisi konuldugunu ve aortik kok cerrahisi esnasinda oldagunt
belirtti. 3 haftalik periyodlarda lipid aferezine girmekte ve atorvastatin 40 mg kullanmakta idi. Fi-
zik muayenede sag interkostal boslukta 2/6 sistolik ufurtim mevcutttu. Akciger grafisi ve treadmil
egzersiz testi normal idi. LDL 130 mg/dl sonuclandi. Transtorasik ekoda SAD izlendi (Sekil 3,
Panel A, B). 3 boyutlu incelemede supravalvular konsantrik daralma daha net olarak goriintilendi
(Sekil 3, Panel C). Doplerde 3.3 m/sn peak velosite ve 22 mm Hg ortalama gradiyent dl¢uldu (Sekil
3, Panel, D). Geriye doniik incelemede preoperatif ekokardiyografinin normal oldugu goriildii.
SAD’n post operatif 10 yilda meydana geldigi anlasildi. Aferez siklig1 artirildi ve atorvastatin 80
mg baglandi. Aort darlig: kritik olmadigindan medikal olarak 2 yildir izlenmektedir.

Sonug: Supravalvular aort darhg: ailesel hiperlipidemide basvuru aninda olabilecegi gibi, yeteri
kadar tedavi almamis eski tanili hastalarda da ortaya ¢ikabilmektedir. Bu komplikasyonun gelis-
mesini engellemek i¢in hastalar yakindan takip edilmeli, LDL seviyeleri hedef seviyelerde tutul-
malidir. Ayrica yillik ekokardiyografi ile hastalar rutin olarak degelendirilmelidir.

Sekil 1. Olgu 1: Transozofageal ekokardiyografi goriintiileri.
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Sekil 2. Olgu 1: Konvansiyonel ve BT anjiogram.

Sekil 3. Olgu 2: Transtorasik ekokardiyografi goruntuleri.
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Successful management of a left main coronary artery thrombus
causing cardiogenic shock with thrombolytic treatment

Mustafa Yenercag,' Osman Can Yontar,' Korhan Soylu,” Ugur Arslan'

'Department of Cardiology, Samsun Training and Research Hospital, Samsun
’Department of Cardiology, Ondokuz Mayts Universitey Faculty of Medicine, Samsun

Left main coronary artery (LMCA) thrombus may be encountered in patients who administer to the
emergency service with ST elevation myocardial infarction (STEMI) and cardiogenic shock and
undergo primary percutaneous coronary intervention (PPCI). In the presence of high thrombus bur-
den allowing distal coronary flow, intravenous thrombolytics may be used instead of invasive cor-
onary interventions to prevent complications such as no-reflow and stent thrombosis. In this case,
we report a patient with a similar scenario who was treated successfully with thrombolytic therapy.
A 39-year old man without a previous medical history was admitted to our emergency department
with acute inferolateral myocardial infarction and cardiogenic shock. PPCI was planned and in the
coronary angiogram, a high volume dense thrombus was detected in the LMCA extending into
the circumflex artery (Figure 1). Distal coronary TIMI 2 flow was present. Due to an increased
risk of no-reflow which might be mortal in this case, we planned to give intravenous thrombolytic
treatment to this patient. 100 mg tissue plasminogen activator (tPA) infusion was started according
to the STEMI protocol. After 15 minutes of infusion, accelerated idioventricular rhythm and 80%
ST resolution was observed. His blood pressure increased and the patient recovered from shock.
Six hours later, coronary angiography was performed again and total resolution of the thrombus
in LMCA was observed (Figure 2). The echocardiography revealed hypokinesia of inferior wall
with 50% ejection fraction. The patient was discharged with dual antiplatelet therapy after 5-day
hospitalization. In conclusion, in select cases with STEMI and high thrombus burden allowing
distal coronary flow, intravenous thrombolytic treatment may be chosen instead of primary stenting
to decrease coronary thrombus and provide total recovery so that complications such as no reflow
and stent thrombosis may be prevented.

Figure 1. LMCA thrombus. Figure 2. Thrombus resolution.
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Multiple anterior myocardial infarctions due to LAD stent
thrombosis of unknown etiology

Kudret Keskin, Arzu Er

Department of Cardiology, Sisli Hamidiye Etfal Training and Research Hospital, Istanbul

Introduction: Stent thrombosis is a deadly complication of percutaneous coronary interventions.
Nonadherence to the medications, stent malaposition and application of complex PCI techniques
are among the most common risk factors. In this case, we present a young patient who developed
multiple anterior myocardial infarctions following LAD stent implantation due to stent thrombosis
with no apparent etiology.

Case: A 36-year-old male who had a history of LAD stent implantation 4 years ago presented with
acute anterior myocardial infarction. Coronary angiogram revealed subtotal occlusion at the distal
edge of the previous LAD stent. Therefore, a 3.0x16 mm everolimus eluting stent was implanted
overlapping the first stent. He was discharged 3 days later in stable condition. Approximately one
year later he was admitted due to ACS. This time, significant stenosis and possible thrombus forma-
tion was noted in the mid of LAD stents. PTCA involving kissing balloon inflation to the diagonal
branch was applied. At the end of the procedure, due to the edge dissection, a 3.0x9 mm BMS was
implanted to cover the dissected area. He was discharged with ASA and prasugrel. Three weeks
later, he developed high lateral myocardial infarction. Primer PCI revealed thrombotic occlusion
both in the LAD and diagonal branch. Fortunately, TIMI-3 flow was restored following thrombus
aspiration. During this admission, stent malapposition was ruled out by IVUS imaging and throm-
bophilia screening turned out to be negative. This time he was discharged with ASA and ticagrelor.
Two months later he came back with another anterior myocardial infarction. Primary PCI was per-
formed with kissing balloon dilatations, and a 3.0x15 mm everolimus eluting stent was implanted
overlapping the previous ones. Two months later he once again presented with anterior myocardial
infarction for which he underwent primary PCI and TIMI-3 flow was established by just balloon in-
flation. His discharge medications included ASA, clopidogrel and off-label rivaroxaban 15 mg/daily.
Clopidogrel resistance test was within normal limits. One month later he developed anterior myo-
cardial infarction once again. Following multiple kissing balloon inflations and thrombus aspiration,
a 3.5x29 mm BMS was implanted to cover the previous stents and hoping that it would enhance
endothelization. However, two months later he developed another anterior myocardial infarction
because of a thrombotic occlusion at the previous LAD stents. Balloon dilatation of the LAD artery
was adequate for restoration of TIMI-3 flow. Finally, 5 months later he developed another anterior
myocardial infarction for which he received only thrombus aspiration of the LAD leaving significant
residual stenosis. After heart team discussion, he underwent a successful by-pass surgery.
Conclusion: Stent thrombosis continues to be major problem. Hipersentivity reaction against the
scaffold or the polymer may play a role in recurrent stent thrombosis cases.

Figure 1. Flow chart showing the patient’s complex and recurrent
PCI history.
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Figure 2. The patient’s first presentation with a
significant LAD artery lesion.

Figure 3. Patient’s 8" presentation with complete
occlusin of LAD and diagonal arteries due to re-
current stent thrombosis.

Figure 4. Final LAD artery view before CABG
surgery.
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Platelet membrane y-glutamyl transferase specific activity and the
clinical course of acute coronary syndrome

Koray Demirtas,' Cagri Yayla,' Leyla Elif Sade,? Aylin Yildirir,*
Mehmet Biilent Ozin,? Ibrahim Haldun Muderrisoglu®

!Department of Cardiology, Ankara Tiirkiye Yiiksek Ihtisas Training and Research Hospital, Ankara
’Department of Cardiology, Baskent University Faculty of Medicine, Ankara

Gamma-Glutamy! transferase (GGT) participates in oxidative and inflammatory reactions inside
the atheroma plaque and platelets. We evaluated whether platelet membrane g-glutamyl transfer-
ase (PIt-GGT) activity is a predictor of major adverse cardiac events (MACEs) during 3 months
follow-up of patients with acute coronary syndrome (ACS; MACE-3M). We included 105 patients
who were hospitalized consecutively with the diagnosis of ACS. Patients with an MACE-3M were
older, more likely to have hypertension, hyperlipidemia, family history of coronary artery disease
(CAD), thrombolysis in myocardial infarction (TIMI) risk score >4, higher Plt-GGT and serum
GGT activities, serum C-reactive protein level, and lower left ventricular ejection fraction (LVEF
when compared to those without MACE-3M (all P values <0.05) (Table 1). By receiver—operator
characteristic (ROC) curve analysis, 265 mU/mg for PIt-GGT, 30 U/L for serum GGT, and 45%
for LVEF were determined as cutoff values to discriminate MACEs (Figure 1-3). Platelet GGT
activity >265 mU/mg, TIMI risk score >4, and family history of CAD were independent predictors
of MACE-3M (all P values <0.05) (table 2). Platelet GGT activity was as an independent predictor
for MACEs in patients with ACS during the 3 months follow-up.

Figure 1. Receiver—operator char-
acteristic (ROC) curve of platelet
membrane g-glutamyl transferase
(PIt-GGT) activity and prediction
of major adverse cardiac events-3
months (MACE-3M). Area under
the curve: 0.800, P 14.001.

Figure 2. Receiver—operator charac-
teristic (ROC) curve of left ventric-
ular ejection fraction (LVEF) and
prediction of major adverse cardiac
events-3 months (MACE-3M). Area
under the curve: 0.727, P 14.001.
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Figure 3. Receiver—operator
characteristic (ROC) curve of
serum gglutamyl transferase
(GGT) and serum C-reactive
protein (CRP) and prediction of
major adverse cardiac events-3
months (MACE-3M). Area
under the curve; GGT: [0.631,
P 14.043] CRP: [0.661, p=.013]

Table 1. Baseline clinical and laboratory characteristics of the study population and the comparison of
groups with and without MACE-3M.a

Table 2. Independent variables related MACE-3M determination with multivar-
iate cox regression analysis.
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A rare cause of st elevated myocardial infarction in a young lady
treated with stent implantation: Type II Kounis syndrome

Cagit Olgun Celik, Emir Karagaglar, Ibrahim Haldun Miiderrisoglu
Department of Cardiology, Baskent University Faculty of Medicine, Ankara

We present an interesting case of type II Kounis Syndrome and Samter’s—Breed triad coexistence
in a young lady.

Case: A 34 year-old lady admitted to our hospital with worsening chest pain and shortness of
breath for last hour. She was on salbutamol, budesonid and formoterol because of worsening asth-
ma and nasal polyps. In her detailed anamnesis we learned that she took aspirin for headache nearly
2 hours ago. Her blood pressure was 120/80 mm Hg, pulse rate was 120 bpm and pulse oxygen
saturation was 90% with nasal O2 consumption. She had old maculopapular lesions sparing arms
and legs (Figure la and 1b). Electrocardiogram (ECG) showed sinus rhythm at 105 bpm with
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inferolateral ST elevation (Figure 2a). The patient was diagnosed with acute inferior ST segment
elevated myocardial infarction and transferred to catheterization laboratory. Coronary angiography
showed plaques in left coronary arteries and diffuse spasm in right coronary artery (Figure3a, 3b).
A total of 400 pgr recurrent intracoronary nitroglycerin administration relieved spasm but a 99%
acute lesion persisted in the mid portion of right coronary artery and posterior descending artery
branch was totally occluded (Figure 4a and 4b). Balloon predilatation and stent implantation was
performed successfully to both lesions (Figure 5a and 5b). After procedure her chest pain relieved
and ECG showed ST segment resolution without no Q waves (Figure 2b). There were no wall mo-
tion abnormalities on echocardiography. Peak Troponin-I level was 4.95 ng/ml. Eosinophil count
was 21/uL (0.126% of white cells), neutrophils 14600/uL (%93.6 of white blood cells). Levels
of tryptase, histamine, total IgE and complements were not measured. On laboratory findings;
histamine has a short half life, approximately 8 min; as such, negative levels do not exclude the
diagnosis of KS. The use of Ig-E levels in the diagnosis of KS remains unclear and the absence of
IgE antibodies does not exclude the diagnosis. Therefore, we did not perform these tests due to the
clear findings of allergic reaction. Patient was consulted to Allergy and immunology department
for specific treatment and a list of allergens including aspirin was given to the patient. We did not
start beta blocker therapy because beta blockers can exaggerate coronary spasm due to unopposed
action of O-adrenergic receptors. Since our patient had no angina with normal levels of cardiac
markers and TTE revealed no regional wall abnormality after the coronary intervention, We dis-
charged the patient on the 3™ day of admission to the hospital with klopidogrel 75 mg twice daily,
atorvastatin 10 mg daily and ramipril 2.5 mg daily.

Conclusion: Kounis syndrome must be considered especially in young patients with acute coro-
nary syndrome. Detailed anamnesis (especially allergy history) and physical examination (espe-
cially skin lesions) may be useful for diagnose and long term follow up, it will be appropriate to
manage these patients according to current guidelines.

Figure 1. (A) Maculopapular lesions sparing arms and legs probably secondary to allergens. (B) Maculo-
papular lesions sparing arms and legs probably secondary to allergens.

Figure 2. (A) ECG in emergency service. (B) ECG during discharge.

Figure 3. (A, B) Coronary angiography of the patient.

A B

Figure 4. (A, B) 99% stenosis in mid RCA and total occlusion in PDA branch after recurrent intracoronary
nitrate adjustment.

10

A B

Figure 5. (A, B) The patent lumen of RCA after successful revascularization.
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Hypereosinophilic cardiac involvement presenting with left ventricular
massive thrombus and cardioembolic stroke: A case report

Muhammet Gurdogan,' Ugur Ozkan,' Servet Altay,' Fulya Puyan?

!Department of Cardiology, Trakya University Faculty of Medicine, Edirne

Department of Pathology, Trakya University Faculty of Medicine, Edirne

Introduction: Eosinophilic infiltration and toxic mediators, released from eosinophil granules, can
damage many organ systems. Although the skin, lungs, and gastrointestinal system are the organs
most affected by hypereosinophilia, the most important cause of morbidity and mortality is heart
involvement in 20% of the cases. Initial symptoms of hypereosinophilia are usually silent, which is
why most cases of hypereosinophilia are detected by chance. The current study is aimed to discuss
a case of hypereosinophilia in which a massive thrombosis was seen in the LV despite the preser-
vation of systolic functions in a patient with cardioembolic stroke etiology.

Case report: A 64-year-old male patient was admitted to the emergency department with a sud-
den loss of weakness in his right leg. After neurological evaluation, a cerebrovascular event was
considered. Diffusion magnetic resonance imaging revealed early lacunar infarcts in both cerebral
hemispheres (Fig. 1A). The history of the patient revealed that he was admitted to the hematology
department 1 month ago because he was diagnosed with hypereosinophilic syndrome based on T-cell
lymphoma (Fig. 1B). The levels of thrombophilic factors, protein C, protein S, homocysteine, lupus
anticoagulant, anticardiolipin antibody, antinuclear antibody (ANA), and anti-neutrophil cytoplasmic
antibody (ANCA), which can cause hypercoagulability, were checked when there was malignancy
during the hospitalization period and a spleen thrombosis was detected but the results were normal.
An echocardiography examination during this hospitalization revealed normal LV systolic functions
[Ejection fraction (EF): 57%] (Fig. 2A). The laboratory findings of the patient in the emergency
department were as follows: leukocyte count, 11,500/uL; eosinophil count, 2600/uL (percentage
of eosinophils 22.5%); and troponin level, 0.72 pg/L (normal range: 0.01-0.23 pg/L). Biochemical
tests and urine analysis were normal. The patient’s electrocardiogram showed a normal sinus rhythm.
Echocardiography was performed to investigate cardioembolic etiology due to stroke. The LV diam-
eters and contractions of the patient were normal. The EF was measured as 55% using the Simpson
method. In the LV apex, an echogenic structure, which filled almost half the ventricular volume, was
observed (Fig. 2B). The patient’s medical history, laboratory findings, the fact that he applied with a
stroke and echocardiographic findings suggested a hypereosinophilic cardiac involvement.
Discussion: In patients with normal LV function, hypereosinophilic cardiac involvement is an im-
portant predisposing factor for intracardiac thrombus development. When evaluating these patients,
the laboratory findings should be evaluated carefully. Another point that should be emphasized with
this case presentation is the reality that not only a predisposition to hypercoagulability in patients
with hematologic malignancy but also hypereosinophilia can cause the development of thrombus.

Figure 1. Cranial magnetic resonance imaging: Early lacunar infarcts in both
cerebral hemispheres (A), A lymph node trucut biopsy showed atypical hetero-
geneous lymphoid proliferation admixed with eosinophilic infiltration (B).

Figure 2. Left ventricular functions are normal, with no intracardiac mass image
(A), Massive thrombus image in the left ventricle (B).
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Hipereozinofilik sendroma bagh akut miyoperikardit

Selma Ari

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

Giris: Periferik kanda eozinofil sayisinin 1500/ml nin uizerinde olmasi hipereozinofili olarak ta-
nmimlanir. Hipereozinofili ile birlikte organ tutulumu olmasma (%69 dermatolojik, %44 pulmoner
%38 GIS, %20 kardiyak (miyoperikardit, kapak tutulumu, trombiis)) veya organ tutulumu olmadan
6 ay sire ile yitksek eozinofil sayis1 varligina Hipereozinofilik sendrom denir. Bu taninin konula-
bilmesi i¢in eozinofiliye sebep olabilecek sekonder ve klonal nedenlerin ekarte edilmesi gereklidir.
Olgu: 28 yasinda erkek hasta 40 giindur olan nefes darlig1 ve birkag giindur olan ishal sikayeti ile
acil servise bagvurdu. Troponin degerlerinde yukseklik saptanan hastanin ekokardiyografik ince-
lemesinde sol ventikul ejeksiyon fraksiyonunun %30 ve kalbi ¢epecevre saran perikardiyal efuz-
yonun oldugu saptand (Sekil 1). EKG sinde QRS voltajlarinda azalma disinda anlamli bir patoloji
olmayan hasta myoperikardit ontanisi ile kardiyoloji klinigine yatirildi. Hastaya KY agisindan
tedavi baglandi ve kan sayiminda eozinofil mutlak degerinin 3800/ml saptanmasi iizerine hipereo-
zinofili ayirici tanisi igin ilgili bolumler ile (enfeksiyon hastaliklari, alerji immunoloji, romatoloji
gogus hastaliklari, ndroloji) konsuiltasyon yapildi. Allerjik nedene yonelik istenen total Ig E duzeyi
normal olarak bulundu. Periferik yayma paraziter ajanlar acisindan incelendi ve normal olarak
bulundu (plasmodium, leismania, trypanasoma, toxoplazma, wuchereria). Kanda entomoeba indi-
rek hemaglutinasyon, borrelia Ig G ve Ig M bakildi ve gayta mikroskobik agidan degerlendirildi
ve timul negatif saptandi. Vaskulit agisindan ANA, RF, p-ANCA, c-ANCA calisildi ve negatif
saptand1. Paranasal BT churgh strauss acisindan degerlendirildi ve bukkal biyopside vaskulit sap-
tanmad1. Sekonder nedenler ekarte edilidikten sonra primer eozinofili agisindan periferik yayma
(PY) ve kemik iligi (KI) biyopsisi yapildi. PY ve KI biyopsisinde hipereozinofili diginda malign
hiicre saptanmadi. Klonal eozinofiliyi ekarte etmek amagli mutasyonlar agisindan genetik calis-
malar yapildi test sinuglari negatif olarak geldi (Sekil 2). Tum bu tetkiklerin sonucunda idiyopatik
Hipereozinofilik Sendrom tanisi konuldu. Diger organ tutulumlarina yonelik batin USG, toraks
ve batin BT, solunum fonksiyon testi, polinoropati acisindan noroloji konsultasyou istendi. Batin
USG ve BT de hepatosplenomegali saptanmadi ancak hastanin ishali vardi. Norolojik tutulum agi-
sidan polinoropati gorilmedi, dermatolojik tutulum yoktu. Torax BT de sol akciger alt lob bazal
segmentte yaygin konsolide alanlar mevcuttu. Bu bulgu akciger tutulumu olarak degerlendirildi.
Hastanin tedavisine 1 mg/kg/gun steroid eklendi ve antikoagilan tedavi baglandi. Bu tedavi sonrasi
hastanin perikard sivisi ve eozinofil degerleri progresif olarak geriledi.Kontrol ekoda perikardiyal
mayi saptanmadi ve EF de artis (%45-50) goruldu (Sekil 3). Semptomlar: dizelen hasta medikal
edavisi duzenlenip poliklinik kontrolii onerilerek taburcu edildi.

Sekil 1.

Sekil 3. Sekil 2.
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A difficult interatrial septum complicating a cryoballoon atrial
fibrillation ablation case

Burak Hiiniik,' Gian Battista Chierchia,” Pedro Brugada®

!Department of Cardiology, Yeditepe University Faculty of Medicine, Istanbul
’Heart Rhythm Management Center, UZ Brussels - VUB, Brussels, Belgium

Introduction: Pulmonary vein isolation (PVI) by means of cryoballoon (CB) ablation has become
an established treatment for patients with atrial fibrillation (AF). Technical difficulties in transsep-
tal puncture might complicate CB procedure.

Case presentation: A 57-year-old female with drug resistant paroxysmal AF was admitted to our
institution. She had a history of left atrial (LA) myxoma surgery with an autologous pericardial
patch on the inter-atrial septum (IAS) three years ago. Cardiac CT showed normal pulmonary vein
(PV) diameters with separate ostia. Planning for a PVI-CB, we started our standard approach. A
deflectable decapolar catheter positioned in the coronary sinus (CS) and transatrial access was
obtained by transesophageal-echocardiography guided single transseptal (TS) puncture on the
medial portion of the thick interatrial septum using a standard TS-assembly. Afterwards, a 0.32
Fr exchange wire was positioned into the left superior PV (LSPV) and the sheath dilator assem-
bly retracted out of the patient’s groin and exchanged with a 15 Fr outer-diameter-sheath (15FS).
However, advancing the 15FS was impossible through the IAS. Orientating 15FS posteriorly, an-
teriorly, bending the shaft and waiting while applying pressure were attempted without success.
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15FS dilator was retracted to the right atrium (RA) with the guidewire safely positioned in LSPV
and maneuvering also with the sheath dilator failed too.Then, the decapolar catheter was retracted
from CS and inserted through the previously acquired access in LA using 45° left-anterior-oblique
projection. Even it was maximally bent and pulled down in order to widen the TS access; 15FS
could not advance into the LA. Finally, we decided to proceed with the 15FS in RA and put its
tip on the TS puncture point just letting the 28 mm second-generation cryoballoon (CB-Adv) and
inner lumen mapping catheter (ILMC) advance through it to deliver a single 3-minute application
for left superior, left inferior, right inferior and right superior PVs consecutively. At the end, PVI
was demonstrated on all veins by ILMC. After procedure and the day after, IAS was intact and she
was discharged without any procedural complication.

Discussion: Advancement of a large diameter sheath through TAS might be cumbersome in cases
with a history of cardiac surgery. Patch repair of the IAS, previously thought to be a contraindica-
tion, has been shown to tolerate IAS puncture well. Since, resistance of the IAS can potentially lead
to higher risk of complications, trying alternative techniques and relying on the maneuverability
of the CB-Adv by advancing it to LA with the 15FS positioned in the RA might be helpful and
safe in difficult cases.

Figure 1. Fluoroscopic procedural antero-posterior images of pulmonary vein (PV) isolation by means of
28 mm second generation cryoballoon (CB-Adv) while 15 Fr outer-di heath (15FS) ining on
the right atrium. Panel A shows 15FS remaining on the right atrium and CB-Adv advanced through the tip
to give successful freezes to left superior PV (panel B), left inferior PV (Panel C) and right superior PV
(Panel D) by just manipulating from the balloon catheter’s knob without the support of 15FS. Solid white
arrow: 15FS, Blank white arrow: CB-Ady, Dotted white arrow: Inner lumen mapping catheter, Black arrow:
Inflated CB-Adv balloon showing grade 4 occlusions before freezing.
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Cor bovinum hastasinda bundle brunch reentran ventrikiler
tasikardinin basaril ablasyonu

Abdullah Orhan Demirtas, Yahya Kemal Icen, Mevlut Kog

Saglik Bilimleri Universitesi Adana Saglik Uygulama ve Arastirma Merkezi, Kardiyoloji Klinigi,
Adana

Girig: Bundle Brunch Reentran Tasikardileri (BBRVT) nadir olarak gorilmektedir. Cor bovinum
hastasinda sol ventrikil ileri derecede dilate olur ve bu durumda BBRVT atipik seyir gosterebilir.
Bu yazinin devaminda, tim kalp bosluklari dilate olmusg ve sol dal blogu sebebiyle kardiyak re-
senkronizasyon tedavisi (KRT) uygulanmig, BBRVT tanis1 konulup KARTO yontemi ile basaril
ablasyonu yapilan bir hastay1 sunduk.

Vaka: 57 yaginda 3 yil once KRT uygulanmug erkek hasta, 14 yildir dilate kardiyomiyopati sebe-
biyle takipte olup vzge¢misinde acil servise sik sik carpinti ataklari ile bagvurdugu bilinmektedir.
Son gelisinde acil serviste ¢ekilen EKG’sinde ventrikiler tagikardisi oldugu tespit edildi ve ko-
roner yogun bakim unitesine yatirildi (Sekil 1). Hastanin yapilan pil kontrolunde sik ventrikiiler
tagikardi ataklar1 oldugu tespit edildi ve VT firtinasi tanist konulan hastaya KARTO yontemi ile
ablasyon karar alindi. Hasta VT altinda aktivasyon mapping yapildi. Sol ventrikiil septal bolgede
yaygin erken kayit vardi. Bu nedenle sag ventrikiil mappinge gecildi. KARTO yontemi ile en erken
kayitlar sag midseptal bolgede hisin hemen altinda alindi (Sekil 2). Intrakardiyak kayitlardada
midseptal bolgede sag dal potansiyeli kayitlari gozlendi (Sekil 3). KARTO katateri ile bu bolgeye
yapilan radyofrekans ablasyonu VT ataginin sonlandirdi (Sekil 4).1 ay sonraki poliklinik takiple-
rinde hastada ventrikiuler tagikardi atag1 gozlenmedi.

Sonug: Core bovinumlu hastalarda, BBRVT nadirde olsa gorulebilir ve elektrokardiyografide ti-
pik sol dal blogu olmayabilir. Bu hastalarda ayirici tanida mutlaka BBRVT dusunulmesi gerekir.

Sekil 1. Ventrikiiler tasikardi elektrokardiyografisi.
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Sekil 2. KARTO yontemi ile en er-
ken kayitlar sag midseptal bolgede
hisin hemen altinda alindi.

Sekil 3. Intrakardiyak kayitlardada midseptal bolgede sag dal potansiyeli kayitlar1 gozlendi.

Sekil 4. KARTO Kkatateri ile bu
bolgeye yapilan radyofrekans ab-
lasyonu.

0S-26

A rare cause of dilate cardiomyopathy: Right free wall accessory
pathway

Abdulkadir Uslu, Ayhan Kiip, Mehmet Celik, Ahmet Giiner, Muzaffer Kahyaoglu, Taylan Akgin
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

An 18-year-old male patient with a diagnosis of idiopathic cardiomyopathy for 14 months, was
referred to us for evaluation of heart transplantation and intracardiac defibrillator for primary pro-
tection. On admision, the patient was taking beta blocker, ACE (angiotensin converting enzyme)
inhibitor and diuretic treatment. He was symptomatic and New York Heart Association class 3.
He underwent coronary intensive care and transthoracic echocardiography (TTE) was done. The
TTE revealed an ejection fraction of 25% calculated using Simpson’s method, LV end diastolic
dimension of 6.5 cm and end systolic dimension of 5.2 cm (Figure 2a) and also TTE showed in-
traventricular and ventricular dyssynchrony (140 millisecond delay between left ventricular septal
and posterior walls (Figure 2d,video 1) and 70 millisecond delay between right and left ventricle)
(Figure 2c, video 1). The patient’s electrocardiogram (ECG) showed sinus rhythm with left bundle
branch block, short PR interval and positive delta waves clearly seen in precordial leads and in
the avf lead (Figure la). The patient’s holter recordings and anamnesis were examined and docu-
mented arrhythmia was not detected in the patient. Accessory pathway-related ventricular systolic
dyssynchrony may cause cardiomyopathy and the patient underwent accessory pathway ablation.
The presence of a positive delta wave on the electrocardiogram, v1 and avf leads suggests that
the accessory pathway may be anterior of the right free wall. Diagnostic catheters and mapping
catheters were placed in the right atrium, right ventricle, coronary sinus and right ventricular free
wall regions respectively. The earliest ventricular activity along the sinus rhythm was found in the
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right ventricular free Wall. Radiofrequency ablation (RFA) at 40 watts at 55 degrees was applied
to this region and the accessory path was disappeared in 10 seconds (Figure 1b). After waiting for
30 minutes after the procedure, the accessory path was not repeated. Post-ablation ECG showed
resolution of delta waves, shortening of QRS period, disappearance of left bundle branch block
(Figure Ic). After 3 months of follow-up control TTE revealed that the ejection fraction improved
to 58% measured using Simpson’s method and the left ventricle diameters normalized (Figure 2b,
video 2). A right-sided septal, paraseptal and right free wall accessory pathway cause DCM. But
we do not know how long it has improved. We should use newer echocardiographic techniques for
regional and global myocardial function quantification, such as tissue Doppler imaging or Speckle
Tracking echocardiography to diagnose these patients before dilated cardiomyopathy develops. So
these patients can be treated before cardiomyopathy develops.

Figure 1.

Figure 2.
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Epicardial and subsequent endocardial ablation in a patient with
Brugada syndrome

Ahmet Adiyaman, Wim Aanhaanen, Jaap Jan Smit, Arif Elvan
Isala Hospital, Heart Centre, Zwolle, The Netherlands

A 52-year old woman was diagnosed with Brugada syndrome in 2014, confirmed by a SCN5a mu-
tation. Ajmaline induced coved-type ST-elevation with beat-to-beat variation, and non-sustained
VT’s. In 2017 we scheduled an epicardial ablation by Nademanee approach after recurrent episodes
of sustained VT. Fractionated potentials were found in the epicardial RVOT (green dots) with ex-
pansion of the area after Ajmaline (purple dots, Figure 1a). After ablation of the epicardial substrate,
Ajmaline induced marked QRS lengthening with subsequent sustained VT. Frequent PVCs and
non-sustained VT remained for 24 hours. We hypothesized that endocardial ablation was required
for transmural lesions to reach non-inducibility. The next day we performed a procedure with an
epi-endocardial approach. There were no residual fractionated potentials at the epicardium, howev-
er, fractionated and late potentials were found throughout the endocardial RVOT, including the pos-
teroseptal part which cannot be the result of the epicardial ablation. A pacemap similar to the clinical
VT (99% match) was found in the posteroseptal RVOT at the location where fractionated and late
potentials were found (Figure 1b). Only after ablation in this area and the remaining endocardial
substrate, VT non-inducibility was reached. Ajmaline did not produce a Brugada ECG anymore. The
patient remained free of VT during follow up. This case illustrates and underlines the occurrence and
impact of structural abnormalities in patients with Brugada syndrome besides a pathological SCN5A
mutation. Moreover, these abnormalities are not exclusive for the epicardium and the endocardium
adjacent to epicardium but can include the myocardium of the posteroseptal RVOT.
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Figure 1. (A, B) Carto map with electrograms.
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Development of pacemaker lead thrombosis in a patient with atrial
fibrillation during apixaban treatment

Adem Adar
Department of Cardiology, Karabiik University Faculty of Medicine, Karabiik

Apixaban was introduced in clinical use for non-valvular atrial fibrillation as an alternative to war-
farin. The information regarding apixaban use in atrial fibrillation patients with the intra-cardiac
foreign body such as pacemaker lead is lacking. In this report, we present a case with atrial fibril-
lation and pacemaker. A patient was detected to have thrombi over the pacemaker lead and inside
of left atrial appendage during apixaban treatment. After discontinuation of apixaban and starting
warfarin, thrombus resolved. Our case is the first report showing that the treatment of apixaban
may not prevent development of pacemaker lead thrombosis in patients with atrial fibrillation.

Figure 1. Transthoracic echocardiographic images. (A) Thrombus on pacemaker lead in the right atrium
(B) Thrombus on pacemaker lead in the right atrium, enlarged (C) Thrombus on pacemaker lead in the right
atrium, diminished (D) Thrombus on pacemaker lead in right atrium, completely resolved
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Figure 2.  Transesophageal
echocardiographic  images (A)
Mid-esophageal two-chamber
view (80-110°), thrombus in left
atrial appendage (B) Mid-esoph-
ageal short-axis view (30-60°),
thrombus has partially resolved,
the appearance of an intense
spontaneous echo contrast (C)
Mid-esophageal short-axis view
(30-60°), thrombus in the left
atrial appendage has completely
resolved.

Konjenital kalp hastaliklar

0S-29

Cok nadir bir anomali: Sinus venosus, sekundum ASD’ye eslik eden
parsiyel venoz doniis anomalisi

Fahrettin Katkat, Sinan Varol, Serkan Ketenciler, Ertugrul Okuyan

Bagcilar Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Istanbul

Giris: Efor dispnesi, erigkin konjenital hastaliklarin onemli bir belirtisi olup bir veya daha fazla
anomali ile birlikte olabilmektedir. Nadir gozuken tim defektler de incelemenin parcasi olarak
degerlendirilmelidir.

Olgu: 31 yaginda kadin hasta New York Kalp Dernegi Sinif 2 efor dispnesi ile bagvurdu. Yapilan
transtorasik ekokardiyografi incelemesinde atrial septumda defekt ile birlikte sag kalp bosluklarmn-
da belirgin genisleme saptandi. Ekokardiyografik olarak QP/QS:2.1 olarak hesaplandi. Pulmoner
arter basinci: 45 mm Hg idi. Transozefageal ekokardiyografi ile yapilan incelemede, atrial septum-
da iki ayri defekt gozlenmekteydi. Birincisi sekundum tipi atrial septal defekt, ikincisi ise sinus
venosus tipi atrial septal defekt idi. Transozefageal inceleme bitmeden dnce pulmoner ven akimlart
arand1. Israrci incelemeye ragmen sag pulmoner doniuis gosterilemedi, sol pulmoner venler uygun
agilarda genislemis gozlendi. Hastada mevcut durumu degerlendirmek ve koroner anomaliyi ekar-
tasyon amagh BT anjiografi tetkiki yapildi. Yapilan BT anjiografide anormal pulmoner venoz do-
nits gozlendi. Koroner yapilar dogal saptandi. Sag kalp kateterizasyonu yapildi. Pulmoner vaskuler
resistans 3 wood unite idi. Anomalisi anatomik agidan tam olarak ortaya konan hastaya, iki atrial
septal defekti nedeniyle sekundum defekti primer tamir, sinus venosus defekti yama yardimiyla,
pulmoner venlere duzeltme operasyonu uygulandi. Hasta sorunsuz olarak taburcu edildi.
Tartisma: Guncel literatur taramamizda hem sekundum, hem sinus venosus tipi atrial septal defekt
ile birlikte parsiyel venoz doniis anomalisi olan ilk vakadir.

Sonug: Konjenital anomali saptanan her hasta, ek konjenital defektler agisindan titizlikle deger-
lendirilmelidir.

Sekil 1. BT-atrial-defekt. BT de hem siniis ve-
nozus hem de sekundum asd gozlendi.

Sekil 2. BT-PVDA. BT kesitlerinde sag pul-
moner venlerin sag atriuma (**), sol pulmoner
venlerin (*) ortak giidik olarak sol atriuma
agildigr gozlenmistir.

Sekil 3. Tee goruntulerinde sinus venosus (*) ve
sekundum (**) atrial septal defekt gozlenmekteydi.
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TAVI islemi esnasinda retrograd olarak gecilemeyen kalsifik aort
kapagin antegrad olarak gecilmesi ve gelisen komplikasyonlar

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

Gaziantep Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Gaziantep

Seksen yasinda kadin hasta 12 y1l once tglit koroner bypass operasyonu (LIMA-LAD, Ao-OM sa-
fen ve Ao-RCA safen) mevcut olup ciddi kalsifik aort stenozu nedeniyle kalp konseyi neticesinde
TAVI karari alind1. Yapilan koroner anjiografide LMCA ve RCA tam tikali olup bypass greftleri agik
olarak saptandi.Islem i¢in sag ana femoral artere Prostar XL yerlestirildi. Kalsifik kapak AL1, AL2
ve JR4 kateterler ile duz u¢lu PTFE ve hidrofilik tellerle 2 operator tarafindan 30 dk ugrasilmasina
ragmen gecilemedi. Bunun iizerine TEE esliginde atrial septostomi yapildi. Sol atriuma Mullins
sheath yerlestirildi. Pigtail kateter ile sol ventrikule girilip antegrad olarak aort kapak gecildi. Snare
araciligtyla tel desenden aortada yakalanip externalize edildi. Ilerletilen pigtail kateter icinden Safari
tel sol ventrikille yerlestirildi. Hastada hemodinamik bozulma gelisti. 23 mm balonla kapak dilate
edildi ve 26 mm Evolut R TAVI kapag: yerlestirildi. Hastada inat¢1 VF ataklari ile sol ventrikiilde
global hipokinezi gelisti. Resusitasyon yapildi. Bypass greftler kontrol edildi, agik oldugu bulundu.
Perikardiyal sivi, AY ya da MY saptanmadi. Ancak hasta kardiyojenik sok tablosu ile kaybedildi.

Sekil 1. Kapagi Osirix programu ile islem oncesi degerlendirilmesi.

Sekil 2. TEE esliginde Brockenbrough ignesi ile
atrial septostomi yapildi ve Mullins sheath sol
atriuma yerlestirildi.

Sekil 3. Mullins sheath i¢inden sol ventrikiile pig-
tail kateter ilerletildi.

Sekil 4. LAO pozisyonda sol ventrikiilden aortaya
retrograd olarak hidrofilik 0.035 inch guidewire
ile gikildi.

Sekil 5. Desenden aortada retrograd tel snare
ile yakalanip sag femoral arterden externalize
edildi.

Sekil 6. Sol ventrikiile yerlestirilen Safari tel tize-
rinden ilerletilen balon ile predilatasyon yapildi.

Sekil 7. Hemodinamisi bozulan hastada hizli bir
sekilde 26 mm Evolut R kapak yerlestirildi
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Sekil 8. Hastada inat¢1 VF ataklari oldu, sol ventrikulde glo-
bal hipokinezi gelisti. Resusitasyon yapildi, bypass greftler
kontrol edildi.
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Emergency use of veno-arterial extracorporeal membrane
oxygenation in transcatheter aortic valve implantation

Bilge Duran Karaduman,' Hiiseyin Ayhan,” Telat Keles,? Esma Arslan,? Engin Bozkurt®

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

Transcatheter aortic valve implantation (TAVI) has emerged as a life-saving therapy in patients
with severe aortic valve stenosis who are considered to be high-risk surgical candidates. TAVI is
superior compared to medical therapy as for mortality in extreme-risk patients, is non-inferior or
superior to surgery in high-risk patients and non-inferior to surgery in intermediate-risk patients.
Currently, TAVI has also evolved from a complex and hazardous procedure into an effective, safe
and minimalist therapy especially by the development of new-generation devices. it is extremely
difficult to perform emergent surgical aortic valve replacement. Performing TAVI as an emergent
procedure can be another option, but there are few reported cases. Veno-arterial (VA) extracor-
poreal membrane oxygenation (ECMO) can provide temporary cardiorespiratory support by per-
forming the vital functions of haemodynamic support and oxygenation. It can be used in both an
elective setting to provide prophylactic intraoperative support, or in emergent settings as rescue for
low cardiac output. In this case report, we present an 68-year-old woman with severe AS and de-
compansated heart failure. The patient was hospitalized in cardiovascular surgery department and
scheduled for surgical AVR (aortic valve replacement). Echocardiography showed severe degener-
ative aortic stenosis (aortic valve area by continuity equation was 0.53 ¢cm?; maximum velocity 6.0
m/s; mean pressure gradient 74 mm Hg), 3/4 grade tricuspid regurgitation with systolic pulmonary
artery pressure 60 mm Hg and LVEF was 40%. Acute decompensation occured after rapid ven-
tricular response atrial fibrillation. The patient was placed ECMO after cardiogenic shock. Heart
team decided TAVI with ECMO support. TAVI was performed without complication under general
anesthesia (Figure 1). The patient no longer required ECMO support during follow-up. She was
discharged on post-TAVI day number fifteen. In acutely decompensated severe aortic stenosis,
emergency TAVI is feasible. Robust procedure which can be performed quickly with experience
offers much better hemodynamic outcomes compared to BAV.

Figure 1. TAVI was performed under ECMO support.
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Primary transcatheter aortic valve implantation as a life saving
procedure: The first case report

Emre Ozdemir, Fatma Kayaalt: Esin, Selcen Yakar Tuluce, Mustafa Karaca

Department of Cardiology, Izmir Katip Celebi University Atatiirk Training and

Resarch Hospital, Izmir

Introduction: Severe aortic stenosis (SAS) is the most common valvular heart disease for elder
patients. Untreated SAS is known to be 50% mortality within 2 years after being symptomatic.
SAS with acute decompensated heart failure increases this mortality though appropriate treatment.
Main treatment option for SAS is surgical aortic valve replacement (SAVR) but with the advanced
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age and high surgical risk, 40.5% of patient with SAS cannot be operated until transcatheter aortic
valve implantation (TAVI) was decribe.Ideally TAVI performed should be an elective procedure
for patients with severe AS after they are carefully monitored. However,urgent TAVI is acceptable
with feasibl outcomes for selected group of patients with decompensated SAS. We present an
primary TAVI procedure with a good outcome.

Case: An 85 years- old patient with SAS (Figure 1) suffered to emergency room with dyspnea and
bad general condition. In the emergency room hypotension and hypoxia were determined. Patient
was intubated after administration and successful performed cardiopulmonary resuscitation of car-
diopulmonary arrest, dopamine infusion was started as supportive treatment. She has crepitant rale
at basal and mid zone on auscultation due to lung edema and her blood pressure were 80/50 mm
Hg despite dopamine infusion.after a conversation between cardiology and cardivasculer surgary,
because of high SAVR risk, TAVI procedure accepted as a concensus to rescue patient from car-
diogenic shock table. 29 no Portico TAVI valve was implanted succesfully to the stenotic valve
area step-by- step (Figure 2). Patient’s hemodinamics rapidly improved and dopamine infusion
requirement reduced. Post-procedural, patient was extubated in two hours and totally in good-con-
dition at seventh hour.

Discussion: SAS with acute decompensation which can not medical treated, are could undergo
to baloon valvuloplasty(BAV), which is known to have limited success, restenosis and clinical
deterioration in most patients within 3 to 6 months or with complication like aortic sufficency and
the reported mortality after balloon aortic valvuloplasty was up to 17%.TAVI is a treatment option
for high-risk patients with SAS, but there are no certain reports for acute decompensated SAS.In
our case there was a hyperdinamic LV due to dopamine infusion with low systemic blood pressure
under the cardiogenic shock border and she was decompensated because of LV outflow tract ob-
struction with SAS. We have no receive an answer to medical treatment. On the basis of our center
experience, we decided a primary TAVI procedure instead of BAV and could have performed
successfully, with four hours door to valve time, as a life saving procedure.

Conclusion: Although, primary TAVI procedure can be a life saving procedure in experienced
centers, without time lost. More studies exactly need for a final decision but in the future, there can
be a definition, like primary percutaneous coronary interventions, for TAVI as door to valve time.

Figure 1. On the left side angiographic aortic calculation for TAVI, on the right side there is calculation on
TEE with similar sizes that suitable for 29 no TAVI valve.

Figure 2. TAVI valve delivery system carried forward over the Safari guidewire to aortic annulus (a-b). Af-
ter the positioning of delivery system with aortography, 29 no Portico™ (St. Jude Medical Inc.,St. Paul,U-
SA) prosthetic TAVI valve was implanted succesfully to the stenotic valve area step-by- step (c). After
observation of mal-aposition of non-coronary side of the TAVI valve in the white circle on TEE (d), post-
dilatation with a 25 mm balloon performed (e). Paravalvuler leakage disappeared after post-dilatation (f).
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Zorlu bir karotis vakasina MOMA yontemi ile basarih girisim
Mustafa Topuz, Orsan Deniz Urgun, Fatma Ozge Salkin

Saglik Bilimleri Universitesi Adana Saglik Uygulama ve Aragtirma Merkezi, Kardiyoloji Klinigi,
Adana
Bu vakada sag internal karotid arterde subtotal oklizyonun MO-MA balon proteksiyonu altin-

da sert uglu ve ekstra govde destegi bulunan 0.014 inch tel vasitasiyla basarili sekilde perkiitan
stentlenmesi anlatilmistir. 63 yasindaki erkek hasta gecici iskemik atak etiyolojisi amagh yapilan
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karotis ultrasonografide sag internal karotis arterde kritik darlik saptanmasi uzerine klinigimize
refere edildi. Ozge¢misinde hipertansiyon ve gecirilmis koroner by pass oykusii olan hastanin ya
diagnostik karotis anjiografisinde sag internal karotis arterde %99 subtotal darlik izlendi (Sekil 1).
Sol internal karotis arter ve sag ve sol ekstrenal karotis arterlerde plak formasyonu izlendi. Sempto-
matik olan hastaya sag internal karotis darlig1 i¢in girigsim planlandi. Lezyonun subtotal ve nispeten
tromboze olmasi nedeniyle MO-MA balon korumasi altinda girisim karar1 alindi. Sag femoral
artere OF kateter yerlestirildi. Heparin 10 bin tnite ve 600 mg Klopidogrel yukleme uygulandi.
0.35 inch 260 c¢m hidrofilik tel (Terumo, standart Glidewire) ile sag eksternal karotid artere 6 F sag
koroner diagnostik kateteri (Right Judkins) yerlestirildi. Ik gonderilen tel, 0.035 inch 260 cm’lik
stiff govdeli klavuz tel (Terumo, stiff Glidewire) ile kateter tizerinden degistirldi. Ardindan 6 F sag
diagnostik kateter geri alinarak MO-MA Kkateteri distal balonu eksternal ve internal karotid arter
bifurkasyonundan 1 cm yukarida olacak sekilde eksternal karotid artere tasindi. Distal ve proksi-
mal balonlar sisirilerek kontrol gortintuleme alindi. 0.014 inch hidrofilik tel (PT2, Asahi) ile lezyon
gecilmeye ¢aligildi ancak lezyon agisi ve ciddiyeti nedeniyle yeterli tel destegi saglanamadi (Sekil
2). Bunun tizerine 0,014 inch ug agirhgr ve govde destegi daha fazla olan ikinci bir tel (Ultimate
bross, Asahi) alindi. Lezyon gegildikten sonra distal akim kesilmesi izerine 1.5x20 mm koroner
monorail balon (Invader, balloon, Alvimedica) ile predilatasyon uygulandi (Sekil 3). Daha sonra
7-10/30 mm tapered self expandable stent (Protege, RX Carotid Stent System, Coviden lezyona
basarili sekilde implante edildi (Sekil 4). Optimal stent expansiyonu i¢in) 4.5x15 mm monorail
koroner balon (Invader, balloon, Alvimedica) ile postdilatasyon uygulandi (Sekil 5). Islem sonrasi
alman intrakranial goriintillemesi normal olan asemptomatik hasta ertesi gin dual antiplatelet teda-
vi ile taburcu edildi. Bu vakada vurgulanmak istenen nispeten subakut tromboze paterne sahip ve
kalsifikasyonla birlikte subtotal tikali olan zorlu lezyonlarda ug ve govde sertligi fazla ve agir uglu
0.14 inch tel secimi nispeten hizli yapilmasi gereken bir islem olan MO-MA tekniginde lezyonun
tellenmesinde kritik hamle olabilir. Alternatif olarak bu tur vakalarda mikrokateter destegi kulla-
nilabilir. Zorlu bu tur lezyon morfolojisine sahip olgularda iglem sonrasi balon deflasyonu oncesi
aspirasyonun dikkatli ve yeterli duzeyde yapilmasi ¢ok daha onemli bir husustur.

Sekil 1. Diagnostik karotis anjiografide sag inter-
nal karotis arterde %99 subtotal darlik izlenmekte.

Sekil 2. Yeterli back-up’ 1 olmayan 0,014 inch hid-
rofilik tel (PT2, Asahi)’ in lezyon agis1 ve ciddiyeti
nedeniyle lezyonu gecememesi.

Sekil 3. Lezyon gecildikten sonra distal akim
kesilmesi tizerine 1.5x20 mm koroner monorail
balon (Invader, balloon, Alvimedica) ile predila-
tasyon uygulanmasi.

Sekil 4. Self expandable stent’in lezyona basarili
sekilde implante edilmesi.

Sekil 5. 4.5x15 mm monorail koroner balon (In-
vader, balloon, Alvimedica) ile postdilatasyon
uygulanmasi.
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Internal karotis arterin osteal tikamkhgina bagh gelisen akut
serebrovaskiiler hastaligin endovaskiiler trombektomi ile tedavisi:
Olgu sunumu

Ekrem Aksu,' Abdullah Sokmen,' Hakan Gunes,' Mustafa Gokge,> Sami Ozgul'

!Kahramanmaras Siitgii Imam Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Kahramanmaras
*Kahramanmaras Siitgii Imam Universitesi Tip Fakiiltesi, Noroloji Anabilim Dali, Kahramanmaras

Girig-Amag: Trombolitik tedavinin ICA veya MCA gibi bityiik damarlarin okluizyonunda etkinligi si-
nirhdir. Bu hastalarda endovaskiler trombektomi son yillarda daha etkin tedavi imkani saglamaktadr.
Yontem: 61 yasinda hipertansif erkek hasta, 6 saat once ani baglayan konugsma bozuklugu ve sol
tarafta kuvvet kaybi sikayetiyle dis merkeze bagvurmus. Dis merkezde ¢ekilen difuzyon MR da
sagda sacilmis hiperintensiteler tespit edilmesi tizerine trombektomi icin merkezimize sevk edil-
mis. Norolojik muayenesinde suuru konfuze, oryantasyonu ve kooperasyonu kisitli, sol kolda 3/5
duzeyinde, sol alt ekstremitede 3/5 duzeyinde kas giici kaybi ve solda babinski isareti pozitifligi
tespit edildi. NIHSS’1 10°du. Hastanin ¢ekilen beyin bilgisayarli tomografide kanama bulgusu yok-
tu ve ASPECT skoru 10’du.

Bulgular: Hasta belirtilerinin 6. saatinde trombektomi amaciyla anjiyografi laboratuarma alindi.
Sag judkins diagnostik kateterle sag ve sol arteryal karotis komminis goriintilendi. Sag ICA kokten
tikalr (Sekil 1), Sol ICA, MCA ve ACA normaldi. Sag anterior serebral arter, Acom aracilig1 ile
sol taraftan beslenmekteydi. 6F femoral kilif 9F femoral kilif ile degistirildikten sonra Corail 8F
kateterle sag komon karotise oturuldu.0.014 Hybrid wire ile tikali alan gecilemedi. 0.014 Asahi
gudewire ile tikali alan gegildikten sonra Vasco 21 mikrokateter yerlestirildi. Catch 6x30 mm 3
kez gonderildi, kismi agiklik saglandi. Yogun trombiis yiiki nedeniyle trombis aspirasyon kateteri
ile tikaniklik sonrasi alan bir ka¢ kez aspire edildi. Sag ICA’ de kismi rekanalizasyon izlenmeye
bagladi ve stent bir kezde distal ICA’da stent agilarak geri ¢cekildi. Yapilan kontrast enjeksiyonunda
pthtinin sag MCA M1°i ikadig1 gorldii. Ayni stentin MCA da agilarak yapilan trombektomi islemi
sonrasinda tam agiklik ve TICI3 akim sagland (Sekil 2). Sag ICA proksimalinde %95 darlik yapan
lezyon oldugu gozlendi (Sekil 3). Toplam iglem 3 saat surdi. Daha sonraki haftalarda mevcut
darliga mudahale planlanarak islem sonlandirildi. Hastanin ¢ikista NIHSS skoru degismedi. Has-
tanin sag internal karotis arterindeki okluizyon bagarili trombektomi islemi yapilarak TICI3 akim
saglanmasina ragmen klinikte beklenen iyilesme gozlenmedi.

Tartisma ve Sonuc: ICA veya MCA gibi buyuk damarlarin tikanikligima bagh gelisen akut sereb-
rovaskiiler hastalik tablosu onemli mortalite ve morbiditeye sebep olmaktadir. Zamaninda yapilan
endovaskiiler tedaviyle bu hastalarin serebral perfiizyonu saglanarak mortalite ve morbidite de
belirgin iyilesme saglanabilir. Bununla birlikte endovaskuler girisimle TICI3 akim saglanmasina
ragmen klinik diizelmenin tum hastalarda olmamasi serebrovaskiler hadiselerde klinik yanitin
multifaktoryel olduguna isaret etmektedir.

Sekil 1. Sag ICA'nin islem oncesi durumu.

Sekil 2. Catc stent ile yapilan trombektomi sonrasi

Sekil 3. Sag ICA'ni islem sonrasi durumu. ¢ikarilan trombus materyali.

Konjenital kalp hastaliklar
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Idiopatik sol ventrikil lateral duvar anevrizmasi ve atrial septal
defekt birlikteligi
Hakan Giineg,' Mehmet Kiris¢i®

!Kahramanmaras Siitgii Imam Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Kahramanmaras
*Kahramanmaras Siitgii Imam Universitesi Tip Fakiiltesi, Cardiovascular Surgery Anabilim Dali,
Kahramanmaras

Altmus ¢ yaginda erkek hasta nefes darligi ve atipik gogiis agrisi sikayeti ile hastanemize bas vur-
du. Hastanin alina oykusinde koroner arter hastalig i¢in yas diginda risk faktoru yoktu. Kardiyak
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oskiiltasyon da, kalp sesleri yumusak ve mezokardiyak odakra 1-2/6 sistolik ufurtim duyuldu.1+
pretibial 0dem tespit edildi. Solunum sistemi muayenesinde sesleri normaldi. Elektrokardiyogram-
da inkomplet sag dal blogu goruildii. PA akciger grafisinde kardiyomegali saptandi. Hemogram ve
biyokimyasal parametreler normaldi. Transtorasik ekokardiyografi de EF %35 idi, posterolater-
al duvarin orta ve basal kisminda anevrizma ve 2,1 cm boyutlarinda atrial septal defekt goraldu
(Sekil 1, 2). Hafif- orta mitral yetersizligi ve orta derecede trikuispit yetersizligi olup sag kalp
bosluklar: hafif genis olarajk tespit edildi. TAPSE 2,8 cm VE sPAB:50 mm Hg olarak ol¢uldu.
Hastanimn yapilan koroner anjiografisinde koroner arterler normal olarak gozlendi. Hasta konseyde
degerlendirildi. Konseyde sag kalp kateterizasyonu sonucuna gore cerrahi olarak ASD kapama ve
anevrizma tamiri karart alindi. Sag kalp kateterizasyonu sonucu ASD’nin kapatilmaya uygunlugu
tespit edildi. Hastanin ASD’i cerrahi olarak kapatildi ve anevrizmasi tamir edildildi.(sekil-3-4)
Hastanin yapilan kontrol ekokardiyografisinde IAS intakt izlendi ve anevrizmanin tamir edildigi
gorilmedi. Takiplerinde komplikasyon olmayan hastanin medikal tedavisi diizenlenerek tavsiye-
lerle taburcu edildi.

Sekil 1. ASD. Sekil 2. Posterolateral anevrizma.

Sekil 3. Ameliyat esnasindaki anevrizmanim dis-
tan goruiniisi.

Sekil 4. Anevrizmani tamir edilmis hali.

Kalp kapak hastaliklar
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Valve-in-valve transcatheter aortic valve replacement procedure in a
patient with left atrial appendage thrombus

Mehmet Erdogan,' Murat Can Guney,” Huseyin Ayhan,” Hac1 Ahmet Kasapkara,?
Murat Akgay,” Adnan Burak Akgay,' Serdal Bastug,' Nihal Akar Bayram,>
Telat Keles,? Tahir Durmaz,? Engin Bozkurt®

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

Introduction: Indications of transcatheter aortic valve replacement (TAVR) are widening as to
comprise patients with moderate surgical risk. As the population ages number of patients with bio-
prosthetic valve regurgitation increases and these patients are referred to redo valve surgery. Valve-
in-valve (ViV) procedure is an promising technique in order to replace redo aortic valve surgery.
Case: 86 years old male patient has been referred to our clinic with symptoms of dyspnoea and
pretibial edema. His medical history revealed aortic bioprosthesis surgery with 22 mm SORIN
valve 14 years ago. Patient also had COPD in his medical history. Transthoracic echocardiographic
(TTE) showed that EF was %355, degeneration in the aortic bioprosthetic valve with restricted
leaflet motion and mean gradient of 55 mm Hg along with moderate tricuspid regurgitation an pul-
monary hypertension (sPAB:90 mm Hg). Non-obstructive coronary artery disease was detected in
invasive coronary angiography. Transesophageal echocardiography (TEE) was performed (Figure
1) and revealed a thrombus in the left atrial appendix and contrast mediated CT confirmed this
finding (Figure 2, 3). The heart team decided to proceed with ViV-TAVR procedure as the patient
is deemed to be inoperabl because of the comorbities like age, COPD, pulmonary hypertension
and redo surgery. By using retrograde transfemoral route under local anesthesia 23 mm SAPIEN
(Edwards Lifesciences) balloon expandable valve was successfully implanted into the degenerated
bioprosthesis (Figure 3). There was not any sign of coronary obstruction or aortic regurgitation in
the post-procedure control aortic root angiography. A mean gradient of 18 mm Hg was detected
on control TTE and TEE, sPAB was fallen to 70 mm Hg with persistent left atrial appendix throm-
bus. Postprocedure and pre-discharge neurological examination of the patient was normal without
any neuological deficit and the patient was discharged on the third postoperative day without any
complications.

Discussion: %30-40 of the patients undergoing TAVR procedure has AF as the its incidence in-
creases with age. Stroke is a serious complication of TAVR and its incidence is reported as %5 in
30 days. Causes of stroke during TAVR procedure are multifactorial. Embolization of the calcified
material, thrombus formation, damage of the atheromathous debris during guidewire or cerebral
hypoperfusion during rapid ventricular pacing are potential causes of stroke. A latest study re-
vealed that presence of left atrial appendage thrombus (LAAT) comprises a five times higher risk
of procedural stroke. As LAAT presence is accepted as an exclusion criterion in the PARTNER 1
study, clinical experience and data about prognosis of these patients are limited. There is not any
data in the literature regarding patients with LAAT and undergoing Valve-in-valve TAVR proce-
dure. In this case report we wanted to show that ViV-TAVR procedure can be successfully applied
to a patient with LAAT.
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Figure 1. Transesophageal echocardiography was performed and revealed a thrombus in the left atrial
appendix.

Figure 2. Left atrial appendage thrombus. Figure 3. Left atrial appendage thrombus.

Figure 4. Degenerated bioprosthesis valve anulus. Figure 5. Degenerated bioprosthetic leaflets.

Figure 6. Valv-in-valve implantation of balloon
expandable transcatheter valve.

Figure 7. Postprocedural aortic root angiogram.
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Uctinct kardiak operasyon olan trikuspit bioprotez kapaktaki ileri
derecedeki stenoza dordinciu islem perkutan valve-in-valve

Filiz Celebi, Sinem Cakal, Beytullah Cakal, Ibrahim Oguz Karaca, Mehmet Onur Omaygeng,
Aydn Yildirim, Bilal Boztosun

Istanbul Medipol Univiversitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

Yetmis yedi yasinda diabetik ve kronik atrial fibrilasyon tanili, MVR AVR ve TVR li kadin hasta
klinigimize nefes darligi ve bilateral preti odem ile bagvurdu. Hastanin anamnezinde 1974 y1-
Iinda kapali mitral kommissurotomi operasyonu, 1991 yilinda mitral kapak biyoprotez, aort kapak
mekanik protez ve trikuispit kapak ringanuloplasti operasyonu, 1996 yilinda trikiispit kapak biopro-
tez kapak operasyonu dykusit mevcut. Fizik muayanesinde tansiyon 146/75 nabiz 77/dk kalp sesleri
aritmik, her iki akcigerde solunum sesleri normal, bilateral pretibial odem saptandi EKG de 85/dk
atrial fibrilasyon izlendi Ekokardiografik incelemede mutral biyoprotez kapakta mva: 1.8 cm?, max/
mean gradyent: 18/8 mm Hg, hafif derecede paravalviiler mitral yetmezlik, aortik mekanik protez
kapakta max/mean gradyent: 44/28 mm Hg, trikuspit biyoprotez kapakta max/mean gradyent: 20/12
mm Hg olculdu. Hastada ciddi trikuspit darhigima miidahale agisindan redo operasyon riski yitksek
oldugundan perkutan yolla biyoprotez kapak implantasyonu planlandi. Hastaya sag femoral venden
8f sheat konuldu. Intraop TOE ve TTE ile trikuispit kapak degerlendirildi Amplatz extra stiff tel ile
trikuispit biyoprotez kapak icinden gecilerek sag ventrikulden pulmoner artere ¢ikildi. Steerable ka-
tater ile 29 mm Edwards Sapien XT trikiispit kapak bioprotezin kendi balonu 25 mm Numed balon
2, kez 4 ATM de sisirildi. Indentasyon izlenen balon hem sizing hem predilatasyon amagli kullanildi.
Ardindan 29 mm Edwards Sapien XT bioprotez kapak pacing yapilmadan dnceki trikiispit bioprotez
icine yerlestirildi. Kontrol goruntiide 1-2 derece paravalviller kacak izlenmesi tizerine 3 cc overload
ile postdilatasyon uyguland: ve kacagin devam etmedigi gorulerek islem sonlandirildi.

34. Uluslararasi Katilimli Turk Kardiyoloji Kongresi

Sekil 1. Edwards bioprotez kapagimn sag ventrikiil igindeki
yerlesimi (ekokardiografik).

Sekil 2. Edwards bioprotez kapagmn tri-
kiispit bioprotez i¢ine implantasyonu.

Sekil 3. Edwards bioprotez kapagm
trikispit bioprotez igine implantasyonu.

Sekil 4. Islem sonrasi trikuspit kapak subkostal pencereden
90 derece kesit goruniimii.

Sekil 5. Trikiispit kapaga basarili valv-
in-valv iglemi.
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Atriyal septal defekte eslik eden nadir bir konjenital mitral kapak

anomalisi; tek yaprakcikli mitral kapak

Filiz Akyildiz Ak¢ay, Nihan Kahya Eren, Sadik Volkan Emren, Mustafa Ozan Gursoy, Cem Nazlt
Izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Izmir
Mitral valvular aparatin herhangi bir bilesenindeki anomali konjenital mitral kapak (MK) hastalig1
olarak adlandirilir. Bu anomaliler mitral darligi (MD) ve/veya mitral yetmezligine (MY) neden
olabilir. Mitral yaprakeik ile ilgili problemler; yaprak¢ik agenezisi, hipoplazisi veya fazlahigi, kleft,
fenestrasyon, aksesuar yaprakgik, daha kiigiik kuspislere bolunme, mitral orifis duplikasyonu gibi
anomalileri igerir. Tek yaprak¢ikli MK (TYMK) oldukga nadir goriilen konjenital MK anomali-
sidir. Nadiren ASD gibi konjenital anomalilere eslik edebilir. Burada Sekundum ASD operasyon
oykusii olan, 10 yillik seyrinde hafif MD, hafiften ciddiye ilerleyen MY ye neden olan TYMK”
li ileri yas bir olgu sunuyoruz. 76 yasinda erkek hastanin son 6 aydir artan nefes darligi, 3 aydir
karinda sislik, bacaklarda dem yakinmalari mevcuttu. 20 y1l once sekundum ASD primer onarimi,
trikiispit anuloplasti cerrahisi oykisii,10 yillik transtorasik ekokardiyografilerinde (TTE); hafif
MD, hafiften ciddiye ilerleyen MY, ortadan ciddiye ilerleyen trikiispit yetmezligi (TY), ileri sol
atriyal (LA) dilatasyon, sag yapilarda dilatasyon, pulmoner hipertansiyon mevcuttu. 2 yil dnce
sag atriyumunda (RA) saptanan trombiis tibbi tedaviyle rezole olmus. 4 ay once nefes darlig:
sikayetiyle yapilan efor testi yetersiz (4 METs), koroner anjiyografide koroner arterler plakl,
ventrikitlografide ciddi MY saptanmis. Ciddi MY, ciddi TY nedeniyle kalp damar cerrahi (KDC)
servisinde yatarken toraks bilgisayarli tomografide sol pulmoner arterde (PA) kronik organize
trombiis, pnomoni, atelektazi, bilateral plevral effuzyon saptanmis. Anemi, Kronik atriyal fibrilas-
yon (AF), ileri KOAH, KBY, gecirilmis akut bobrek yetmezligi, gecirilmis SVO, yeni rektus kilif
hematomu operasyon oykisii olan hastaya yuksek cerrahi riski nedeniyle KDC konseyinde tibb1
takip karari verilmis. Fizik muayenede; apexte aksillaya yayilan 3/6 pansistolik ufuriim, diyastolik
rulman, TY nin holosistolik tifirumi, bibaziler raller, juguler vendz dolgunluk, hepatomegali, assit
ve bilateral 2 pozitif pretibial ddem, elektrokardiyografide; normal ventrikul yanith AF ve tam
sag dal blogu saptandi. TTE’de LA 95 mm, sol ventrikiil (LV) ¢aplari 49/29 mm, EF %60, mitral
posterior yaprak¢ik (MPY) neredeyse yoktu yerini LV serbest duvarindan kaynaklanan myokard
dokusu almisti. Yelken seklinde uzun genis mitral anterior yaprakcik ile bu myokard dokusu tam
koapte olamiyordu, posterlor duvara dogru ekzantrik ¢ift jet halinde ciddi MY, hafif MD,hafif
aort yetmezligi, interatriyal septuma dogru ekzantrik ciddi TY, RA 68 mm, RV 35 mm, sistolik
PA basinci 45 mm Hg saptandi. 2 boyutlu TEE’de bulgular konfirme edilirken, 3 boyutlu TEE’de
LA perspektif imajlarinda ¢ok kuguk MPY kalintis1 gozlendi. TYMK oldukga nadir gorlen bir
konjenital anomali olmakla birlikte ileri yas hastalarda bile karsilagilabilecek bir patoloji olmast
nedeniyle akilda tutulmali, saptandiginda diger konjenital anomaliler agisindan da detayl deger-
lendirme yapilmalidir.
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Sekil 1. Transtorasik ekokardiyografide
parasternal uzun aks goriintiide; mitral arka
yaprakgik neredeyse yok,yerini sol ventri-
kul serbest duvarindan koken alan myokard
dokusu almig, mitral on yaprakgik kalm,
uzamus, genis, yelken goriniiminde.

Sekil 2. (A) Transtorasik ekokardiyografide apikal dort bosluk diyastolik goruntiide; mitral arka yaprak¢ik
neredeyse yok, yerini sol ventrikul serbest duvarmdan koken alan miyokard dokusu almug (B) sistolik go-
runtiude mitral on yaprak¢igin myokard dokusu ile tam koapte olamadigi gorunityor.

Sekil 3. Transozofagial iki boyutlu ekokar-
diyografi uzun aks goriintide; mitral arka
yaprakgik neredeyse yok, yerini sol ventri-
kil serbest duvarindan koken alan myokard
dokusu almig, mitral on yaprakeik kalin,
uzamus, genis, yelken goriinuminde

Sekil 4. U¢ boyutlu transozofagial ekokardiyografide atriyal perspektif imajinda sistolde bityitk mitral on
yaprakgik ve ¢ok kiiciik arka yaprakeik kalintisi.
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Acute stroke treated with emergent mechanical thrombectomy after
transcatheter aortic valve implantation

Ugur Arslan, Mustafa Yenercag, Cetin Kiirsat Akpiar
Department of Cardiology, Samsun Training and Research Hospital, Samsun

Transcatheter aortic valve implantation (TAVI) is a promising treatment modality for severe aortic
stenosis in surgically intermediate and high-risk patients. TAVI has the risk of embolic compli-
cations which are decreasing in incidence with the development of newer valvular structures. In
this case, we presented a patient who had an acute cerebrovascular event after a successful TAVI
procedure and treated with mechanical thrombectomy. A 78-year old female patient with severe
symptomatic aortic stenosis and an STS score of 11.3 underwent a successful TAVI procedure.
During procedure, pre-dilatation with 23 mm balloon was performed and then 27 mm Symetis®
valve was implanted to the aortic position. Thereafter, post-dilatation with a 26 mm balloon was
performed and the procedure was finished without aortic regurgitation and 6 mm Hg transaortic
gradient (Figure 1). Just after the procedure, aphasia and left hemiplegia were observed and acute
stroke was suspected. Bilateral carotid angiography was performed and a total occlusion was ob-
served in left middle cerebral artery (Figure 2). After mechanical thrombectomy was performed
to left middle cerebral artery, distal flow was provided (Figure 3). The thrombus material (Figure
4) was sent to pathological examination which revealed a white thrombus including some foreign
materials thought to be belonging to the used catheters, wires or the valve itself. Significant recov-
ery was observed and the patient was discharged with nearly no sequela. Acute stroke is one of the
common complications after TAVI. Patients should be evaluated carefully for acute stroke after the
procedure and mechanical thrombectomy should always be kept in mind in such cases emergently
so that the sequela of this complication would be minimized.
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Figure 1. TAVR. Figure 2. MCA total.

Figure 3. Thrombus resolution (mechanical
thrombectomy).

Figure 4. Thrombus material.
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Protez kapakta warfarin direnci; tedavide ne yapalim?

Stumeyye Fatma Ozer, Yakup Alsancak, Ahmet Seyfeddin Gurbuz, Mitkremin Cogkun,
Abdullah Ozcelik, Ahmet Soylu, Mehmet Akif Duzenli

Necmettin Erbakan Universitesi Meram Tip Fakiiltesi Kardiyoloji Anabilim Dali, Konya

Oral antikoagilanlar, atriyal fibrilasyon, kalp kapag: protezi, iskemik inme, derin ven trombozu,
pulmoner emboli gibi hastaliklarda uzun siiredir kullanilmaktadir. Bu amagla kullanilan ilk ilag
grubu, warfarin ve diger kumarin tirevlerini i¢eren vitamin K antagonsitleridir (VKA). Bu sayede
faktor I, VII, IX, X ve protein C ve S’in sentezi inhibe olur. Warfarin antikoagiilan etkiyi, vitamin
K epoksit rediiktaz (VKOR) enzimi ile kompetitif inhibisyon yaparak gosterir. Diger bircok ilagtan
farkli olarak, warfarin ile istenen terapotik etkiyi saglamak icin gereken dozaj, bireyler arasinda
buyuk farkliliklar gosterir. Bu degiskenlik, yeni gelisen trombozlara veya hayati onem tastyan
kanamalara yol agabilir. Warfarin direncine sebep olan akkiz faktorlerin yaninda, VKORCI ve
CYP2C9 gibi varyant allelerde meydana gelen polimorfizmlerin de warfarine kars1 artan duyar-
Iilikla iligkili oldugu bilinmektedir. Vitamin K epoksit reduktaz kompleks subunit 1 (VKORCI)
geninin promotor bolgesinde meydana gelen 1639G—A polimorfizm sonucu varfarin duyarlilig:
degismekte ve dolayisiyla da doz gereksinimi artmaktadir. Vakamizda, bilinen mitral kapak replas-
mant (18 yil), astim, iskemik inme (3 y1l) dykiusii olan 48 yaginda kadin hasta INR takibi amaciyla
poliklinige bagvurdu. Fizik muayenesinde mekanik kalp kapak sesi mevcuttu. Solunum sistemi
muayenesinde patoloji saptanmadi. EKG’de siniis ritmi mevcut olup patolojik bulgu yoktu. Yapi-
lan ekokardiyografide sol ventrikiil ejeksiyon fraksiyonu (LVEF) %60’t1 ve mitral kapaga ait gra-
dientler normaldi. 15 mg/gun warfarin alan hastanin INR: 0,96 goriilmesi ve TTR duzeyinin %20
’in altinda seyrettiginin gorulmesi tzerine hasta klinigimize yatirildi ve enoxaparin 6000 IU gunde
2 kez eklenrek ve warfarin duzeyi 20 mg/gine ¢ikilarak takip edildi. Hastada warfarin direnci
dustinulerek genetik tetkik istendi. INR efektivitesi elde edilince hasta taburcu edildi. 2 hafta sonra
INR kontrolu igin tekrar poliklinige bagvurdugunda INR diizeyinin 1,03 oldugu goruldu. Real
time PCR yontemi ile yapilan genetik analiz sonucunda VKORC1/G1639A bolgesinde homozigot
formda mutasyon oldugu VKORC1 genotipinin AA, CYP2C9 geni icin 1#/2* (heterozigot) geno-
tip oldugu tespit edilmistir. Hastanin medikal tedavisine enoxaparin 6000 IU gunde 2 kez ve asetil
salisilik asit (ASA) 100 mg/giin eklenmis ve warfarin dozu kademeli olara artirilarak 35 mg/giine
kadar ¢ikilmistir. Erken donemde ASA ve warfarin tedavisi ile efektif INR duzeyi saglanmis; ancak
takiplerinde tekrar inefektif olmustur. Bunun uizerine hastaya acenocoumarol baglanmasi planlan-
mustir. Hedef INR diizeyini saglamak icin yiiksek dozda warfarin ihtiyaci olan hastalarda warfarin
direncinin olabilecegi akilda tutulmalidir. Bu hastalarda hedef duzeyi saglamak i¢in warfarin te-
davisinin yanina asetil salisilik asit eklenmesinin ya da warfarin yerine acenocoumarol gibi bagka
bir vitamin K antagonistinin verilmesinin yararh olabilecegi yapilan ¢alismalarda gosterilmistir.

0S-41

Intrakraniyal mikotik anevrizma ruptur ile bagvuran mitral kapak
endokarditi tedavisinde paradoks

Ali Yasar Kiling, Murathan Kucuk, Gunduzalp Saydam
Akdeniz Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Antalya

Giris: Mikotik anevrizmalar (MA) intrakraniyal anevrizmalar icerisinde nadir gorulen inflamatu-
var anevrizmalardir. Genellikle arterlerin dallanma bolgeleri ve distal uclarma, vejetasyonun em-
bolizasyonuyla meydana gelir. Spontan riiptiirleri subaraknoid (SAK) ve intrakraniyal kanamalara
(IKK) sebep olur. MA’larin yarisindan fazlasinda sebep infektif endokardittir (IE) ve ¢ogunlukla
aort kapak ile iligkilidir. Biz bu yazimizda SAK ile bagvuran IE’ de tedavi kararinda zorlanilan bir
vakay1 paylastik.

Olgu: Yirmi bes yasinda kadin acil servise ates, karin agrisi, sag kolda giigsuzliik ile bagvurdu. Fizik
muayenede viicut sicaklign 39 derece, sag fasyal hipoestezisi, sag st ekstremitede motor ve duyu
kaybu, apekste pansistolik furum, splinter hemoraji, Osler ve Janeway lezyonlar1 bulunmaktaydi.
Hastanin dzgegmisinde bagvurudan 2 ay oncesinde anemi ve dispeptik sikayetler olmasi iizerine tist
ve alt GIS endoskopi dykiisit meveuttu. Uzun suredir gogiis agrisi, karin agrist ve atesi olan hastaya
1 ay once FMF on tanisi ile dis merkezde kolsisin tedavisi baglanmig ancak sikayetlerinde azalma
olmamust. Acil serviste ¢ekilen beyin BT’de SAK ve MA rupturi oldugu goruldu (Sekil 1). Yapi-
lan TTE’de mitral kapakta vejetasyon ve ciddi mitral yetersizlik mevcuttu (Sekil 2 ve 3). Goz dibi
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bakisinda sag gozde Roth spot, batin BT’de dalak ve sag bobrek alt polde enfarkt oldugu saptandi.
Hastaya iv antibiyotik baslandi. Alinan kan kilturtinde Streptococcus Gordoni tiremesi oldu. Yatisi-
nin 8. giinunde bag agrist, bulanti ve kusmas olan hastaya beyin BT ¢ekildi ve anevrizma boyutunda
buytime, kontrol TTE’ de vejetasyon boyutunda artis oldugu goruildi. Hastaya erken operasyon karari
verildi ancak hastanin operasyon sirasinda heparinize edilecek olmasi ve IKK riski tagimasi nedeniyle
beyin cerrahisi ile goriisulerek antibiyotik tedavisine devam edilmesi ve operasyonun ertelenmesi ka-
rarlagtirildi. Yatiginin 25. guniinde ¢ekilen kontrol beyin BT de frontal bolgede yeni bir anevrizma ve
hemoraji alan1 saptandi (Sekil 4). Bu bulgular tizerine beyin cerrahisi hastanin 2 hafta siire ile hepa-
rinize edilemeyecegini bildirdi ancak hastanin bu siiregte degisen antibiyotik tedavilerine ragmen sik
sik ates yuikseklikleri oldu. Yatiginin 40. giintinde atesi devam eden ve suirekli agrili dokiintuleri olan
hastaya MVR karari verildi. Hastanin onay vermesi ile operasyon gergeklestirildi ve hasta operasyon
sonrasi 10. giinde sifa ile taburcu edildi. 3. ay kontrolde hastanin asemptomatik oldugu goruldii.
Tartisma: MA patogenezinde septik emboli ile bakterilerin vaso vasorumlara gegmesi ve adventis-
yada inflamasyona yol a¢masi sonucunda damar duvarinda gugsuzliuk,arteryel sistemdeki pulsas-
yon nedeniyle damarda genisleme ve anevrizma gelisimi soz konusudur. Viridan streptokoklar ve
S. Aureus en sik sebep olan ajanlardir. Tedavide uzun sureli iv antibiyotik tedavisi onemli olmakla
birlikte biyiik boyutlarda olan veya medikal tedavi ile boyutlarinda artig olan anevrizmalarda cer-
rahi veya endovaskuler tedaviler dusuniilebilir.

Sekil 1. Ik cekilen beyin tomografisinde
subaraknoid kanama alanlar1 gorilmektedir.

Sekil 2. Mitral kapakta vejetasyon goriilmekte.

Sekil 3. Ciddi mitral yetersizlik goriilmekte. Sekil 4. 40. gun ¢ekilen beyin tomografisi.
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Perkitan atriyal septal defekt kapatilmasinda alternatif bir yontem
Cetin Alak, Huseyin Dursun, Dayimi Kaya
Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dal1, Izmir

Bu yazida perkiitan yoldan periferik balon destegi ile bagarili bir sekilde kapatilmis 2 kompleks
sekundum tip ASD olgusunu sunmaya calistik.

Olgu 1: 54 yaginda kadin hasta, nefes darhigi ve senkop sikayeti ile klinigimize bagvurdu. Transto-
rasik ekokardiyografide(TTE) ejeksiyon fraksiyonu %60, orta trikiispit yetersizligi, pulmoner arter
basinct 45 mm Hg ol¢uldi. Qp/Qs: 1.85 dl¢uldii. Transozefageal ekokardiyografide (TOE) defek-
tin ¢cap1 20 mm olculdi. Aortik rimin olmadig: fakat diger rimlerin perkutan kapatma igin yeterli
oldugu gozlendi. Transkatater yolla ASD kapatilmasi karar1 alindi. Balon ile cap tayini igleminde
ASD ¢ap1 20 mm olarak ol¢iildi. 22 mm Amplatzer septal tikayici (AST) yerlestirilmesine karar
verildi. Sol atriyal diskin atriyal septuma paralel hale gelmemesi ve sag atriyuma prolabe olmasi
uzerine periferik balon destegi ile cihazin yerlestirilmesi planlandi.Kilavuz tel sol st pulmoner
vene yerlestirildi ve tizerinden 6x60 mm (Boston Scientific MUSTANG) periferik balon IAS’den
gecirildi ve balon sisirildi.Sisirilmis periferik balon destegi ile AST cihazinin bel kismi septuma
oturtuldu ve cihaz basaril bir sekilde defekte yerlestirildi. TOE incelemesinde cihazin yerinde
oldugu,soldan saga gegisin olmadigi saptandi.Islem komplikasyonsuz olarak sonlandirildi.

Olgu 2: 18 yaginda kadin hasta nefes darligi ile klinigimize bagvurdu. Ozge¢misinde sekundum tip
ASD tanist ile dig merkezde perkiitan kapatma uygulanmaya calisildigi ancak basarisiz olundugu
ogrenildi. TTE’de EF %60 orta derece TY PAB: 40 mm Hg ve interatriyal septumda 20 mm sekun-
dum tipte ASD oldugu gozlendi. Qp/Qs:2 olarak dl¢uildii. TOE’de aortik rimin olmadig: fakat diger
rimlerin perkiitan kapatma icin yeterli oldugu gozlendi. Transkatater yolla ASD kapatilmasi karari
alidi. Balon ile ¢ap tayininde ASD ¢api 19 mm, TOE ile 20 mm olgulda ve 22 mm AST yerles-
tirilmesine karar verildi. Hastanin belirgin ostakien kapak yapisi olmasi ve aortik rim yetersizligi
nedeni ile sol atriyal diskin atriyal septuma paralel hale gelmemesi ve surekli olarak sag atriyuma
prolabe olmasi iizerine balon destegi ile cihazin yerlestirilmesi planlandi. Kilavuz tel sol ust pul-
moner vene yerlestirildi ve tizerinden 6x60 mm (Boston Scientific MUSTANG) periferik balon
TAS’den gecirildi ve balon sisirildi. Sisirilmis periferik balon destegi ile AST cihazimnm bel kism1
septuma oturtuldu ve cihaz basarili bir sekilde defekte yerlestirildi. TOE incelemesinde cihazin
yerinde oldugu,soldan saga gecisin olmadig1 saptandi.Islem komplikasyonsuz olarak sonlandirildi.
Tartisma ve Sonug: Genis (gerilmis ASD ¢ap1 26 mm’nin tizerinde olan),en az bir rimi eksik, bir-
den ¢ok defektli, multi-fenestre atriyal septumu olan veya septal rimleri anevrizmatik olan ASD’ler
kompleks ostiyum sekundum tip ASD olarak tanimlanmaktadir. Kompleks ASD’lerde AST cihazi
ile defektleri kapatmanin basit defektlere gore daha zor oldugu gozlenmis olup islem bagarisint
artirmak i¢in balon destegini de iceren degisik teknikler tanimlanmugtir.
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Sekil 1. Olgu 1-a. Amplatzer Septal tikayici cihaz yerlestirilmesi esnasinda klasik manevralar ile surekli
sag atriyuma prolabe olan cihaz

Sekil 2. Olgu 1-b. Sisirilmis periferik balon destegi ile cihaz septuma paralel hale getirildi ve sag atriyal
diskte agi1ldr ardindan balon yavasca indirildi.

Sekil 3. Olgu 1-c. Islem sonu es zamanh TOE ve floroskopik gorintii.

Sekil 4. Olgu 2-a. Belirgin ostakien kapak.

Sekil 5. Olgu 2-b. Sisirilmis periferik
balon destegi ile cihaz septuma paralel
hale getirildi.

Sekil 6. Olgu 2-c. Sag atriyal disk acildi ardindan
balon yavasga indirildi.

Sekil 7. Olgu 2-d. Islem sonu es zamanl TOE ve floroskopik gortntii.
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Triple stenting due to immediate stent recoils in a patient with left
main coronary obstruction following transcatheter aortic valve
implantation

Sinem Cakal, Beytullah Cakal, Ibrahim Oguz Karaca, Mehmet Onur Omaygeng, Bilal Boztosun
Department of Cardiology, Istanbul Medipol University Faculty of Medicine, Istanbul

A 79-year-old woman was scheduled for TAVI precodure since she was deemed high risk for surgery.
Following LAD stenting, a 29 mm Edwards Sapien valve was implanted with good result. During
deployment of pre-close device, sudden onset hypotension occured. Control angiography yielded
LMCA ostial calcific obstruction after successful resuscitation. After first 4.0x18 drug-eluting stent
implantation postdilated with non-compliant balloon, acute stent recoil was detected. 4.5x15 mm
bare metal stent, 4.0x20 mm graft stents were implanted within previous stent followed by multiple
NC balloon inflations in order to achieve optimal stent apposition since acute stent recoils occurred
due to calcified bulky leaflet. Final angiography showed with a waist in osteal LMCA caused by
heavy calcification. The patient recovered well and was discharged on fifth day without any other in-
tervention.Coronary occlusion and aortic rupture are two rare but life-threatening complications, and
because of their poor prognosis. There are cases of successful LMCA stenting following TAVI. Rath-
er than previous reported cases, our case illustrates a heavy bulky leaflet could induce acute stent
recoil and stenting within previous stents has not been reported before to handle LMCA obstruction.

Figure 1. Implantation of Transcatheter aortic valve. Notice
displacement of calcification towards left coronary sinus.

Figure 2. During aortography LMCA
seemed to be opened.

Figure 3. LMCA occlusion following successful
cardiopulmonary resuscitation.

Figure 4. First stenting.

Figure 5. Angiography after first stenting. Figure 6. Balloon postdilatation after first stent-

ing.

Figure 7. Second stenting within previous stent
due to acute stent recoil after multiple balloon
inflatations.

Figure 8. After second stenting and multiple bal-
lon inflatations, recoil occured again.

Figure 10. Final angiography following third
stent and inflatations with a 4.5 NC balloon up
to 28 ATM. A less incomplete apposition could
be seen better than previous malapposed stents.

Figure 9. Third stenting within previous stents.
Graft stent was selected to overcome stent recoils.
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Mitral-aortik intervalviiler fibroza psodoanevrizmasinin perkiitan
yontemle basarih bir sekilde kapatilmasi

Sinem Cakal, Beytullah Cakal, Ibrahim Oguz Karaca, Mehmet Onur Omaygeng,
Bilal Boztosun, Irfan Barut¢u, Aydin Yildirim

Istanbul Medipol Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Istanbul

Yetmis alti yasinda kadin hasta bikiispit aort kapak, aort yetersizligi ve darligi nedeniyle 02/11/2017
tarihinde aorta biyoprotez kapak implante edilmis. Postoperatif 2. hafta hastada MSSA septisemisi
gelismis. Hasta 30 giin tazosin+ teikoplanin almis. Taburculukta fusidik asit+ siprofloksasin 10
giin verilmis. 07/04/2018 tarihinde Transozefageal ekokardiyografi (TOE)’de aort kapak tizerinde
vegetasyon + kapak etrafinda apse imaji olmasi tizerine daptomisin+ meronem+ rifampisin baglan-
mis. 24/04/2018 tarihinde redo AVR yapilmis. Hastanin tekrar atesleri olmasi iizerine 10/05/2018
tarihinde hastanemiz enfeksiyon hastaliklar tarafindan enfektif endokardit tanisiyla hastanemize
interne edilmis. Vankomisin+ gentamisin+ rifampisin baglanmis. Hastanin klinigi rahatlamis. En-
feksiyon tedavisinin dorduncii haftasinda hasta akciger odemine girmesi uzerine kardiyoloji ile
konsulte edildi. Hastanin yapilan TOE’sinde mitral-aortik intervalviler fibroza psodoanevrizmasi
ve paravalvuler ileri derecede aort yetersizligi orta derece mitral yetersizlik goruldii. Hasta kon-
seye sunuldu re-operasyon mortalitesi %30 verilmesi uizerine perkutan yontemle miidahale karart
verildi. Kateter laboraturina alinan hastanin sag ve sol femoral arterine 7 ve 6 F sheat ile giril-
di. 6F AL1+duz uglu 0.035 inch stiff hidrofilik tel ile leak gecilemedi. AL 1 kateter icerisinden
mikrokateter (Navicross) destegi ile floppy tel ile defektten gecildi. AL1 igerisinden 0.035 inch
Amplatz stiff tel defekten gegilerek sol ventrikul icerisine yerlestirildi. 8F 90 cm uzun shuttle ile
paravauvuler defektten gegildi. Occlutech paravalviler kapama cihazi icerisinden 3-4. derecede
leak izlenmesi izerine device geri alindi. AVP 2 (14x14 mm) cihaz defekt icerisine yerlestirildi.
Kontrol aortografi ve TOE’de minimal rezidui paravalviiler leak saptanmasi uizerine igleme son
verildi. Hastanin antibiyoterapisi 6 haftaya uzatildi. CRP degerleri dugen klinigi toplarlayan hasta
medikal tedavisi duzenlenerek taburcu edildi.

Sekil 1. (A) TOE gori unde: Tleri derece paravalviiler aort yetersizligi. (B) TOE gor siinde Mitral-
aortik intervaviiler fibroza psodoanevrizmasi. (C) TOE goriintusiinde; 8F Shuttle icerisinden 14x14 mm
AVP2 cihazinin paravalviller defektten gecirilmesi. (D) Basarili paravaiiviiler defekt kapama sonrast TOE
goruintilemesi: Rezidu hafif paravalviiler aort yetersizligi.
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Successful transapical transcatheter closure of the left ventricular
outflow tract pseudoaneurysm mimicking ventricular septal defect
with the amplatzer vascular plug after aortic valve replacement

Mustafa Tarik Agac,' Mustafa Yildiz,' Serkan Kahraman,' Unal Aydin,? Alper Guzeltas®

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

SDepartment of Pediatric Cardiology, Istanbul Mehmet Akif Ersoy Training and Research
Hospital, Istanbul

A 70-year-old female patient was admitted to hospital with worsening dyspnea. She had undergone
a coronary artery bypass grafting and aortic valve replacement surgery 8 years ago. Echocardiogra-
phy demonstrated prosthetic aortic valve with normal function and right ventricular dilatation with
Qp/Qs:2,1. Then, an angiography was performed and LVOT pseudoaneurysm was detected which
was ruptured to the right ventricular cavity. The ventricular apex was exposed with a left minitho-
racotomy. A 8F 10-cm sheath was inserted into the left ventricle, and a 7F right Judkins guiding
catheter was inserted into the pseudoaneurysm. After that, the guiding catheter was changed to 8F
right Judkins guiding catheter. Under the guidance of transesophageal echocardiography a 16 mm
the Amplatzer Vascular Plug (AVP) 2 was deployed by placing the first disk in the right ventricular
cavitiy and the other 2 disks into the pseudoaneurysm via right Judkins guiding catheter. The pro-
cedure was terminated with showing completely blood flow cessation from left to right ventricle.
The patient was discharged from the hospital 2 days later form the procedure without any symp-
tom. Aortic valve replacement is the ultimate therapy for severe aortic valve diseases. However,
surgical therapy has some complications such as acute or subacute valve dysfunction, paravalvular
leakage, thrombus or pannus formation and the left ventricular outflow (LVOT) pseudoaneurysm.
LVOT pseudoaneurysm occurs generally after aortic valve replacement as well as chest trauma and
infective endocarditis. It was demonstrated that the larger diameter aortic root and the suture tech-
nique are the main reasons of development of the pseudoaneurysm after aortic valve replacement.
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Clinical presentation of LVOT pseudoaneurysm varies from asymptomatic to catastrophic out-
comes. Although the LVOT pseudoaneurysm is a rare complication, it can cause life threaten-
ing complications such as rupture, thrombosis, left ventricle failure and coronary ischemia due
to compression of main coronary arteries. To the best of our knowledge, ventricular shunt linked
to rupture of the left ventricular outflow tract pseudoaneurysm to the right ventricle has not been
described yet. The early treatment of the pseudoaneurysm is of import to reduce the risk of com-
plications and to decrease the morbidity and mortality. Although the conventional treatment of the
pseudoaneurysm is surgical repair, percutaneous therapy can be an alternative treatment modality
in patients under high risk of surgery or having a history of multiple aortic root surgeries. Coil em-
bolization and the AVP are the suitable percutaneous treatment modalities. However, it was the first
case report of percutaneous treatment of the LVOT pseudoaneurysm complicated with right ven-
tricular rupture. Additionally, the AVP embolization with the transapical approach provides shorter
and more linear access to the LVOT than the transseptal approach that makes easy the procedure.

Figure 1. (A) A 16 mm AVP 2 was deployed by placing the first disk in the right ventricular cavitiy and the
other 2 disks into the pseudoaneurysm. (B) The procedure was terminated with showing completely blood
flow cessation from left to right ventricle.

Figure 2. LVOT pseudoaneurysm (arrowheads) complicated with
right ventricular rupture (*).
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Transbrakiyal ilk transkateter aort kapak replasmam
Sakir Arslan, Nermin Bayar, Mustafa Cagin Ureyen, Goksel Cagirct
Antalya Egitim ve Aragtirma Hastanesi, Kardiyoloji Klinigi, Antalya

Yetmis dokuz yaginda erkek hasta grup III nefes darhig sikayetiyle klinigimize bagvurdu. Hika-
yesinde hipertansiyon, KOAH ve 1 paket/giin sigara icimi mevcuttu. Fizik muayenesinde aort
odaginda 3/6 sistolik ufurumit mevcuttu. Akcigerlerde bilateral ronkusler mevcuttu. Bilateral fe-
moral nabizlari yoktu. EKG’sinde ritm siniis idi. Transtorasik ekokardiyografisinde (TTE) ciddi
dejeneratif aort darligi (PG/MG: 79/45 mm Hg ve AVA: 0.85 cm?) saptand1. Sol ventrikiil ejeksiyon
fraksiyonu normal (%55) idi. Koroner anjiyografisinde LAD mid kesimde %60, RCA ve Cx’de
plaklari saptandu. Periferik anjiyografisinde bilateral iliak arterler proksimalden tikalryd (Sekil 1).
Arkus anjiyografisinde sol subklavian agist uygundu (Sekil 2). TTE ve Transosafagiyal ekokardi-
yografide aortik anulus 24 mm odl¢uldu. Bilgisayarli tomografide aortik anulus (23x28 mm), alan
529 mm? ve subklavian arter ¢apt 7 mm, brakiyal arter capi 5 mm olarak olculdi. STS skoru 6.95
olarak hesaplandi. Hastanin iliak damarlari tam tikali oldugundan kalp takimi tarafindan subklavi-
an TAVI karar1 alind1. Lokal anestezi altinda sol pectoral bolgede 4-5 cm insizyonla cerrahi olarak
subklavian arter isole edilerek seldinger ile ponksiyon yapilarak 6F sheat yerlestirildi. Ancak son-
rasinda 0.38 tel ve 0.35 hidrofilik tel ilerletilemedi. Kiliftan opak verdigimizde subklavian arterin
orta bolgesinden diseke oldugu gorulmesi ve telin aortaya dusiilememesi nedeniyle isleme son
verildi. 1.5 ay sonrasinda ¢ekilen tomografisinde diseksiyonun kapanmus, hafif rezidi darhik kal-
dig1 goruldii. Ancak tekrar ayni bolgeden girisimin problem olusturacagini dusunulerek daha dis-
talden, brakiyal arter mid kismindan islemi gerceklestirmeyi planladik. Lokal anestezi altinda, sol
brakiyal arter mid kesimi isole edilerek, seldinger ile ponsiyon yapildi. 6F kilif yerlestirildi. Hasta
heparinize edildi. Sag radial arterden aortaya yerlestirilen pigtail kateter hem kapak pozisyonunun
belirlenmesinde aortagrafi i¢in hem de hemodinamik monitorizasyon i¢in kullanildi. Sag femoral
ven gegici pace icin kullanildi. Daha sonra AL1 kateter ve ucu duz 0.035 tel ile aort kapag: gecildi.
Tel uzerinden pigtail kateter ve sonrasinda icinden Safari II 0.035 tel sol ventrikiile yerlestirildi.
Safari tel zerinden 14F esheat ucu asendan aortaya gelecek sekilde yerlestirildi (Sekil 3). Daha
sonra Edwards SAPIEN 3 26mm kapak kilif icerisinden gonderildi (Sekil 4). Asendan aortada
balona yiiklendi. Uygun pozisyonda 210/dk pace ile kapak yerlestirildi. Kontrol aortagrafisinde
paravalviler veya valviller kagak saptanmadi (Sekil 5). Brakiyal arter cerrahi olarak onarilarak
kapatildi. Sol kolda iskemik bir semptom ve bulgu saptanmadi. Sol radiyal nabizi1 acikti. Biz, basa-
ris1z subklavian girisim nedeniyle daha Once literatiirde rastlamadigimiz brakiyal yolu kullanarak
yaptigimiz TAVI iglemini sunmak istedik.
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Sekil 1. Iliac DSA. Sekil 2. Arkus DSA.

Sekil 3. ESHEAT yerlestirilmesi. Sekil 4. Kapagin ilerletilmesi.

Sekil 5. Kontrol aortagrafi.
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Is the subcutaneous fat tissue embolization effective and safe
as a septal reduction technique in a patient with hypertrophic
obstructive cardiomyopathy?

Ahmet Giiner, Elnur Alizade, Sabahattin Gundiiz, Selguk Pala, Mehmet Ozkan
Department of Cardiology, Kartal Kosuyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 57-year-old female patient, who applied to the cardiology clinic with exertional dyspnea, which
had a progressive course in the last two months. Her blood pressure was 140/75 mm Hg and pulse
95 beats/min during the physical examination. Cardiac auscultation revealed a 4/6 systolic murmur
over the apex and along the left parasternal line. The electrocardiogram showed normal sinus
rhythm and left ventricular hypertrophy. Bedside transthoracic echocardiography (TTE) demon-
strated an interventricular septum (IVS) thickness of 19 mm, systolic anterior motion of the ante-
rior mitral valve leaflet (SAM), a mild mitral regurgitation, and a resting left ventricular outflow
tract (LVOT) gradient of 100 mm Hg (Figure 1A-C). Low-dose intravenous furosemide was added
to the metoprolol treatment. Dyspnea improved on the next day. As the patient refused surgery, she
was scheduled for ASA. However, as we did not have sufficient catheterization support required
for the ASA procedure in our center, we have to cancel ASA. Following the consent of the patient,
we decided to perform subcutaneous fat tissue embolization, which is a new septal reduction meth-
od recently described in the literature. Coronary angiography was carried out through the right
femoral artery, which was indicated for atherosclerotic coronary artery disease without significant
stenosis. The dominant septal artery was determined with help of the right anterior oblique cranial
angle view (Fig. 1D). After passing through the septal artery with a 0.014-inchsoft guidewire, a
microcatheter was inserted into the proximal part of the septal artery with the help of the guidewire.
The selective angiography of the septal artery displayed that there was no collateral artery origi-
nating from the septal artery to the distal right coroner artery and to the left system. Subcutaneous
fat tissue was removed from the inguinal area and divided into 1-1-mm thick sections (Fig. 1E, F
and Fig. 2A). Total 5 cuts of subcutaneous fat tissue were separately injected into the septal artery
through the microcatheter (Fig. 2B and C). Following the removal of the microcatheter, coronary
angiography wasrepeated and we determined that the septal artery was completely occluded (Fig.
2D). Immediately after the procedure, TTE showed decreasing SAM, a resting LVOT gradient
of 16 mm Hg (Fig. 3A). After a 5-dayfollow-up, the patient was discharged with a gradient of
14 mm Hg. At the end of the 3rd month, LVOT gradient was 14 mm Hg respectively and SAM
disappeared completely in the M-mode echocardiography (Fig. 3B, C) and NYHA functional class
improved from III to 1.

21



Girigimsel kardiyoloji | Kapak ve yapisal kalp hastaligt

Aritmi | Elektrofizyoloji | Pacemaker | CRT-ICD

Figure 1.

Figure 2.

Figure 3.
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Ailesel dilate kardiyomyopatili hastada direncli ventrikiler aritmi
yonetiminde torakal sempatik denervasyon

Cuma Yesildag, Muhammet Bugra Karaaslan, Nazife Okur, Rabia Akilli, Mehmet Kanadas1
Cukurova Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Adana

Giris: Dilate kardiyomiyopatide (DKMP) ventrikuler aritmiler onemli morbidite ve mortalite
nedenlerinden biridir. Cesitli mekanizmalar sorumlu tutulmakla birlikte sempatik aktivite artigt
ve buna bagli olusan aritmojenik zemin ani olam riskinin ortaya ¢ikmasinda onemldir. Sempatik
denervasyon medikal tedaviye direngli ventrikiiler aritmilerde semptomlarin kontrolui ve sagkalim
agisindan alternatif bir tedavi secenegi olarak degerlendirilmektedir.

Olgu: 48 yasinda erkek hasta klinigmize intrakardiyak defibrilator (IKD) soklamast ile bagvurdu.
Oykusunden 15 yildir non-iskemik dilate KMP tanisiyla takip edildigi, annesi ve 2 kardesinin ayn1
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tan1 nedeniyle kaybedildigi, 2005 yilinda polimorfik VT ataklari nedeniyle hastaya IKD implan-
te edildigi ve 2013 yilinda aritmi semptomlarinin devam etmesi nedeniyle ventrikiiler tasikardi
(VT) ablasyonu uygulandig: 0grenildi. Antiartmik tedavi olarak grup IC (flekainid) ve grup III
(sotalol) kullanan hastanm fizik incelemesinde genel durumu orta, TA:110/65 mm Hg, Nb: 80/dk
ve duzensiz idi. Elektrokardiyografide (EKG) bazal ritim normal ventrikiil yanitli atriyal fibrilas-
yondu ve sik ve poliformik ventrikiiler erken vuru (VES) mevcuttu. Laboratuvar degerleri normal
smirlardaydi. Ekokardiyografide ejeksiyon frakstyonu (EF) %40, sol ventrikiil diffuz hipokinetik
ve sol kalp bosluklarinda dilatasyon mevcut idi. Defibrilator kayitlarinda polimorfik VT ataklar:
izlenen hastanin antiaritmik tedavisinde sotalol kesilerek amiodaron eklendi. Refrakter VT atakla-
rinin olmast tizerine hastaya yeniden ablasyon planlandi ve hem endokardiyal hem de epikardiyal
VT ablasyonu uygulandi. Ayrica EKG’de QRS komplekslerinin 160 msn olmasi iizerine mevcut
IKD, KRT-D ile degistirildi. Uygulanan tedavilere ragmen VT ataklarinin devam etmesi iizerine
hastaya cerrahi olarak bilateral torakal sempatik zincir denervasyonu uygulandi. Bir ay sonraki
holter EKG’de VT gozlenmedi, VES sikliginin belirgin azaldig: saptandi.

Sonug: Ventrikiller aritmiler DKMP’de ¢esitli nedenlerden dolay: sik goriilmekte ve yitksek oran-
da dlumle sonuglanmaktadir. Antiaritmik ilag ve ablasyon tedavilerilerine yanitsiz hastalarda sem-
patik denervasyonun uygun bir tedavi alternatifi oldugu kamsindayz.
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Swallowing induced atrial fibrillation: A different perspective
to mechanism

Selcuk Oztirk,' Ertan Yetkin*

'Department of Cardiology, Ankara Training and Research Hospital, Ankara

2Department of Cardiology, Private Yenisehir Hospital, Mersin

Atypical presentations of supraventricular arrhythmias constitute a diagnostic challenge whilst
are not frequently reported in literature. Swallowing-induced supraventricular arrhythmia, which
has been first described in 1926, is an intriguing presentation of supraventricular tachycardia and
occurs during a wet or solid swallow. A 67-year-old man presented to our outpatient clinic com-
plaining from recurrent episodes of sensation of palpitation and short duration pressure on his
chest while swallowing lasting for two weeks. Twenty-four hour rhythm holter monitoring was
consistent with atrial fibrillation attacks during swallowing. In addition, electrocardiography per-
formed during solid food swallowing, which was performed in the clinic, showed short duration
of atrial fibrillation consistent with the patient’s symptoms. The patient was successfully treated
with amiodarone treatment. The main cause of swallowing-induced supraventricular arrhythmia
is not known. Cross-talk of nerves during the impulse propagation might be the underlying cause
of this phenomenon.

Figure 1. Ambulatory rhythm holter monitoring of the patient demonstrating paroxysmal atrial fibrillation
attack during lunch.

Figure 2. (A) Real time ECG of the patient obtained in the clinic showing short duration of atrial fibrillation
during solid food swallowing. (B) ECG of the patient during solid food swallowing at the end of three days of
medication consistent with sinus rhythm.
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0S-50

Cok bilinen ama ihmal edilen bir anomali:
Sol ana koroner tuzaklanmasi

Sefa Tatar, Yakup Alsancak, Ahmet Seyfeddin Giirbuz, Abdullah I¢li
Necmettin Erbakan Universitesi Meram Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Konya

Girig: Koroner arter ¢ikis anomalileri (K.A.A) sikilikla benign bir durumdur. K.A.A invaziv ko-
roner anjiyografi yapilan hastalarin %0.3 ile %1.3’unde, rutin otopsi incelemelerinin ise %1’inde
saptanmaktadir. Nadir olarak goriilen bazi tipleri seyirleri dolayisiyla ciddi klinik sonuglara neden
olabilmektedir. Bu vakada, bilinen ancak dikkat edilmedigi i¢in tan1 koyulmas: geciken bir sol ana
koroner (LMCA) seyir anomalisini sunmaya ¢alistik.

Vaka: Opere prostat kanseri, tiroid noduli, tip 2 diabetesmellitus, hipertansiyon oykiileri olan 65
yasinda erkek hasta yillardir olan ve son birkag giindiir ozellikle efor yaparken artan gogiis agrilart
nedeniyle kliginimize bagvurdu. Hastadan alinan anamnezde semptomlarinin uzun sturedir devam
ettigi ve ozellikle efor sirasinda angina ataklarinin arttigi ve daha once benzer sikayetlerle 5 kez
koroner anjiografi yapildig1 ve sonucunda her seferinde normal koronerler saptandigi, kalp damar
hastalig1 olmadiginin belirtildigi ogrenildi. Hastanin elektokardiyografi ve ekokardiyografisi normal
olarak degerlendirildi.Non-invazifiskemi degerlendirmek icin yapilan egzersiz stres testinde 14 mets
efor yaptigi ve gogus derivasyonlarinin timiinde belirgin ST segment depresyonlarinin oldugu go-
raldi. Bu nedenle hastaya koroner anjiyografi planlandi, ancak oncesinde eski koroner anjiyografi
goruntulerinin degerlendirilmesine karar verildi. Hastaya en son 6 ay once, yine efor testi sonu-
cuyla anjiyografi yapildig1 koroner arterlerin normal oldugu gozlendi. Ancak anjiyografi sirasinda
LMCA’nm normalden uzun oldugu daha onceki anjiyografiler arasinda farkliliklar oldugu (iki farkl
anjiyografinin birindeLMCA govdede %30 darlik varken digerinde izlenmedi) dikkat gekti. Sag
koroner arterin plakli oldugu goruldu. Farkli agilardan LMCA’dadiffuz bir distan basi olabilecegi
dusunuldu (Sekil 1, 2). Cekilen tomografik anjiyografide, LMCA ninpulmoner arter ile aort arasinda
tuzaklandig1 gozlendi. Bu durumun hastada semptomatik oldugu, egzersizle birlikte artan anjinal
yakinmalar1 nedeniyle, ani 0lum riski de goz Oniine alinarak cerrahi duzeltme karar verildi.

Sonug: Sol ana koroner arter ¢ikig anomalileri,pulmoner arterin ontinde (prepulmoner), aortanin
arkasinda (retroaortik), ventrikillerseptumla sag ventrikulerinfindibulum yakiminda (septal veya
subpulmonik) veya aorta ile pulmoner arter arasinda (interarterial veya preaortik) bigiminde olabil-
mektedir. Bu durum gogiis agrisi, senkop,akutmiyokard enfarktiisti ve hatta ani kardiyak oliume ka-
dar varan genis bir klinik yelpazeyle karsimiza ¢ikabilir. Ozellikle, anjiyogrfai sirasinda normalden
uzun seyreden ya da farkli agilanmalar gosteren LMCAlarda koroner anatomi normal olmasina rag-
men anjinalyakmmlaridevam eden hastalarda LMCA ¢ikis anomalileri mutlaka akilda tutulmalidir.

Sekil 1.

Sekil 2.

0S-51

Inferior STEMI ve total AV blok’a neden olan vazospastik angina
Ummii Tag, Sedat Tag, Dayimi Kaya
Dokuz Eyliil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Izmir

Kirk dokuz yaginda bayan hasta,bagvurusundan 1 gun dnce baslayan ara ara siddetlenen gogiis
agrist olan olgu basvuru giunii gece 00:15’te’da cok siddetli, retrosternal, boyna yayilan sikistirict
vasifta gogus agrisi ile DEUTF hastanesi acil servisine basvurdu. Bagvuru EKG’sinde inferior
derivasyonlarda ST elevasyonu ve total av blok mevcut olan hasta akut infeirior MI tanisi ile ko-
roner yogun bakima (K'YB) kabul edildi. Hastanin KYB’de cekilen ekg’sinde ST elevasyonlarinin
geriledigi ve Total Av Blogun kaybolmus oldugu goriildii. Kardiyak markerlar normal olarak sap-
tand1. Hasta Gegici STEMI olarak kabul edildi.Hastanin vzge¢misinde 40 paket/yil sigara ve KAH
mevcut. 2011 haziran ve 2012 mart aylarinda gegirilmis 2 MI oykiusii vardi. 02 06.2011 tarihinde
MI sonras1 yapilan KAG’sinde LMCA proximal %95 LAD plakli, CX OM1 sonras1 %30-40 darlik
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RCA prox %30 40 darlik distal plakli saptanmis ve LMCA %95 darliga 4.0 *8 mm stent implante
edilmis. 2012 martta hasta sozel olarak MI ge¢irdigini ve RCA’ya stent takildigin: belirtti.Soygec-
misinde ailede kalp hastaligi mevcut idi. Yapilan laboratuar incelemelerinde herhangi bir anormal-
lik saptanmadi. Ekokardiyografide lokal duvar hareket kusuru izlenmedi.Hastaya KAG yapildi.
KAG: LMCA: stent sonrasi %80 darlik, LAD:plakli, CX:mid %40 darlik, RCA:stent sonrasi %80-
90 darlik saptadi. LMCA ve RCA’daki lezyonlar icin intrakoroner nitrat yapildi. Nitrat sonrast
darliklarin geriledigi ve TIMI-3 akim olustugu goruldu. Anamnez, klinik bulgular, ekokadiyografi
bulgular1 yaninda KAG’de LMCA ve RCA’daki kritik lezyonlarin intrakoroner nitrat sonrasi geri-
lemesi ve TIMI-3 akim olustugu gortilmesi ve laboratuar testleri sonucunda; hastaya Vazospastik
Angina tanisi konularak tedavisi baslandi.Hastanin semptomlari geriledi. Koroner vazospazm,
siklikla varyant (prinzmetal) anginaya neden olmakla birlikte, kararsiz angina pektoris, AMI ve
ani olume de yol acabilmektedir. Siklikla sag koroner arterde (%50) gorulmektedir. Normal ko-
roner anatomili AMI hastalarinda yapilan ¢alismalarda %14-%15 oranlarinda koroner vazospazm
bildirilmigtir. Sigara, koroner vazospazm i¢in ana risk faktorudiir.Sigara, hem trombosit agregas-
yonunu artirarak hem de katekolamin salinimina yol agarak koroner vazospazma yol agmaktadir.
Olgumuzda, olayin o donemdeki yogun sigara i¢imiyle iliskili oldugunu diisunduk. Koroner va-
zospazma yol agarak AMI’ye neden olan diger bir faktor de vazokonstriktor etkili sempatomimetik
aminlerin kullanimidir. Bunlarin baglicalar: tiramin, amfetamin ve efedrin, Psodoefedrin, fenilefrin
ve fenilpropanolamin, Ksilometazolindir. Ancak hastamizda bu tur ilaclarin kullanimi yoktu. Has-
tamizda sigara disinda koroner spazmu tetikleyecek baska bir faktor bulunamamigtir. Sonug olarak,
sigaranin koroner vazospazmi provoke edebilecegi ve AMI’ye neden olabilecegi unutulmamalidir.
Bu nedenle, Acil servise gogis agrisi ile bagvuran geng ve sigara kullanim dykiileri olan hastalarda
daha dikkatli oyku alinmali ve vasospastik angina akla getirilmelidir.

Sekil 1. Hastanin klinigimize
ilk bagvuru anindaki EKG’si.

Sekil 2. Bagvuru sonrasi 2.
EKG. Hastanin koroner yo-
gun bakima kabulunde 15 dk
sonra ¢ekilen kontrol EKG.

Sekil 3. Kag ilk ¢ekim-sol sistem.  Sekil 3. Kag 2. poz-sol sistem. Sekil 4. Intrakoroner nitrat son-

rast LMCA.

Sekil 5. Sag koroner pozu. Sekil 6. Intrakoroner nitrat son-

rast RCA pozu.

0S-52

An unusual compression of the left internal mammary artery
(LIMA) associated with left arm hyperabduction

Murat Akcay
Department of Cardiology, Ondokuz Mayts University Faculty of Medicine, Samsun

A 42-year old male patient presented to the emergency department with typical chest pain for two
hours. Physical examination had no additional features. Electrocardiography showed ST-segment
depression of V2-V6 derivations. There was no additional risk factor except smoking and family
history. Cardiac troponin-I 2.04 ng/ml (0.0-0.01 ng/ml), mass CK-MB 8.4 ng/ml (0.0-3.2 ng/ml)
were measured. Coronary angiography was performed with the diagnosis of non-ST segment el-
evation myocardial infarction. Coronary angiography showed severe stenosis of distal left main,
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Konjenital kalp hastaliklar

proximal intermediate, anterior descending, circumflex and middle right coronary arteries (Video
1). Coronary artery bypass surgery was recommended. Left ventriculography showed good left
ventricular functions. Also left internal mammary artery was showed for using the LAD revascu-
larization. LIMA proximal plaque structure was followed and when the left arm was raised the hy-
perabduction, LIMA proximal severe flow interruption was occurred (Fig.-1a/Video 2). When the
left arm hyperabduction improved, LIMA flow and compression were also improved (Fig.-1b/Vid-
eo 3). Thoracic graphy didn’t reveal any evidence of compression on LIMA (Fig.-1c). The patient
was given to bypass operation with the knowledge of the compression on LIMA. Thoracic outlet
syndrome is the situation that compression-related-symptoms on the brachial plexus and the sub-
clavian vessels in the region of the thoracic outlet. Nervous and venous compressions are frequent,
also subclavian arterial compression and related symptoms may be rarely seen. During the course
of the neurovascular structure, frequently there is a compression with cervical rib and between the
scalene muscles, and also can be between the coracoid process to the pectoralis minor muscle. It is
known as pectoralis minor syndrome which often associated with pressure on subclavian artery, the
pressure and related-symptoms are increased on the left arm hyperabduction. Chronic compression
and trauma lead to endothelial damage and stenosis. The treatment is pectoralis minor tenotomy.
This case incidentally detected during LIMA imaging for bypass surgery, also it is unusual because
of compression the LIMA associated with left arm hyperabduction. It may be rarely seen and
should be considered during bypass operations as the LIMA course.

Figure 1.

Konjenital kalp hastaliklar

0S-53

Re-rezidiiel ASD
Yiiksel Kaya,' Mecnun Cetin,' Hagim Tuner,' Cigdem Bahar Cakmak'

Wiiziincii Yil Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Van
Van Yiiziincii Yil Universitesi Dursun Odabags Tip Merkezi, Cocuk Hastaliklart Kardiyoloji
Anabilim Dali, Van

Atriyal septal defekt (ASD) eriskinlerde en sik gorulen dogustan kalp hastaligidir ve tim dogustan
kalp hastaliklarmin %5-10"unu olusturur. Bu vakamizda erigkin bir hastada sekundum ASD’nin
17 mm septal tikayict occluder cihazi kullamilarak transkateter yolla kapatilmasi sonrasinda re-
zidel ASD kalmasi ve bu rezidiel ASD’nin cerrahi yontemle kapatma operasyonu sonrasi re-
rezidiiel ASD kalmasi, sonrasinda transkateter yolla bagarili re-rezidiilel ASD kapama vakasi ele
alinmaktadir. Literaturi taradigimizda henuiz boyle bir olguya rastlanilmadigimni gordik. Vakamiz
34 yasinda erkek hasta bilinen HT (7 yildir) hastas1 Efor dispnesi ve ¢cabuk yorulma sikayeti vardi.
FM de ozellik yoktu.KVS muayenesinde S2 ¢iftlesmesi ve sol uist goguste 2/6 sistolik ejeksiyon
ufurimit diginda ozellik yoktu. Laboratuvar parametreleri normaldi. Trombofilia paneli normal-
di. EKG’de sag dal blogu vardi. 2011 yilinda serebral enfarktiis oykusii var.2014 yilinda ¢abuk
yorulma sikayeti ile gittigi kardiyoloji polikliniginde sekundum ASD tanisi konulmus ve ASD
cihazi ile kapatilmis (17 mm occluder tikayici cihaz) Islem sonrasi yapilan TTE kontroliinde re-
ziduel gecis oldugu, zamanla kapanabilecegi soylenmis ve poliklinik kontrolu onerilmis. 2017°de
serebral enfarktiis gecirmis, Kardiyoloji polikliniginde TTE’de ASD cihazinda rezidi gegis izlen-
mis. Konsey sonucu rezidi gegisin cerrahi yolla kapatilmasi karari alinmus. Cerrahi teknik olarak;
daha dnce mevcut cihaz yerinden ¢ikarilip 2x3 c¢m ebatindaki ASD, Perikardiyal Patch ile tamir
edilmis. Postop kardiyoloji konsiltasyonu istenen hastaya yapilan TTE’de rezidiiel gecis oldugu
farkedilmis. Ileri tetkik icin merkezimize gonderilen hastaya TOE yapildi ve 1.4 cm rezidiiel ASD
tespit edildi. Daha onceki ASD cihazinim sol atriyum tarafinda parsiyel kalintis1 goriildu. Hastaya
perkiitan ASD kapama onerildi. Merkezimizde re-rezidiiel ASD 17MM Amplatzer cihaz ile komp-
likasyon olmadan basaril bir sekilde kapatildi. Klinik olarak iyi durumda olan hastanin yapilan
TTE takiplerinde rezidiiel gegis olmadigi goruldii. Post-op 2. ayinda poliklinikte kontrol edilen
hastanin sikayeti yoktu. ASD cihazinin intakt oldugu ve doppler gecisinin olmadigi goruldi. Sonug
olarak acik kalp cerrahisi, ASD kapatilmasinda klasik ve guivenilir bir yontem olarak kabul edilse
de, cerrahi yontemin torakotomi gerektirmesi ve skar olusmasi, hastanede yatig suresinin goreceli
olarak uzun olmasi, post-op rezidiiel ASD kalmasi ve ameliyata bagli komplikasyonlar nedeniy-
le avantajh degildir. Eger ASD vakalari transkatater yolla kapamaya uygunsa transkateter device
okliizyon teknikleri agik kalp cerrahisine tercih edilmelidir. Bu yontem ile hastanede kalis suresi
cerrahiye gore ¢ok daha kisadir ve deneyimli merkezlerde mortalite ve morbidite cerrahi yonteme
gore oldukca dusiiktur. Cerrahi veya transkatater yolla kapatilan ASD’lerde reziduel kacak olmast
halinde onemsenmeli, gerekirse ileri tetkik ile defektin ¢api belirlenmelidir.
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Sekil 1. ASD’nin doppler goruntusii. Sekil 2. Balon sizing.

Sekil 3. Defektin TEE’de gorunumil.
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Percutaneous angioplasty for radial artery occlusion from the same
radial artery

Ender Ornek,' Emrullah Kiziltung,' Bilge Sayin,> Mustafa Cetin,' Harun Kundi'

'Department of Cardiology, Ankara Numune Training and Research Hospital, Ankara
’Department of Radiology, Ankara Numune Training and Research Hospital, Ankara

Radial artery occlusion (RAO) is a significant complication of transradial coronary intervention
(TRI). In some cases recanalization of the occluded radial artery with angioplasty may be needed.
In this report we present a case of RAO after TRI that was treated with percutaneous angioplasty
using the distal radial artery as entry site. Case Presentation: A 38 year old man was presented
with RAO after right radial coronary angiography. A decision of angioplasty for RAO was made.
A successful punction of radial artery after several attempts was done with a 21 G needle at 2
cm. proximal of the styloid process. A 5F sheath was inserted through the wire and angiography
showed RAO with patent ulnar artery and palmar artery arch (Figure 1A). A second puncture of the
radial artery was done anterogradely with the guidance of intraarterial wire at 10 cm distal to the
elbow. A second 0.025”” wire was advanced and externalized through the sheath excluding subinti-
mal advancement (Figure 1B). After removing the first wire and distal retrograde sheath, a second
SF sheath was inserted anterogradely through the 0.025” wire. We removed the 0.025” wire and
a0.014” hydrophilic wire was crossed the occluded segment of the radial artery. First access site
was compressed slightly with two fingers until the end of the procedure. Thrombus aspiration and
balloon angioplasty with 1.5x10 mm coronary balloon was performed (Figure 1C). Control angi-
ography showed weak distal radial artery flow (Figure 1D). the intervention was unsuccessful and
the patient admitted with similar complaints about his hand after 1 week. He accepted one more in-
tervention. Successful cannulation of the radial artery at the styloid process level was performed. A
5 F transradial sheath was inserted slightly and a hydrophilic 0,014 inch guide wire were advanced
up to the axillary artery. Multiple balloon dilations were performed with a 2,5/20 mm coronary
balloon dilation catheter (Figure 2A). The patient was discharged with subcutaneous enoxaparine,
aspirin and clopidogrel. Five days later, a strong radial artery pulse was present on examination and
complete recovery of hand symptoms were observed. We performed a radial arteriography from
the snuff box which revealed a patent radial artery (Figure 2 B-C).

Discussion: Radial artery occlusion is the most common complication of TRI. Although RAO
is a usually subclinical condition due to the collateral formation from the interosseal artery or
the palmar arch, in some cases recanalization of the occluded radial artery with angioplasty may
be needed. To our best of knowledge this is the first case of percutaneous angioplasty for RAO
both from the proximal radial artery approach and distal radial artery approach. We suggest that
percutaneous balloon angioplasty and thrombus aspiration for RAO from the distal radial approach
is feasible and safe.
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Figure 1. A- Angiography showing radial artery occlusion with patent ulnar artery and palmar artery arch.
B-Externalization of 0.025" wire through the sheath. C-Angioplasty at the occlusion site. D- Weak distal
flow at the end of the procedure.

Figure 2. A- Angioplasty at the second intervention B- Radial arteriography 5 days after the second inter-
vention. C- Snuff — box entry site.

0S-55

An unusual cause of renal artery pseudoaneurysm
Mehmet Celik, Ayhan Kiip, Ahmet Guner, Muzaffer Kahyaoglu, Abdulkadir Uslu, Gokhan Alict
Department of Cardiology, Kartal Koguyolu Yiiksek Ihtisas Training and Research Hospital, Istanbul

A 65-year-old male patient with renal artery stent inserted 3 years ago due to left renal artery
stenosis was referred to our clinic due to the increase in creatinin value (Video 1, 2, 3). In the
past medical history, there was no abnormality except right kidney atrophy and stenting of the left
kidney artery 3 years ago. He had no recent history of intravenous contrast exposure or nephrotoxic
drug use. It was decided to perform conventional renal angiography to reveal the etiology.It was
observed that the left renal stent was open but focal dilatation of the left renal artery originating
from the proximal part of the stent in the left renal artery attributed to pseudoaneurysm was de-
tected (Fig. 1B). Contrast enhanced computed tomographic angiography was also performed on
the patient and a left renal artery saccular pseudoaneurysm measuring approximately 15x11 mm
in size originating from the proximal part of the stent was detected (Fig. 1A). Although renal
pseudoaneurysms are mostly asymptomatic, treating them is important. Untreated renal pseudoan-
eurysms are potentially life threatening, because haemorrhage could be sudden and rapid. For this
reason, it was decided to close the pseudoaneurysm. Endovascular treatment is currently accepted
as the first line of management for renal pseudoaneurysm in haemodynamically stable patients,
as it is highly effective, safe and unlikely to cause any long-term renal impairment. Since the
patient underwent endovascular treatment. Pseudoaneurysm was reached with 0.014 mm guide
wire through the left renal artery stent.Corsair was advanced in to the aneurysm incision via guide
wire.After that; pseudoaneurysmatic segment was closed with 6 coils (Tornado, Cook, USA) sizing
8x15.7x30.7x20.6x205x10 and 5x8 mm coils. (Fig 1C, video 4) After successful coil emboliza-
tion, selective left renal angiography showed minimal contrast passage in to the pseudoaneurysm
incision (Video 4). The patient was discharged and he was doing well for 3 months. Three months
later, contrast enhanced computed tomographic angiography showed that, the pseudoaneurysm
was closed by coil and there was no contrasting in the pseudoaneurysm incision (Fig. 1D). We here
describe a pseudoaneurysm of the renal artery that developed 3 years after the renal artery stenting.
Continued atherosclerotic process and hypertension following renal artery stenting may have led
to the development of pseudoaneurysm. The reason why our case interesting is pseudoaneurysm
development has not been reported previously in the literatire after renal stenting. Consequently, it
should be kept in mind that, besides percutaneous interventions and traumas for the urinary system,
pseudoaneurysm may also develop after renal artery stenting.
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Figure 1.
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Alt ekstremite tamisal ve terapétik girisimsel islemlerinde
karbondioksit anjiografisi - Klinigimizin baslangic tecritbesi
Ertan Vurugkan, Fatma Cogkun, Gokhan Altunbag, Murat Sucu

Gaziantep Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Gaziantep

Kontrast nefropati periferik arteriyografi gereken ozellikle diabetik ve GFR’si diisiik olan hasta-
larda ciddi bir sorun tegkil etmektedir. Bunu onlemek icin giinumiizde kullanilan etkin yontem-
lerden birisi de karbondioksit gazi ile yapilan arteriyografilerdir. Bu islemler i¢in manuel veya
cihaz aracili yontemler kullanilmaktadir. Klinigimizde su ana kadar 3 hastada manuel yontem ile 2
hastada da cihaz aracili iglemler yapilmisltir. Bu islemlelerle ilgili ipuclari, puf noktalar: ve etkin-
ligini gostermek uizere ilk 5 hastamzin sunulmasi amaglanmustir. Kayitlar icinde tanisalin yanisira
terapotik islemler de bulunmaktadir.

Sekil 1. Kullanilan manuel sistem komponentleri.

Sekil 2. Kullanilan cihaz aracili sistem
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Sekil 3. Vaka 1: Yuzeyel femoral arterdeki tam tikanikligin islem oncesi ve sonrasi goruntiisi.

Sekil 4. Vaka 2: Islem oncesi ve sonrasi popliteal arterdeki darligin goriintisii.

Sekil 5. Vaka 3: Islem oncesi ve sonrasi yuzeyel femoral arterdeki tam tikanikligin gorintiisii.

0S8-57

Yuzeyel femoral arter total okluzyonu olan hastada transkollateral

retrograd periferik anjioplasti teknigi ile basarih revaskiilarizasyon
Ertan Vuruskan, Fatma Cogkun, Gokhan Altunbas, Murat Sucu
Gaziantep Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Gaziantep

Altmus ti¢ yaginda diyabetik kadin hasta iki tarafl1 alt extremitelerde Rutherford sinif 3 klaudikas-
yo intermitans ile kabul edildi. Yapilan DSA incelemede her iki yuizeyel femoral arter tam tikalt
olarak saptandi. Sol yuizeyel femoral arterdeki tam tikaniklik cross-over yapilip gecilmek istendi
ancak bagarili olunamadi. Ayni seansta profunda femoral arterden transkollateral yontemle retrog-
rad olarak total oklizyon gegildi. 5.0x120 mm balon sonrasi 6.0x120 mm EPIC stent diseksiyon
nedeniyle implante edildi. Tam agilim saglandi. Ayri seansta sag YFA cross-over yapilarak gegildi
ve sadece ilagh balon ile dilate edildi distal akim saglandi. Bu vakada cross-over teknigi, transkol-
lateral gecis teknigi ve retrograd teknik giizel anjio kayitlariyla anlatilmakta ve ilagli balon, POBA
ve stent tedavileri endikasyonlartyla gosterilmektedir.
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Sekil 1. Her iki yuizeyel femoral arterdeki total
okluzyon goruntiisii.

Sekil 2. Sag yuzeyel femoral arterdeki gudiksiiz
total okliizyon.

Sekil 3. Sag profunda femoral arterin
roadmap goruntiisi.

Sekil 4. Kollateralin Navicross kateter, Finecross kateter
ve 0.014 inch hidrofilik telile gecilmesi.

Sekil 5. Navicross kateter limene
dustitkten sonra 0.035 hidrofilik
telin retrograd olarak ilerletilmesi.

Sekil 6. Loop tekniginin goste-
rilmesi.

Sekil 7. 5.0x120 mm balon-
la dilatasyon.

Sekil 8. Balon ve stent sonrasi sol YFA’nin goruntusii.
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Sekil 9. Ayri seansta agilan sag YFA'nin gorintusi.

0S-58

Koroner anjiyografi esnasinda gelisen iskemik inme ve stent aracili
trombektomi ile basarihi tedavisi

Seref Kul, Yusuf Yilmaz, Mustafa Adem Tatlisu, Umit Goren, Omer Faruk Baycan, Mustafa Caligkan

Istanbul Medeniyet Universitesi Goztepe Egitim ve Aragtirma Hastanesi,
Kardiyoloji Anabilim Dali, Istanbul

Elli alti yaginda, hipertansiyon, diabetes mellitus, 3’1t koroner bypass cerrahisi oykiusii olan ve
koroner anjiyografi (KAG) esnasinda iskemik inme sonrast stent aracili trombektomi uygulanarak
tedavi edilen ve litaratirde benzeri bulunmayan vakamizi sunmaktayiz. KAG’de nativ koroner
arterler ve daha sonra safen greftler gosterildi. Left Internal Mammary Arter grefti goruntilendik-
ten hemen sonra hastada konfuizyon, bag ve gozde sola deviasyon, sag fasiyal paralizi, motor ve
duysal afazi gelistigi ve sag tarafli ekstremitelerde kas gucunun 1/5 oldugu saptandi. Hasta kata-
ter laboratuvarinda acil olarak noroloji hekimi tarafindan degerlendirilerek bulgularm sol middle
serebral arter (MCA) okluzyonu ile uyumlu oldugunun belirtilmesi tizerine 4f VER katater ile
yapilan digital subtraksiyon anjiyografi (DSA) goruntiilemede sol MCA M1 segmentinde trombiis
goriniimit ve M1 segment distalinde TICI (Thrombolysis in Cerebral Infarction) 0 akim izlendi
(Sekil 1). Hastada acilen trombektomi karari alindi, hastaya intra-vendz yol ile 5000 IU heparin
verildi sonrasinda 6F 90 cm destinasyon klavuz kilift (Terumo PINNACLE® Destination RSC02
Carotid Guiding sheath) yerlestirilerek 0.014” 205 cm hidrofilik tel (Codman Agility 14 Guidewi-
re) ve mikrokatater (Marksman 160 cm) MCA M1 segmentine kadar ilerletildi. Ardindan hidrofilik
tel gekilerek mikrokatater izerinden Solitaire platinum (6x40 mm/180 cm) revaskiilarizasyon seti
lezyon bolgesinde acildi ve 5 dakika beklenildikten sonra sistem geri ¢ekildi. Semptomlarin bas-
langicindan yaklagik 15 dakika igerisinde stent aracili trombektekomi islemi sonlandirild: ve yapi-
lan kontrol DSA gorintilemede sol MCA ve distal dallarmin tamamen rekanalize oldugu izlendi
(Sekil 2). Trombektomi setinde goriilen trombiis Sekil 3’de gosterilmistir. Islem sonrast yapilan
difuzyon Manyetik Rezonans Goruntulemede (MRG) sol Anteriyor serebral arter (ACA) para-

Sekil 3. Trombektomi setindeki trombiis.

Sekil 4. Trombektomi sonrasi difuzyon agirliklt MR sekansinda sol ACA(sol) ve sol temporoparyetal korti-
kal yerlesimli (sag) lineer iskemi ile uyumlu hiperintensiteler.

sagital kortikal, sol frontal-pariyetal-temporal kortikal yerlesimli multiple lineer hiperi i
saptandi, hemoraji lehine bulgu saptanmadi (Sekil 4). Yogun bakim unitesine alinarak norolojik
muayene takibi yapilan hastada islemden sonra 1. Saatte; gozler spontan agik, tekli emirleri algila-
ma normal, motor afazik, kas gucii sag ust ekstremitede 1/5, alt ekstremitede 2/5 olarak izlendi. 24.
Saatin sonunda bakis parazisi ve duysal afazininin tamamen diizeldigi, disfajinin geriledigi, tekli
kelime ¢ikigmin oldugu ve kas giiciiniin sag ust ve alt ekstremitelerde 5/5 oldugu goruldu. 24. saat
kontrol beyin Bilgisayarli Tomografide (BT) hemoraji goriilmedi. Kontrol difuzyon MRG’de sol
ACA ve pariyetal kortikal yerlesimli iskemik degisikliklerin geriledigi, temporopariyetal kortikal
alandaki hiperintensitede artis oldugu ve sol oksipital subkortikal alanda milimetrik difuzyon ki-
sitlamasi oldugu goruldu (Sekil 5). Hasta yatisinin 7. gunuinde sag nasolabial sulkus minimal silik,
ciimle dizeyinde verbal ¢ikis meveut ancak konusma akicihgr yavas ve motor defisit kalmadan
taburcu edildi.

Sekil 1. Antero-posterior (AP) pozisyonda DSA
goriintilemede sol MCA M1 segmentinde trom-
biis gorunimii (beyaz ok) ve M1 segment dista-
linde TICI 0 akim.

Sekil 2. AP pozisyonda DSA goruntulemede
MCA M1 segmenti sonrasi TICI 3 akim izlen-
mektedir.
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Sekil 5. Islemden 24 saat sonra cekilen difiizyon agirlikli MR sekansinda sol temporoparyetal kortikal (sol)
ve oksipital subkortikal(sag) yerlesimli iskemi ile uyumlu hiperintensiteler.
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Simultaneous percutaneous opening and closing treatment in a
young adult with pulmonary valve stenosis and atrial septal defect

Murat Celik, Uygar Cagdas Yuksel, Salim Yagar, Suat Gormel, Erkan Yildirim,
Serkan Asil, Cem Bargin

Department of Cardiology, Giilhane Training and Research Hospital, Ankara

Although pulmonary valve stenosis (PS) and secundum type atrial septal defect (ASD) are com-
mon forms of congenital heart disease, the togetherness of PS with ASD is relatively rare. In
this report, we present a successful simultaneous percutaneous transcatheter opening and closing
treatment of these two pathologies in a young adult patient. A 22-year-old woman was admitted to
our outpatient clinic for dyspnea on exertion. Physical examination revealed fixed splitting of S2,
and a loud pulmonary ejection click with 3/6 holosystolic murmur with maximal intensity at the
pulmonic area. ECG showed right-axis deviation and right ventricular hypertrophy. Transthorac-
ic echocardiography (TTE) demonstrated a dilated and volume loaded right heart and confirmed
a moderate (18 mm) secundum ASD with a left-to-right shunt. In addition, significant gradient
(45/28 mm Hg) across the pulmonary valve and we believed that maximal velocity rate across the
pulmonary valve was incompatible with L-R shunt through an ASD. We observed a doming motion
of slightly thickening pulmonary valve on careful imaging of the pulmonary vascular structure.
For further evaluation, we performed a computed tomography (CT) imaging to assess pulmonary
valve structure in detail and to exclude other possible accompanying congenital heart disease such
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as partial anomalous pulmonary venous return. CT confirmed the diagnosis of a moderate size ASD
and thickening of pulmonary valve. Pulmonary artery trunk diameter was measured 25 mm at CT
scan. The right femoral vein was accessed, and intravenous heparin (100 IU/kg) was administered.
Pulmonary valve balloon dilation was performed first with 23 mm NUMED II balloon catheter
and peak-to-peak gradient across the pulmonary valve was reduced to 15 mm Hg. Immediately
after this, transcatheter ASD closure with a 21-mm ASD occluder device was carried out under
TEE guidance. The procedure was completed successfully without any complications. At 6-month
follow-up control, patient was free of symptoms and TTE demonstrated absence of any L-R shunt
and a residual transpulmonary gradient of 17 mm Hg. Congenital heart defects can occur in com-
bination with other congenital and/or acquired heart disease. Thus, percutaneous transcatheter clo-
sure of a secundum ASD always requires a complete evaluation of the whole cardiac anatomy to
confirm additional lesions are not missed. When PS and ASD occur together, it is recommended
to perform an opening (pulmonary balloon valvuloplasty) and closing (percutaneous ASD closure)
procedure in a staged or combined in the same session. However, it is still unclear which one is
to be done first, if both pathologies are treated in the same session. Although the gradient across
the pulmonary valve was not very high, we considered that performing pulmonary valve balloon
dilation first would be more appropriate to avoid the inadvertent dislodgement of ASD occluder
device.

Figure 1. Bimodal TTE image shows a 18-mm secundum tip ASD.

Figure 2. 3D MPR image of pulmonary valve (yellow arrows).
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Different embolic treatment strategies for combined left IMA, Cx
and bronchial artery fistulas to pulmonary paranchimal arteries

Kursat Tigen, Emre Girel, Altug Cingin
Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

A 55-year-old female was admitted to our department complaining of exertional chest pai