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Degerli Meslektaslarimiz,

Turk Kardiyoloji Dernegi yil boyunca ¢esitli egitim programlari ve etkinlikler diizenlemenin yani sira her zaman oldugu gibi
Kasim ayinda Ulusal Kardiyoloji Kongresini 59. yila yakisir bir seviyede gergeklestirmeyi planlamaktadir.

Hem katilimci sayisi hem ylksek kalitedeki bilimsel i¢cerigi ile ulusal ve uluslararasi diizeyde énde gelen bilimsel kongrelerden
biri olan aktivitemizin engini¢erigini tim katilimcilarimiza hitap edecek genis bir yelpazede doyurucu bir bilimsel program ve
degisik sosyal etkinlikler ile sunmayi planlamaktadir.

Kongremizde sizler i¢in en iyi programi hazirlamaya gayret edecegiz. “Sempozyumlar”, “Karsit Goris” ve “Nasil Yapalim”
oturumlari ile kalp-damar hastaliklariyla ilgili son bilgilerimizi glincelleyip tartisacagiz. “"Gunlik Uygulamada Kardiyoloji”
oturumlarimizi “Geng¢ Kardiyologlar Oturumlari” bashgi altinda tim kardiyoloji pratigini kapsayacak sekilde genisletecegiz.
Gegenyillardakiyogunilgi nedeniyle sayisini artirdigimiz, sertifika verilen “Interaktif Kurslar” ile bilgilerimizin yani sira becer-
ilerimizi de gelistirecegiz.

Her oturumumuzda Tirkiye'den ve diinyadan konularinda biylk agirligi olan dederli konusmacilar ve tartismacilar yer aliyor.
ESC, ACC, Turk Dinyasi Kardiyoloji Birligi, EACVI ve EAPCI yanisira ACVC ve HFA ile ortak oturumlarimizin dikkatle izle-
necedineinaniyoruz. Uluslararasi boyutu bu yil daha da gliglenen kongremiz yine TTB tarafindan 17 kredi puani ile kredilendi-
rilmistir.

Kongremizde sizleri de aramizda gérmekten memnuniyet duyacagiz.

10-13 Kasim 2022'de 38. Ulusal Kardiyoloji Kongremizde bulusmak, bilgilerimizi paylasmak, dilegi ve saygilarimizla,

Prof. Dr. Vedat Aytekin Prof. Dr. Muzaffer Degertekin
TKD Baskani TKD Gelecek Baskani
Kongre Bilim Kurulu Baskani
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Interventional cardiology / Valve and structural heart
diseases

SO-001

Ethyl alcohol ablation of the first septal
branches of left anterior descending and
posterior descending arteries separately
and myocardial bridge operation to reduce
ischemiain a patient with hypertrophic
cardiomyopathy with LVOT obstruction

Damirbek Osmonov, Mustafa Unal, Asan Nazarov, Azim
Toktosunov

Bicard Clinic, Bishkek, Kyrgyzstan

Introduction: Hypertrophic cardiomyopathy (HCM) char-
acterized by asymmetric ventricular septal hypertrophy,
is the commonest cause of sudden cardiac death (SCD)
in the young. A percutaneous transluminal alcohol septal
ablation has been increasingly preferred for septal re-
duction in patients with drug refractory hypertrophic ob-
structive cardiomyopathy. The efficacy is comparable to
the surgical alternative, septal myectomy, which has for
decades beenregarded as the ‘gold standard’ treatment.
Data on medium- and long-term survival show improved
prognosis with survival being similar to the general pop-
ulation.

Case Report: A thirty years old male patient with the di-
agnosis of asymmetric septal hypertrophy with obstruc-
tion and periodical ischemia symptoms for sixteen years
presented to our hospital with syncope. ECG reveled atri-
al fibrillation with fast ventricular response. A direct cur-
rent cardioversion was performed immediately and ob-
tained asinusrhythm. To relieve anischemic symptom, we
attempted 3 separate interventions. First, we performed
an ethyl alcohol ablation of the first septal branch of LAD
which relieved chest pain from CCS Class IV to CCS Class
I11-11 (Figure 1). Six months later, due to the persistence of
chest pain, we demonstrated a negative relationship of
heart rate and coronary blood flow by coronary angiog-
raphy. Though, a myotomy was performed for myocardi-
al bridge on LAD, but it didn't work. One month later we
performed another ethyl alcohol ablation of the first sep-
tal branch of RCA PDA (Figure 2). The chest pain relieved
from CCS Class lI-111 to CCS Class I

Conclusion: Hypertrophic cardiomyopathy is a complex
congenital heart disease with different types of symp-
toms including severe ischemic chest pain, heart failure
and even sudden cardiac death. Therapy should be cho-
sen individually.

-
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Figure 1. Alcohol septal ablation in the patient shown in
(Fig. 1). An over-the-wire balloon (arrow) is inflated in the
dominant septal branch (B in Fig. 1). Arrow indicating the
first septal branch of LAD

Figure 2. Alcohol septal ablation in the patient shown in
(Fig. 2). An over-the-wire balloon (arrow) is inflated in the
dominant septal branch of PDA (BinFig. 1). Arrow indicat-
ing the first septal branch of PDA in RCA

Interventional cardiology / Valve and structural heart
diseases

SO-002

Simultaneous percutaneous patent foramen
ovale and left atrial appendage closure

Zeynep Esra Glner’, Cetin Gecmen', Ender ézgt’m
Cakmak?, Busra Guvendi Sengér’, Regayip Zehir’

"Department of Cardiology, Kartal Kosuyolu Yiiksek ihtisas
Training and Research Hospital, istanbul

2Department of Cardiology, Acitbadem University Maslak
Hospital, istanbul

A 76-year-old woman with atrial fibrillation was referred
to our institution for left atrial appendage closure implan-
tation. She was hospitalized in the general surgery service 1
month ago due to massive gastrointestinal bleeding under
warfarin and she needed massive blood transfusion. She
had an ischemic stroke under apixaban. Transoesophageal
echocardiography showed small shunt visible patent fora-
men ovale (PFO) with color doppler in the interatrial septum
(Figure 1A). The left atrial appendage (LAA) was also visu-
alized and there was no left atrial appendage and intracar-
diac thrombus (Figure 1B). We decided to treat the patient
with the simultaneous closure of PFO and LAA in order to
avoid oral anticoagulation therapy. In this case, we chose to



do it from the PFO region. Transseptal passage was performed
under TEE guidance in the portion of the patent foramen ova-
le using SL 1sheath (Abbot Vascular) that sent over 0.032 inch
wire. Then, along (230 cm) Inoue wire (Toray Medical) was sent
through the transseptal sheath to loop into the left atrium. SL1
sheath was received and 12 Fr A delivery sheath is advanced
through the PFO in to the LA. With a 5 fr pigtail catheter, selec-
tive sitting on the LAA of the delivery sheat with counterclock-
wise rotation was ensured. The whole manipulation should be
carried out under fluoroscopic and/or TEE guidance to ensure
coaxial approach. The device introducer was carefully con-
nected to the delivery sheath in a wet-to-wet manner oppos-
ing back-flow bleeding from the delivery sheath and forward
flush through the device loader. The Y connector was slightly
opened, and the device was advanced by pushing the delivery
cable. At this step of the procedure, the delivery catheter was
gently unsheathed exposing the distal portion of the device in
the so-called ball position with radiopaque markers aligned
with the tip of the delivery sheath. Counterclockwise rotation
of the sheath was usually required to ensure a good coaxiality
with the LAA landing zone. The delivery cable was advanced
without unsheathing to finalize distal lobe deployment stability
of the device by performing a gentle tug test during which the
disc is put in tension (diamond shape) by pulling away from the
anchored lobe. After at least 20 to 30 seconds, the tension on
the delivery cable was released and the device returns to the
baseline position. Finally, when an optimal device position is
again confirmed, the device was released by performing coun-
terclockwise rotations of the delivery cable on the left anterior
oblique-cranial view (Figure 1C). Leakage and position of the
device confirmation was achieved by giving contrast from the
delivery sheath (Figure 1D). The device of the PFO was implant-
ed using the patent foramen ovale standard technique (Figure
1E). PFO device and amulet device positions checked from left
anterior oblique view (Figure 1F). In the TEE examination per-
formed 45 days later, no device-related anomaly was detected
inthe PFO and LAA positions (Figure 1G, TH).

Figure 1. (A) Transoesophageal echocardiography showed
small shunt visible patent foramen ovale (PFO) with color dop-
plerin the interatrial septum (B) Transoesophageal echocardi-
ography showed left atrial appendage was free of thrombus.
(C) The device was released by performing counterclockwise
rotations of the delivery cable on the left anterior oblique-cra-
nial view (D) Leakage and position of the device confirmation
was achieved by giving contrast from the delivery sheath. (E)
The device of the PFO was implanted using the patent fora-
men ovale standard technique. (F) PFO device and amulet de-
vice positions checked from left anterior oblique view. (G,H) In
the TEE examination performed 45 days later, no device-relat-
ed anomaly was detected in the PFO and LAA positions
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Interventional cardiology / Valve and structural heart diseases

SO-003

Percutaneous closure of post-myocardial
infarction VSD: A case with 5-year follow-up

Zekeriya Dogan, Tuba Glg¢tekin, Murat Stinbll, Ahmet Altug
Cingin, Emre Girel, Mustafa Kirsat Tigen

Department of Cardiology, Marmara University Faculty of
Medicine, [stanbul

A 54-year-old man with a previous history of hypertension,
diabetes mellitus, and chronic kidney disease. In September
2017, successful PCl was performed for the RCA total occlud-
ed lesion with inferior STEMI. 1 month after that, he applied
to the emergency department with the complaint of in-
creasing dyspnea and hepatic congestion.

On admission, he had heart failure of Killip lll, pulse rate 110/min-
ute, blood pressure was 90/58 mm Hg, and a holo systolic murmur
in the left lower parasternal area. His 12 lead surface electrocar-
diogram (ECG) was consistent with elevated ST segmentin infe-
rior leads with pathologic Q wave. VSD was detected on the an-
eurysmatic posterior wallin the transthoracic echocardiography.
We had decided to treat the septal defect percutaneously using
the VSD occluder. The device location was confirmed by trans-
esophageal echocardiography simultaneously percutaneously
VSD closure intervention procedure (Figure 3). The patient un-
derwent successful percutaneous VSD closure in October 2017.

The heart failure was controlled after device closure and the
patient was discharged without complications 10 days after
the procedure.

In 2022, at a 5-year follow-up, the patient complained of ex-
ertional dyspnea (NYHA 1) and echocardiography showed im-
provement of the left ventricular function without remnant
shunt at the aneurysmatic segment (Figure 2). CT images show
the aneurysmatic segment and device location (Figure 1).

Figure 1. CT Images. Red arrow showes aneurysm of the myo-
cardium, Yellow arrows showes VSD ocluder device

S3 mee——
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Figure 2. TTE. Red arrow showes aneurysm of the myocardi-
um, Yellow arrows showes VSD ocluder device

Interventional cardiology / Valve and structural heart
diseases

SO-004

Multimodality imaging in the assessment
of increased gradients in the transcatheter
bioprostetic aortic valve

Hasan Tokdil', Selcen Durmus’, Ayten Ozal', Sedat Giiney’,
Kardelen Ohtaroglu Tokdil?, Sebnem Durmaz?, Bilgehan Karadag'

'Department of Cardiology, [stanbul University Cerrahpasa
Institute of Cardiology, istanbul

?Department of Cardiology, Kanuni Sultan Stleyman Training and
Research Hospital, istanbul

meessm— S4

3Department of Radiology, istanbul University Cerrahpasa Faculty
of Medicine, Istanbul

Case Report: 72 years-old female, history of coronary artery
disease (coronary artery bypass grafting -21 years ago-),
chronic obstructive pulmonary disease, and chronic kidney
disease, admitted to the hospital with worsening dyspnea.
Vital signs were as following; blood pressure was 116/78 mm
Hg, pulse rate was 94 beats per minute, sO2: 92% at room air
and in her physical examination a crescendo-decrescendo
murmur and pulmonary rales at the bilateral lower part has
been determined. ECG was consistent with a sinus rhythm
with a right bundle branch block and signs of left ventricu-
lar hypertrophy. Given to systolic murmur and worsening
dyspnea, echocardiography has been performed and severe
aortic stenosis (mean valvular gradient: 44 mm Hg, aortic
valve area 0.8 cm?is determined. After hospitalization of the
patient and infusion of diuretics, patient has been sched-
uled for transcatheter aortic valve implantation (TAVI). With
self-expanding, supraanular Evolut-R 25 mm bioprosthet-
ic valve, transcatheter aortic valve implantation has been
performed without post-dilation due to optimal procedural
results and co-existence of right bundle branch block. After
1 week in-hospital with antiplatelet therapy, she had been
discharged and being followed in our outpatient clinic.

After two years of functional capacity NYHA |, she had ad-
mitted again with a decrease in functional capacity, NYHA
I1l, and dyspnea. Transthoracic echocardiography (TTE) re-
vealed an aortic velocity 3.7 m/sec, maximum gradient 55
mm Hg, mean gradient 31 mm Hg. Effective orifice area was
11cm? After TTE, transesophageal echocardiography (TOE)
is performed. TOE revealed a mild paravalvular leak with
restricted bioprosthetic valve motion. Then the patient has
referred to the radiology for cardiac computer tomography
(CT) imaging. Cardiac CT results was consistent with bio-
prosthetic leaflet thrombosis and anticoagulant therapy is
initiated.

Discussion: According to the last European Society of Car-
diology guidelines for the management of valvular heart
diseases (2021), in the patients undergone TAVI procedure,
long-term single antiplatelet therapy is recommended in
the absence of other indications for oral anticoagulation.
However, in the situation of bioprosthetic heart valve (BHV)
thrombosis, anticoagulation using a Vitamin K antagonist
or Unfractioned Heparin is recommended. Besides in the
follow-up, due to BHV thrombosis is associated with recur-
rences and prosthetic valve degeneration, indefinite antico-
agulation should be considered after confirmed BHV throm-
bosis, which should be a tailored therapy for each patient
considering bleeding risks.
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Figure 3. TAVI Post-implantationimage

Figure 1. Cardiac CT imaging, long axis

Figure 5. Transesophageal echocardiography, XPlane

Figure 2. Cardiac CT imaging, short axis
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Figure 6. Transthoracic echocardiography

Interventional cardioloqy / Carotid and peripheral vascular

SO-005

Percutaneous treatment of complex
posttraumatic pedal arteriovenous fistula

Emre Girel, Zekeriya Dogan, Tuba Gig¢tekin, Murat Stnbdil,
Altug Cingin, Kirsat Tigen

Department of Cardiology, Marmara University Faculty of
Medicine, istanbul

53 year-old male patient with a history of dropping heavy
object affecting hisright foot was referred to our outpatient
clinic, complaining painful swelling on his same foot and in-
termittent bleeding on ipsilateral second foot finger. Physi-
cal examination revealed a marked thrill on the right dorsalis
pedis artery. Computed tomography angiography showed
a rapid and early passage of nearly all contrast agent in the
right lower extremity consistent with arteriovenous (AV) fis-
tula but did not clearly demonstrate its location. Digital sub-
traction angiography indicated severe dilation in below the
knee arteries and multiple AV fistulas at the level of plantar
arch, connected with branches from both posterior tibial ar-
tery (PTA) and anterior tibial artery (ATA). Patient was con-
sulted to our department of cardiovascular surgery for possi-
ble surgical intervention and was considered inoperable due
to unfavorable anatomy. Percutaneous closure was decided.
Ipsilateral antegrade puncture of right common femoral ar-
tery was performed and 7-Fr sheathless catheter was ad-
vanced to the right popliteal artery level. Distal part of PTA
was selectively cannulated by 5-Fr multipurpose A (MPA)
guiding catheter using 0.035 hydrophilic wire, main vessel
supplying the fistula was determined with contrast guid-
ance and 6 x 11.0 mm Amplatzer vascular plug 4 occlusion
device was implanted to this branch. After that, 5-Fr MPA
catheter was advanced to distal ATA and a branch of dor-
salis pedis artery was closed at the plantar arch level using 8

— Y

x 13.5 mm Amplatzer vascular plug 4 device. Control angio-
gram demonstrated complete closure in the target vessels,
but residual AV fillings from very distal collateral circulation.
Patient was discharged on the following day without any
procedure-related complication. His thrill was disappeared,
finger bleeding was completely healed and swelling was im-
proved in two weeks after the procedure.

Interventional cardiology / Carotid and peripheral vascular

SO-006

Arteriyal ve ven6z trombdis yapisi bulunan
hastada faktor Xl ve MTHFR mutasyonu

Mehmet Fidan, Cetin Alak
Uludag Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Bursa

Bilinen HT 6ykisl olan hasta 09.2021'de nefes darhgi ile acil
servise basvurdu. Tansiyonu 85/40 olan; fizik muayenesinde
alt ekstremitede ¢ap farki bulunan; D-dimer kan diizeyi 38
olan, arteriyel kan gazinda saturasyonu %774 saptanan
hastaya kontrastli BT ¢ekildi. Her iki pulmoner arter ana dal-
larindan segmenter dallara uzanan yaygin embolik dolum
defektleri; arkus aorta 6n duvarinda limene dogdru uzanim
gosteren yaklasik 3 cm boyutunda trombis formasyonu ve
desendan aorta diizeyinde de boyutu yaklasik 6 mm olan
trombils formasyonu izlendi. Masif pulmoner embolisi bu-
lunan hasta selektif tromboliz ve perkitan trombektomi
islemine alindi. islem sonrasinda cekilen Doppler USG'de
popliteal vende trombds izlendi.

Hastanin islem sonrasinda takiplerinde sagd dizde artri-
ti gelismesi Uzerine Ortopedi boéliumi tarafindan ponksi-
yon yapildi ve gut kristalleri izlendi. Hastanin drik asit kan
diizeyi 11,8 mg/dl ve sedimantasyon kan diizeyi 104 mm/saat
olarakizlendi. Hastaya Gut tanisi konuldu. Arterial ve venéz
trombsl olan hasta febuksostat, bemiparin ve prednizolon
regete edilerek taburcu edildi.

Hastanin taburculuktan 4 ay sonrasinda stabil anginasi
gelisti. Hastanin ¢ekilen kontrol toraks BT'sinde arkus ve
desendan aortada formasyonu izlenmedi ve koroner BT an-
giografisinde Agatston skoruna gére ‘221" olarakizlendi. LAD
proksimal segmentinde miks yapida siddetli derecede darlk
yapan plak yapisi gérildd. Sonrasinda hasta konvalsiyonel
angiografiile degerlendirildi. LAD mid bélgede %50-70 dar-
lik yapan plak yapisiizlendi. Stabil anginasi olan hasta iskemi
dékimentasyonu agisindan miyokard perflizyon sintigrafisi
ile degerlendirilecek.

Es zamanli arteriyal ve venéz trombis yapisibulunan hastada
Urik asit yuksekligine bagh endotel disfonksiyonu olabilecegi
gibi genetik analiz i¢in trombofili paneli de génderildi. MTH-
FR c.677C ve FXIIl pV34L genlerinde Heterozigot mutasyon
saptandi. Hastaya oral antikoagtilasyon tedavisi baslandi.



Kirmizi Ok : Asendan ve Desendan Aortada Lumene Uzanan

Duvar ile Baglantih Trombis Formasyonlari

Mavi Oklar: Her iki Pulmoner Arterde Yaygin Dolum Defekti

o 2

-Sagda daha belirgin bilateral pulmoner emboli le takipli olguya yénelik tromboemboli, selektif tromboliz iglemi,
tromboaspirasyon iglemleri uygulandi. islem 6ncesi %100 oksijen ile PaO2 %80 dizeyinde iken islem sonrasi
%60 oksijen basinci ile PaO2 %98 olarak 6lguimugtur
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Hastanin Yapilan Konvansiyonal Anjiografisinde LAD mid bdlgede izlenen
%50-70 darhk yapan plak formasyonu

Cardiacimaging / Echocardiography
S0-007

Nadir bir yapi - Aortik korda tendinea

Cagan Yildirim, Zekeriya Dogan, Nurten Sayar, Beste
Ozben Sadig, Batur Kanar, Murat Stinbdil, Altug Cingin, Tuba
Glgtekin, Emre Girel, Kirsat Tigen

Marmara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali,
istanbul

Girig: Aort kapak tipik morfoloji olarak ¢ kispisten olusan,
kapak bitlnligi i¢in korda tendinea gereksinimi bulun-
mayan bir yapidir. Bu klasik bilgiye ragmen literatirde aort
kapak kispisleri ve aort duvari arasinda korda tendinea
yapilarina ait olgu sunumlari bulunmaktadir. Amacimiz aort

S7 m—
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kapak ile iliskili fibriler imajlarin ayirici tanisinda bu nadir
yapiya dikkat cekmektir.

Case 1: 61yasinda hipertansif erkek hasta gegiciiskemik atak
tanisiyla tetkik edilirken ¢ift kol tansiyon farki (sag kol dlgtim
180/89 mm Hg, sol kol 6l¢lim 140/70 mm Hg) saptanmasi lizer-
ine ¢ekilen torakoabdominal BT anjiyografide dilate asendan
aort (45mm) ve aort kékiinde diseksiyon agisindan stpheli
intimal flap imaiji (Figlr 1) gérilmesi Gizerine transézefageal
ekokardiyografi (TOE) ile degerlendirilmek lzere tarafimiza
yonlendirilmistir. Yapilan TOE incelemde bikiispit aort kapak,
hafif aort darligi ve orta aort yetersizligi saptandi. BT ince-
lemede intimal flap olarak yorumlanan yapinin aort kapak
non ve sol koroner kiispis serbest ucundan sinls valsalva hi-
zasinda aortdamar duvarina uzanan, kapak hareketlerinden
bagimsiz olarak pozisyonlari fikse, fibriler yapida iki adet
aortik korda tendinea ile uyumlu oldugu goérildu (Figlrler
2-5).

Case2:53yasindahipertansif ve diyabetikerkekhasta parok-
sismal atriyal fibrilasyon atagi saptanmasi tzerine elektrik-
sel kardiyoversiyon amaciyla tarafimiza yénlendirilmis. islem
dncesi yapilan rutin TOE incelemede aort kapak ¢ kispisli
olup sol koroner kiispis serbest ucunda kapak hareketleriyle
serbest salinim hareketi géstermeyen fibriler yapi ve hafif
aort yetersizligi izlendi. Degisik acilardan fibriler yapinin sol
koroner kiispis serbest ucundan sinotibdler bileskede sabit
bir pozisyona uzanan seyribelirlenerek aortik korda tendinea
ile uyumlu oldugu dustnlldi (Figarler 6-8).

Tartisma: Aortik kapak ve aort duvari arasinda izlenen fi-
briler iplikgiklerden olusan aortik korda tendineanin, aort
kapak kispislerinin gelisim siirecinde ortaya ¢ikan embriyo-
lojik kalintilardan olustugu 6ne siirilmektedir. Olduk¢a nadir
saptanmakta olup literatirde 1984 ve 2019 yillari arasinda
15 adet olgu sunumu bulunmaktadir. Aort kapak iliskili ki-
tle imajlarinin pek ¢ok sebebi mevcut olup 6zellikle fibriler
yapida olan infektif endokardit, aort diseksiyonu ve Lam-
bl ekskresyonlarinin ayirici tanisinda fibriler yapinin aort
kdkindeki yeri, seyri ve kapak hareketleriyle iliskisi belirlen-
mek Gzere aortik korda tendinea da akilda tutulmalidir.

Figlir 1. Torakoabdominal BT anjiografide aort kékiinde siiph-
eliintimal flap imaiji
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Giant massin theright atriumin a patient
with renal transplant rejection and using
heroin: An atypical challenging case

Casit Olgun Celik?, Aytekin Giiven’, Mehmet Oziilki?

'Department of Cardiology, Baskent University Konya Application
and Research Center, Konya

?Department of Cardiovascular Surgery, Baskent University Konya
Application and Research Center, Konya

Case: A 23-year-old male smoker patient with chronic renal
failure, who had been treated with IV antibiotics (vancomy-
cinand meropenem) for one month for infective endocarditis
and was a candidate for renal transplantation, was referred
to our hospital with a preliminary diagnosis of infective en-
docarditis. Past medical history revealed that he had an op-
eration of renal transplantation eight years ago, but was in
preparation for kidney retransplantation due to renal rejec-
tion, and used Tmgtacrolimus and 5 mg prednisolone per day,
and three times a day calcium carbonate. Creatinine level
was 511 mg/dL, hemoglobin level was 8.41 g/dL, leukocyte
count was 11.6 x 109/L, and CRP level was 51.9 mg/L, where-
as other laboratory test results were within normal limits.
On physical examination, blood pressure was 120/80 mm Hg,
heart rate was 80/min, and there was a mild diastolic mur-
mur in the tricuspid region. While the patient had a history of
fever in the previous hospital, he did not have a fever in our
hospital. Electrocardiography (ECG) showed a sinus rhythm
of 84/min at the time of hospital admission (Figure 1). On
transthoracic echocardiography (TTE), there was agiantand
relatively hyperechogenic mass with unclear borders that
filled the right atrium and protruded into the ventricle during
diastole (Figure 2). Transesophageal echocardiography
(TEE) revealed that this massive irregularly circumscribed
mass was adhering to the basolateral wall of the right atri-
um and extending to the inferior vena cava (Figure 3, aster-
isk). Also, there was a relatively more hypoechoic and small
mass around the catheter tip extending into the right atrium
(Figure 3, arrows). The patient, who could not be diagnosed
clearly in terms of echogenicity, structure, and clinical find-
ings of the mass, underwentimmediate surgery as a result of
the cardiology-cardiovascular surgery council. Morphologi-
cally, the outer part of the giant mass removed during car-
diac surgery had a cabbage-like layered structure, whereas
the stem part was stiffer and adhered to the right atrium
wall with a broad base (Figures 4a and 4b). The relatively
hypoechoic and smaller mass at the tip of the catheter ex-
tendinginto the right atrium, which was removed during sur-
gery, was consistent with thrombus. While investigating the
cause of the mass and etiological factors, we questioned the
patient’s anamnesis in detail. We learned from the relatives
of the patient that the patient used drugs -heroin- and the
patient admitted this. As a result of the pathological evalua-
tion, the removed mass was a mural thrombus with extensive
myxoid degeneration due to prolonged -subacute- infective
endocarditis. The patient with no fever, decreased CRP and



leukocyte counts, and no vegetative mass in the postoper-
ative control TTE, was discharged with oral antibiotics ar-
ranged according to infectious diseases.
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Figure 1. Sinus rhythm on the ECG at the time of admission to
the hospital

Figure 2. Giant mass almost filling the ri
truding into the ventricle on the apical view TTE

Figure 3. Modified midesophageal bicaval view on TEE, a
broad-based, irregular mass extending into the inferior vena
cava, attached to the lateral posterior surface of the right
atrium (asteriks) and a relatively smaller and hypoechogenic
mass compatible with the thrombus surrounding the cathe-
ter extendinginto the right atrium (arrows)
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Figure 4a. The right atrial mass, which was observed when
the anterior surface of the perioperative right atrium was
opened, was partially covered with softer outer layers such
as cabbage, while the base had a wide hard structure.

the anterior surface of the perioperative right atrium was
opened, was partially covered with softer outer layers such
as cabbage, while the base had a wide hard structure.
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Ekokardiyografiile Hipereozinofilik sendrom
tanisi koyulan bir olgu

Gokhun Akkan, Mustafa Ozan Girsoy, Muhammet Micahit
Tiryaki, Fahrettin Tugrul Citekgi

izmir Katip Gelebi Universitesi Tip Fakdiltesi, Kardiyoloji Klinigi, izmir

Giris: Hipereozinofilik spektrum iginde yer alan L&ffler en-
dokarditi, sayica artmis eozinofillerin aktif biyolojik maddeler
salarak endokarda hasar vermesi ile olusan bir durumdur. Hip-
ereozinofilik sendrom (HES) nedenleri arasinda helmint ya da
parazit enfeksiyonlari, malignite, ilag reaksiyonlari dahil alerijil-
er olabilecedi gibi idiopatik de olabilir. Bu olguda daha tanidan
siphelenilmemisken ilk olarak ekokardiyografi ile HES oldugu
dislinllen daha sonra da tani konulan bir olgu sunulmustur.

Olgu Sunumu: Yetmis yasindaki erkek hasta 2 haftadir olan
sol kolda uyusma ve glgsizlik sikayetiile acil servise basvur-
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du. Serebrovaskdler olay (SVO) 6n tanisi ile ¢ekilen diflizyon Sk Ech TIS0.4  MI13

manyetik rezonans incelemesinde (MR), her iki hemisferde 80Hz > M3
6n ve arka sistemde akut diflizyon kisithliklari izlenen hasta 4

noéroloji servisine interne edildi. Elektrokardiyogramda (EKG) I

sinUs ritmi, yaygin ST depresyonu ve T dalga negatiflikleri
izlendi (Sekil 1). Hastanin oykisinden dis merkezde, 10
glin 6nce koroner anjiografi yapildigi ve plakl koronerl-
er saptandidi 6grenildi. EKO'da ejeksiyon fraksiyonu %40,
apeks hipokinetik ve sol ventrikil kavitesinin yaklasik yarisini
apekse kadar dolduran hipoekojen, dizgln keskin sinirh
sivali kitle imaji izlendi ve bunun trombls veya hipereozino-
filik sendrom ile uyumlu olabilecedi dusuntldid (Sekil 2, 3).
Antikoagiilasyon baslandi. Hemogramda eozinofil yiksek-
ligi (7000/pL) mevcuttu. Etyoloji agisindan parazit taramasi,
otoantikorlar, alerji testleri ve hematoloji konsultasyonu is-
tendi. Metilprednisolon baslandi ve tedaviye ragmen eozino- $ekil 2. Ventrikiil kavitesinin yaklasik yarisini dolduran hipoe-
fil sayisi artan hastaya tirozin kinaz inhibitérd olan imatinib kojen, diizgiin keskin sinirl sivali kitle imaii

baslandi. Kardiyak MR'da Loffler endokarditiigin tipik olacak
sekilde bozuk yamali kontrastlanma ve nonvaskdiler dagilim R g e
gosteren, subendokardiyal biriken diizensiz kontrast tutulu- -

mu izlendi. Ayrica apeksi dolduran, kontrast tutulumu gés- 15cm

termeyen eozinofilik infiltrat ile uyumlu alan izlendi (Sekil 4).
Genetik testler, parazit taramalari negatif olarak saptandi.
Genel durumu toparlayan, eozinofil sayisi normale dénen
hasta poliklinik takibine alindi.

Tartisma: HES'deki mortalitenin baslica nedeni kardiyak
tutulumdur. Hastalik G¢ evreye ayrilmistir: akut nekrotik,
trombotik ve fibrotik. Akut fazda eozinofiller, endokardi
ve myokardi istila eder, biyolojik aktif molekdiller salarak
myokardiyal hasara ve sonunda nekroza yol agar. Trombotik
evrede endokardda, siklikla apekste, mural trombis mey-
dana gelir. Trombisil olusturan mekanizma eozinofillerden
salinan, endokard hicrelerinin antikoagilan 6zelligini bozan
antifibrinolitik mediatérlerdir. Olgularin %30'unda trombo-
emboli gérilir ve bizim vakamizda oldugu gibi hastahgin ilk
belirtisi olabilir. Fibrotik fazda diffiiz skarlasma gérilir, buda
endokardiyal fibrozise ve restriktif kardiyomyopatiye neden
olur. Hasta ilk ve ikinci evrede yakalanirsa steroid ve sitolitik
tedaviler verilebilir. Fibrotik evrede ise cerrahi olarak kapa-
klarin tamiri ya da replasmani, veya endokardiyal skar do-
kusunun rezeksiyonu uygulanabilir.

Sekil 3. Apekse kadar uzanan kitle gériniimi
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Sekil 4. Kardiyak MR'da apeksi dolduran, kontrast tutulumu
gostermeyen eozinofilik infiltrat ile uyumlu alan

Sekil 1. Yaygin ST depresyonu ve T dalga negatiflikleri
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Nadir bir kardiyojenik sok nedeni; pannus
iliskili takilmig (stuck) mitral kapak

Berk Erding', Orhan Arda Sisman', Duygu inan', Ayse irem
Mammadll', Sevil Tugrul Yavuz', Funda Ozlem Pamuk’,
Mehmed Yanartas?, Alev Kiliggedik’

listanbul Basaksehir Cam ve Sakura Sehir Hastanesi, Kardiyoloji
Klinigi, istanbul

2jstanbul Basaksehir Cam ve Sakura Sehir Hastanesi, Kalp ve Damar
Cerrahisi Klinigi, istanbul

Pannus ile iliskili protez kapak disfonksiyonu, mekanik pro-
tez kapak replasmaninin bir komplikasyonu olup, genellikle
yavas ilerleyen bir siire¢ gosterir, ancak akut, siddetli olabil-
ir ve cerrahi yeniden midahale gerektirebilir. Protez kapak
disfonksiyonuna bagdli kardiyojenik sok ise olduk¢a nadirdir.
Pannus iliskili akut kapak disfonksiyonunun neden oldugu
kardiyojenik sok ise sadece birka¢ aortik kapak replasmani
uygulanan hastada olgu sonumu olarak bildirilmistir.

Bizde bu yazida acil servise son bir haftada artan dispne,
karin ve vicut sisligi ile basvuran 73 yasinda kadin hastanin
tani ve tedavi slirecini sunuyoruz. Hastanin bilinen gegir-
ilmis serebrovaskdiiler olay (2 yil 6nce), mitral kapak replas-
mani (MVR) (3 yil 6nce), kronik bébrek yetersizligi, Tip-2 di-
yabet ve hipertansiyon tanilari mevcut. Hastanin basvuru
vital bulgularinda; kalp hizi 70, ates: 36.1°C, tansiyon arteri-
yel 10866 mm Hg, satirasyon %99 (6 It/dk nazal kandil ile),
solunum sayisi=45/dk, bilateral 3+ 6demi mevcuttu. Basvu-
ru labaratuvar degerleri; Hgb: 11,5 g/dL, CRP: 25 mg/L, Pro-
BNP=10030 pg/mL, lre=66,6 mg/dL, kreatinin=2,2 mg/dL (2
ay 6nce bazali1,45), INR: 1,4, HCO3=17 mEqg/L, pCO2=34 mm
Hg, Ph=7,499, Laktat=2,3 mmol/L olarak izlendi. Hastaya
yatak basi acil serviste yapilan transtorasik ekokardiyogra-
fide; EF: %50, mekanik mitral kapak leaflet hareketleri kisitli,
ortalama gradiyent 16 mm Hg, maksimum gradiyent 20 mm
Hg ve mitral yetersizligiizlenmesi lzerine hasta protez kapak
trombdisl on tanisiile koroner yogun bakima yatirildi. Cerra-
hi konsiltasyon istenen hastaya heparin inflizyonu basland.
Hasta acil cerrahi beklerken tansiyon degerlerinde belir-
gin disls ve ciddi solunum sikintisi gelisti. Hastaya inotrop
baslandi, acil transézofajiyal ekokardiyografi (TEE) plan-
landi. Yatak basi yapilan TEE'de mediolateral yerlesimli me-
kanik protez mitral kapakta atriyal ve ventrikiler ylizde be-
lirgin pannusun oldugu, medial leafletin pannusa takilmis ve
hareketsiz, lateral leafletin ise hareketinin belirgin azalmis
ve transvalvulerileri mitral yetersizligi oldugu gérildd. Mitral
kapak ¢evresinde trombis materyali goriintlilemede goriil-
medi. Ayrica sol atriyal apendiks icinde neredeyse tamamini
kaplayan trombis goriildi. Hasta acil cerrahiye alindi, oper-
asyon sirasinda mekanik mitral kapak sikismis (stuck) ve be-
lirgin pannus dokusu ile kapli oldugu ve sol atriyal apendiksin
trombds ile dolu oldugu goériildi. Hastaya 31 St Jude Epic Bi-
yoprotez kapak implante edildi. Hizlandirilmis bakim ve cer-
rahi degerlendirmeye ragmen ne yazik ki hasta hemodinamik
dederlerin toparlamamasi ve dekompansasyon nedeniyle
cerrahiden 3 saat sonra exitus oldu.
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Bu vaka, pannus ile iliskili protez kapak disfonksiyonunun
tanisal ve terapotik yénetim sorunlarini yansitmaktadir.
Daha 6nceden kapak replasmani éykisi olan akut kardioy-
jenik sok hastalarinda kapakta anormal hareket ve gradi-
yentler mevcutise ayirici tanida disdnidlmelidir.

Adult Echo
X5-1

TiS0.6 MI0.1

M3

0 F—

222 cmls
192 cmls
20 mmHg
Mean PG 16 mmHg
VTI 55.9cm

+ Vmax
Vmean
Max PG

TR s e

-400

-300

i {
100mm/s ' 138bpm

Sekil 1. Transtorasik Ekokardiyografide transmitral gradyent

Bdult Echa

AB-2t 30 Beats 1
26Hz M4
10em o 115 1m0

TE0.2 MID3

153 bpm

Sekil 2. 3D transézofajiyal ekokardiyografi, en face gorintii.
Kirmizi ok; kapagin atriyal yliziindeki pannus dokusu, sari ok;
kapagin ventrikiiler yiiziindeki pannus dokusu

S11 —



38. Ulusal Kardiyoloji Kongresi

Adult Echo

XB.2t 3D Beats 1
26Hz

10cm o 115 1m0
3D Zoom

TIS02 MI03

M4

153 bpm
Sekil 3. 3D transézofajiyal ekokardiyografi, ventrikiiller

taraftan mitral kapak goériiniimii. Sari oklar; kapagin ven-
trikiiler yiiziindeki pannus dokularini géstermekte

Adult Echo
X8-2t

TIS0.2 MI0S
35Hz

Sekil 5. Cerrahi olarak eksize edilmis mitral kapak piyesi, atri-

yal yiiz. Siyah ok; atriyal ylizdeki pannus dokusu. Turuncu ok;
al apendiksten ¢ikan trombis materyali

131 bp

Sekil 4. Sol atriyal apendiks, X plane gériintiileme ile trombiis
gorinimi

Sekil 6. Cerrahi olarak eksize edilmis mitral kapak piyesi, ven-
trikiler yiiz. Turuncu ok; ventrikiiler ylizdeki pannus dokusu
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Adult Echo
X8-2t
69Hz . M4

TIS0.2 MI05

126 bpm

Sekil 7. 2D TEE goriintiisii. Medial leafletin stuck oldugu ve
lateral leaflette ileri derece hareket kisitlanmasi gériilmekte

Adult Echo
X8-2t

TIS0.7 MI03

M4 M4

128 bpm

Sekil 8. TEE ile 2D doppler goriintiisu. Mitral kapakta yetersi-
zlik ve darlik akimlari gériilmekte

Adult Echo
X8-2t 3D Beats 1
26Hz M4

10cm 115 150

TIS02 MI03

153 bpm

Sekil 9. TEE ile 3D goriintii. Cerrahi goriisten atrial ve ven-
trikiiler ylizdeki pannus gériilmekte
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Miksomadan daha fazlasi; mortal seyirli dev
sol atriyal leiyomyosarkom
Ayse irem Demirtola’, Duygu inan', Anar Mammadli4, Ozlem

Pamuk’, Sevil Tugrul', Nur BiylUkpinarbasili?, Nihan Kayalar?,
Alev Kiliggedik'

'istanbul Basaksehir Cam ve Sakura Sehir Hastanesi, Kardiyoloji
Klinigi, Istanbul

2fstanbul Basaksehir Cam ve Sakura Sehir Hastanesi, Patoloji Klinidi,
istanbul

3{stanbul Basaksehir Cam ve Sakura Sehir Hastanesi, Kalp ve Damar
Cerrabhisi Klinigi, Istanbul

“Bayindir Hastanesi, Ankara

Kardiyak timérlerin blyik ¢ogunlugunun metastatik olmasiyla
birlikte, yumusak doku sarkomu kalbin en sik gérilen primer ma-
lign neoplazmidir ve leiomyosarkomlar yetiskinlerde malign prim-
er kardiyak neoplazmalarin %1'inden azini olusturur. Atriyal mik-
soma gibi, leiomyosarkom da agirlikli olarak sol atriyumda gérdaldr.
Biz de bu vakamizda akut akciger ddemiile basvuran, mortal sey-
irli dev sol atriyal leiyomyosarkom vakamizi paylasacagdiz.

Bilinen kronik hastaldi olmayan kirk iki yasinda kadin hasta acil
servise akut akciger 6demi tablosu ile basvurdu. Yapilan tran-
storasik ekokardiyografisinde sol atriyumu kaplayan, kistik
komponentler iceren, mitral kapakta orta dereceli darliga yol
acan kitle imaji gérildi (Sekil 1). KYBU'de noninvaziv mekan-
ik ventilasyon ve medikal destek ile akciger édemi gerileyen
hastaya TEE islemine gegildi. Sol atriyumun %90'in1 kaplayan -
IAS'da boylu boyunca adezyon yapan - yer yer kistik genislem-
eler gosteren- sol Ust pulmoner veni kaplayan- diger pulmoner
venlerin ostiumuna ulasan dev sol atriyal kitle gorildd. Mitral
leaflet Gzerine kitlenin dogrudan temasi olmamakla birlikte me-
kanik etkiyle orta dereceli darlik gosterildi (Sekil 2, 3). 3 boyutlu
gorintilerle kistik genislemeler, pirizll ylizey ve duvar inva-
zyonuyla kitle morfolojisi detaylandirildi (Sekil 4). Genel durumu
kétllesen hasta KVC tarafindan operasyona alindi. Operasyon-
da aort ile superior kava arasinda sol atriyum tavanindan pro-
drude olan ve superior kavanin altina dogru devam edip kavayi
anteriora eleve eden kitlenin sol atriyum duvarina kadar invaze
oldugu goérildi. Sol atriyum tavani acilarak sol atriyumun tama-
mini ve pulmoner ven agizlarini invaze eden timor eksize edildi.
Pulmoner ven agizlari ve az bir miktar sol atriyal posteriyor du-
var dokusu disinda sol atriyum tamamem perikar patch ile re-
konstrikte edildi. ECMO destedi ile operasyondan ¢ikildi. Kitle
patolojisi leiyomyosarkom ile uyumlu olarak rapor edildi ($Sekil 5).
Hasta takiplerinde ECMO desteginden ayildi ancak én planda
pnomoniye sekonder oldugu diisiiniilen septisemiile kaybedildi.

Sol atriyumun primer leiomyosarkomu olduk¢a nadirdir ve koti
prognozasahiptir. Sol atriyal leiomyosarkomun semptomlarigenel-
likle sol atriyal kavite, pulmoner venler veya mitral kapak ostiu-
mumdan obstriksiyonuile iliskilidir. Sol atriyumda daha siklikla yer-
lesim gosteren bening seyirli miksomadan ayrimi, gerek tedavi
sekli gerek survive belirlenmesi agisindan oldukg¢a dnemlidir. Bizim
olgumuzda da klinik prezentasyon ve ekokardiyografik 6zellikler
gucli bir sekilde sol atriyal miksomadan uzaklasip, patolojik tansiy-
la benzer seklide agresif malign bir tUmoérd disindirmekteydi.
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Coronary artery-to-pulmonary fistula with
giant aneurysmal dilatation and thrombus
formation; arare cause of angina

Elmas Kaplan', Omag Tiifek¢ioglu', Mehmet Ali Ozatik?

'Department of Cardiology, Ankara Bilkent City Hospital, Ankara
?Department of Cardiovascular Surgery Ankara Bilkent City
Hospital, Ankara

Introduction: Coronary artery-to-pulmonary artery fistula
(CPAF) is a rare disorder characterized by atypical vascular
communication between the coronary artery and pulmonary
artery. While most patients endure asymptomatic, some
might show symptoms of myocardial ischemia, congestive
heart failure, or even sudden cardiac death. Here we report
a rare case of CPAF with pulmonary aneurysmal formation
and concomitant onion peel like thrombus formation; who
was successfully treated with operation.

Case Report: A 57-year-old male presented to the cardiology de-
partment for progressive exertional chest distress and fatigue. His
past medical history was negative for hypertension, diabetes or
coronary artery disease; only he was an active smoker. Electrocar-
diogram showed normal sinus rhythm with no ischemic change.

Transthoracic echocardiography (TTE) showed coronary artery
to pulmonary artery fistula and a giant circumscribed echolu-
cent mass with suspicious intracavity thrombus adjacent to the
pulmonary trunk (Figures 1, 2). A coronary CTA scan confirmed
a few left anterior descending artery to pulmonary artery fis-
tula andright coronary artery to left atrium fistula with throm-
bosed pulmonary artery giant aneurysmal dilation (Figure 3).

Theresults of invasive coronary angiography correlated with
the previous findingsby CTAand TTE.

Multidisciplinary consultations decided to diagnose the
coronary artery to pulmonary artery fistula and giant pul-
monary artery aneurysm while considering surgery as a
suitable treatment option. Multiple CPAFs performed the
surgical ligation, the aneurysmorrhaphy, and the removal of
the thrombus within the aneurysmal sac, and the pathology
study confirmed the etiology. Our patient was successfully
discharged without chest pain after he quite recovered from
the surgery.



Conclusion: Coronary artery fistulas are rare congenital
anomaly. Coronary aneurysms, which appear with congen-
ital, atherosclerosis, Kawasaki disease, coronary interven-
tion, and endocarditis, are also limited and coronary aneu-
rysms with CPAF are mostly congenital. Although most cases
are asymptomatic, some patients can present with angina
pectoris, myocardial infarction, tamponade, heart failure or
sudden cardiac death. As for our patient, he exhibited angi-
na pectoris, which implied the coronary steal phenomenon.
There is no consensus on the optimal management strategy.
Treatment options include close observation, catheter in-
tervention, and surgery. In the absence of surgery or inter-
ventional treatment, asymptomatic CPAF can be managed
with antiplatelet or antithrombotic treatment (or both), for
reduce the risk of distal embolization. In conclusion, we have
reported a successful surgical treatment of extremely rare
multiple CPAFs combined with a giant pulmonary artery an-
eurysmin asymptomatic patient.

Figure 1. Transthoracic echocardiography (TTE) showed mul-
tiple coronary artery to pulmonary artery fistula.

o

Figure 2. TTE; a giant circumscribed echolucent mass with sus-
picious intracavity thrombus adjacent to the pulmonary trunk
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Figure 3. A coronary CTA scan confirmed a few left anterior
descending artery to pulmonary artery fistula and right coro-
nary artery to left atrium fistula

Interventional Cardiology / Coronary
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A series of complications associated with

a coronary stent misplaced in the septal
perforating artery: Right ventricular fistula,
interventricular septal hematoma and right
ventricular outflow tract obstruction

Melik Demir, Murat Gék, Muhammet Girdogan, Ahmet
Kenan Yalta

Department of Cardiology, Trakya University Faculty of Medicine,
Edirne

A 71 year-old male was referred to our clinics from another
centre following a complicated percutaneous coronary in-
tervention (PCI) of the left anterior descending artery (LAD).
Coronary angiographic (CAG) records demonstrated a mis-
placement of drug eluting stent (DES) extending from the
mid-LAD to a septal perforating artery (SPA) in the inter-
ventricular septum (IVS). This led to a large fistula draining
into the right ventricle (RV) possibly due to the perforation of
SPA (Figure 1). A graft stent (3.0 X 20 mm) was also implanted
with its distal segment overlapping with the proximal seg-
ment of the DES. However, subsequent CAG images demon-
strated the persistence of fistulous connection. Transtho-
racic echocardiogram (TTE) also demonstrated a continuous
colour turbulence that extended from the mid-1VS to the RV
chamber (consistent with fistula). Moreover, an IVS mass of
50 X 40 mm was found to impinge on the right ventricular
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outflow tract (RVOT) leading to a peak gradient of 50 mm Hg
(Figure 2). Computed tomography (CT) also exhibited signs
of severe RVOT impingement by an IVS mass consistent with
hematoma (measuring 57 X 40 X 58 mm) (Figure 3). The fistu-
lous connection was managed with coil embolization: 2 coils
(Concerto 4x10 cm ve 4x8 cm) were transported through
a microcatheter (018 Asahi) placed in mid-LAD. Figure-4
demonstrates the final image of coils in the LAD (distal LAD
perfusion was maintained via retrograde collaterals) along
with complete closure of the fistulous drainage (Figure 4).
IVS hematoma and RVOT gradient were found to regress sig-
nificantly onrepeat TTE (Figure 5).

Figure 3. Cardiac computed tomography (CCT) multipla-
nar reformation (MPR) represents subepicardial hemato-
ma, compressing and displacing the right vetricular outflow
tract. (Red arrow: subepicardial hematoma / Yellow arrow:
rvot with compression and stenosis)

o
-V 3.5
P 51.64 mml

Figure 4. Final image of coils in the LAD (distal LAD perfusion
was maintained via retrograde collaterals)

Figure 2. Subepicardial hematoma compressing the RVOT in
the arrow-marked area and RVOT leading to a peak gradient
of 50 mm Hg
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Figure 5. IVS hematoma and RVOT gradient were found tore-
gress significantly onrepeat TTE

Interventional Cardiology / Coronary

S0-014
Koronerde kopan Guide-Wire'in dolanan tel
ve microsnare ile ¢ikarilmasi

Hiseyin Akdogan, Omer Furkan Demir, Hasan Ari, Fahriye
Vatansever

Bursa Yiiksek ihtisas EGitim ve Arastirma Hastanesi, Kardiyoloji
Klinigi, Bursa

Koroner kilavuz tellerin sikismasi ve kirilmasi, perkitan
koroner girisimler esnasinda nadir gérilen bir komplikasyon-
dur. Klinik deneyimlerin yani sira teknolojik gelismelere
bagl olarak perkitan koroner girisim (PCl) ile tedavi edilen
koroner arter hastaliklarinin sayisinin artmasiyla, kilavuz
tellerin kirllmasi veya kopmasi gibi komplikasyonlar daha sik
goridlmeye baslanmistir. Asiri bikilme, kilavuz tele ytksek
bir gekme ylku olusturur, 6zellikle cok esnek distal 3cm ug ile
kilavuz telin geri kalani arasindaki baglanti noktasina uygu-
landiginda, tel kirllmasina neden olabilir.

NSTEMI nedeniyle koroner anjiografi yapilan hastamizda
LMCA-LAD-CX kalsifik lezyona mini-crush yontemiyle bi-
furkasyon miidahale planlanmistir. islem esnada koroner
arterde kopan kilavuz tel pargasi dolasan tel ve mikrosnare
teknikleri bir arada kullanilarak ¢ikarilmistir.

38. Ulusal Kardiyoloji Kongresi

Sekil 2. Koronerde kopan Guide-Wire'in floroskopik
goriintiisii

NGLE A\STORE ELUORO

Sekil 3. Kopan Guide-Wire ile etrafina sarilan 3 telin
roskopik goériintisi
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Sekil 4. Kopan Guide-Wire parg¢asinin Cx proksimalinde

etrafina sarilan tellerden ayrildigini gésteren floroskopik
goriinti

Sekil 7. Girisim sonrasi koronerlerin floroskopik goriintiisi

Interventional Cardiology / Coronary
SO-015

Kronik Total Okliizyon isleminde Perforasyon
Yénetimi ve Rotablatér ihtiyaci

Cansu Ebren, Olcay Ozveren, Muzaffer Murat Degertekin
Yeditepe Universitesi Hastanesi, Kardiyoloji Klinigi, Istanbul

Giris: Kronik total oklizyon (KTO) girisimlerinde komp-
likasyon gelisme riski diger perkitan koroner girisim (PKG)
islemlerine gére daha yiksektir. Bizbu olgumuzdaikiayriKTO
damarina yapilan islemde olusan perforasyon, rotablatér ih-

ti k lik énetimini ladik.
Sekil 5. Guide-extension kateteri icinden goénderilen Mi- lyaci ve komplikasyon yonetimini sunmayi amaclads

crosnare ile kopan telin ¢ikartiimasi Olgu Sunumu: Koroner arter hastahgi (KAH), diabetes mel-
litus (DM) ve hiperlipidemi (HL) nedeniyle takip edilen 55
yasinda erkek hasta poliklinigimize CCS-Il angina nedeniyle
basvurdu. Hastanin sag koroner arter (RCA) ve sirkumfleks
arterdeki (CX) KTO lezyonlarina PKG planlandi. Sag radyal ve
sag femoral arterden 7F sheat kullanilarak isleme baslandi.
Oncelikle CX KTO lezyonuna Corsair mikrokateter ile Field-
er XT-R destegi altinda lezyon penetre edildi. Tel ug sertligi
ylkseltilerek Gaia 3 tele gecildi, Gaia 3 tel lezyondan gegir-
ilerek CX distaline ilerletildi. Ardindan obtus marginalis (OM)
distaline mikrokateter ve Fielder XT-R kullanilarak gegildi.
CXstentigilezyona 2.5x15 mm NC balonile dilatasyon uygu-
landi. OM lezyonuna 2.5x15 mm NC balon ile predilatasyon
yapildi. OM lezyonlarina 2.25x30 mm ve OM proksimalinden
CX'e uzanacak sekilde 2.75x22 mm stentler implante edildi.
2.5x15 mm balonlar CX ve OM'de kissing yéntemiyle sisiril-
erek postdilatasyon uygulandi. OM yan dalina Fielder XT-R
ile gecildi. Lezyona 2.25x20 mm balon ile dilatasyon yapildi.
Kontrol goriintiilerde Ellis tip 3 perforasyonizlenmesi Gizerine

b

Sekil 6. Kopan Guide-Wire parcasi
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lezyona 2.25x28 mm stent implante edildi. Perforasyonun il-
erlemesi lzerine stent i¢cine 2.5x13 mm greft stent implante
edildi. Ekstravazasyon devam ettigii¢in lezyona 2.25x20 mm
balon sisirilerek beklemeye alindi. Balon lezyonda 20 dakika
bekletildi. Daha sonra RCA KTO lezyonuna gegildi. Conquest
Pro, Corsair Pro destegialtinda RCA distalineilerletildi. Fakat
mikrokateter ve guideliner destegi altinda Ryurei 1.0 mm ba-
lon ile lezyon gecgilemeyince lezyona rotablatér yapilmasina
karar verildi. Rotawire RCA distaline ilerletildi. 1.5 mm Rota-
link ile rotablatér uygulandi. Lezyona 3.0x38 mm ve 3.5x34
mm stentler implante edildi. Stent icine 3.0x12 mm NC balon
ile postdilatasyon uygulandi, tam ag¢iklik saglandi. Bu ara-
da CX OM kontrol gérintillerinde kontrast extravazasyonu
izlenmedi. Perikardiyosentez ihtiyaci olmayan hastaninislem
sonras! kontrol ekokardiyografilerinde perikardiyal eflizyon
izlenmedi.

Sonug: KTO tedavisi kompleks bir islemdir. Komplikasyonlar
icin hazirlikh olunmalidir. Ayni olguda perforasyon ve farkl
damardaki lezyon tel ile gegilse bile rotablatér kullaniimasi
gerekebilir. iki ayri KTO lezyonu olan hasta farkli strateji ih-
tiyaci ve olusan komplikasyonlara ragmen basariyla tedavi
edilmistir.

Sekil2. CX_CTO 1

Sekil 3.CX_CTO_2

Sekil 1. CTO kolaj

Sekil 4. Perforasyon1
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Sekil 5. Perforasyon 2

Sekil 7. RCA CTO 2

Interventional Cardiology / Coronary
S0O-016

The bigdilemmain the catheter room:
Management of left main coronary
thrombus; Medical treatment?
Interventional treatment?

Ahmet Cadgdas Yumurtas, Ozan Tezen, Levent Pay, Fatma

Can, Mustafa Azmi Sungur, ilhan ilker Avci, Génil Zeren,
Mehmet Fatih Yilmaz, Ufuk Girkan, Can Yicel Karabay

Clinic of Cardiology, Dr. Siyami Ersek Thoracic and Cardiovascular
Surgery Training and Research Hospital, istanbul

Introduction: Left main coronary artery (LMCA) thrombosis
can be seenin a rare part of patients presenting with acute
myocardial infarction (MIl) and mortality of this picture is
Sekil 6.RCACTO1 high. Current treatment methods include medical treatment
with antiaggregant or anticoagulant, mechanical throm-
bectomy, percutaneous revascularization (PCl) and coronary
artery bypass surgery (CABG).

Case Report: In our case we'll describe the way of managing
treatment of an acute Ml patient with thrombusin the LMCA.
38-year-old male patient with a known diabetes risk factor.
Sinus rhythm and biphasic T waves (WellensA type) in leads
V1-V4 were present in electrocardiography of patient who
applied to emergency department with chest pain that devel-
oped after heavy exercise. Transthoracic echocardiography
(TTE) performed in the emergency room, ejection fraction
was 50% and mild hypokinesia was presentin anterior wall. As
the chest pain persisted, patient was taken to catheter room.
Coronary angiography (CAG) revealed a major thrombus im-
age extending from LMCA to left anterior descending (LAD)
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and left circumflex (LCx) arteries. TIMI3 flow and hemody-
namic stability; in addition, patient’s chest pain decreased,
patient was taken to coronary intensive care unit (CICU) and
subcutaneous (SC) low molecular weight heparin (LMWH)
treatment was started with tirofiban infusion that will contin-
ue for 48 hours after aspirin-clopidogrel loading. In CAG after
tirofiban infusion, image of thrombus shrank to extend from
LMCA to LAD; however due to persistence, patient was taken
back to CICU. Thrombolytic therapy was decided to be given
and 50 mg alteplase was given. After thrombolytic treatment,
CAG was performed again and it was observed that throm-
bus image of patient persisted with a slight decrease. Patient
was taken back to CICU and intravenous heparin (UFH) treat-
ment was given for 5 days, keeping the target aPTT interval
high (70-90 seconds). In CAG after heparin treatment, image
of thrombus disappeared and a minimal opaque attachment
was observed only in LAD ostium. Thereupon, it was planned
to give aspirin 100 mg 1x1, clopidogrel 75 mg 1x1 and enoxa-
parin 80 mg 2x1 (SC) for 15 days and then to be checked with
IVUS. Since no atherosclerotic plaque or thrombus was ob-
served in intravascular examination performed 15 days after
last CAG thrombus in first clinical picture was thought to be
in situ thrombus and the patient's treatment was adjusted as
aspirin 100 mg 1x1 and edoxaban 60 mg 1x1. Patient was dis-
charged after an adventure of approximately 30 days.

Discussion: Due to lack of randomized clinical studies on this
group of patients, there is still no consensus on treatment
strategy of LMCA thrombi; however method generally ap-
plied in practice; If there is hemodynamic deterioration,
CABG or PClis primarily medical treatment if there is no he-
modynamic deterioration and TIMI flow grade is 2-3.

Conclusion: In left main coronary artery thrombi, treatment
should be determined individually and patient’'s hemody-
namics should be followed closely.

Figure 1. 1** angiography. Big thrombus in LMCA through LAD-
LCx bifurcation

38. Ulusal Kardiyoloji Kongresi

Figure 2. 2" angiography (after tirofiban treatment)

Figure 3. 3" angiography (after alteplase treatment)
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yapildi. Hastanin yapilan mikrobiyolojik ve gérintileme tet-
kiklerinin hi¢birinde enfektif endokarditi destekleyecek ek
bulgu olmamasi kapaktaki mitral yetmezligin ilerlememesi ve
trombUsin bliylimemesi Gzerine hasta romatolojiye konstilte
edildi. istenen c-ANCA, anti beta-2 glikoprotein IgG ve IgM,
CCP, anti ds DNA, lupus antikoagulani tetkiklerin sonucun-
da sadece anti beta-2 glikoprotein IgG 51.2 U/ml (<12), lupus
antikoagilani 2.88 (<1.2) ile pozitif gelmis olup primer AFAS
sendromu tanisi konuldu. Bilinen ¢ gebelik ve G¢ canli dogum
6yklsl olan hastaya tedavide warfarin 5 mg baslandi. 3 ay
boyunca optimal INR araliginda warfarin tedavisi alan hasta-
ya yapilan kontrol TTE'de trombdsin kayboldugu, mitral yet-
mezliginin ilerlemedigi goérildi (Videos 4, 5, 6). Primer AFAS
tanisiile warfarin tedavisine devam edildi.

Sonug: SVO hastalarinin etyolojisinde AFAS akilda tutulmasi
gereken bir tani olup kalp kapaklarinda trombds olan hasta-
Figure 4. Last angiography and IVUS image of LMCA larda enfektif endokarditile ayrimi yapilmasi kritik 8nem arz
etmektedir. Bizim hastamizda oldugu gibi G¢ canli dogum
6yklsini AFAS sendromu tanisini ekarte ettirmemelidir.
Kalp kapaginda vejetasyon ve SVO birlikteliginde aklailk ge-

Valvular heart diseases len tani olan enfektif endokardit icin ampirik antibiyoterapi
SO-017 baslanmasi her zaman uygun dedildir.
PHILIPS TIS0.1 MI 0.5
Enfektif endokarditi taklit eden L DISKAPI EAH X7-2tAdult
. . . . z ma
antifosfolipid antikor sendromu 126
o 125 w0 : I
Nadire Isik Erol, Mehmet Taha Ozkan, Engin Algl, Murat Tulmag l

Ankara Diskapi Yildirim Beyazit Egitim ve Arastirma Hastanesi,
Kardiyoloji Klinigi, Ankara

Giris: Antifosfolipid antikor sendromu (AFAS) arterial/venéz
tromboz ya da tekrarlayan gebelik morbiditesi ve kalici anti-
fosfolipid antikor pozitifligi ile karakterize otoimmin sistemik
bir hastalktir. Antifosfolipid antikorlarin, ilgili proteinlerine
baglanmasi sonucunda endotel aktivasyonu ile protrombotik
durum olusturdugu disidnilmektedir. iskemik SVO, AFAS'in en
ciddi arterial komplikasyonlarindan biridir. Kirk bes yas éncesi
iskemik inmelerin %20'sinden AFAS sorumlu tutulmakla bera-

ber klinik olarak tani ¢ogu zaman atlanabilmektedir. ?E‘H zé‘*; g‘g“ anan

Olgu sunumu: 40 yasinda bilinen hastaligi olmayan kadin
hastanin acil servise konusmada pelteklesme sol ekstremi-

telerde gli¢slizlik sikayetleri ile basvurmasi Gzerine ¢ekilen PHILIPS TISO.7 MI0.4
i ' & i ivesi X7-2t/Adult

difizyon MR'da sag bazal gangliyon seV|ye5|“nde putamenden i i

yukari uzanan akut difiizyon kisitlamasi gérildi. Noroloji ser- 12em

vis takibinde etyolojiye yénelik yapilan TTE'de 1. derece mitral p A% o

yetmezlik ve mitral kapak leafletlerinde trombds ile uyumlu
gorinim olmasi tzerine yapilan TEE'sinde AMVL lzerinde 0.6
cm X1.5 cm boyutlarinda ve PMVL lzerinde 1.4 cm uzunlugun-
da vejetasyon uyumlu gortnimler izlendi (Sekil 1, Videos 1, 2,
3). Hasta kardiyoloji servisine enfektif endokardit 6n tanisiy-
la devir alindi. DUKE kriterlerinden 1 major 1 minor kriter ol-
masl Uzerine hasta enfeksiyon hastaliklarina konsilte edildi.
Takiplerinde hi¢ atesiolmayan ve mevcut skorlamasiile enfek-
tif endokardit tanisi kesin olarak konulamayan hastaya kardi-
yoloji, kalp damar cerrahisi ve enfeksiyon hastaliklari kon-
seyinde ampirik antibiyoterapi baslanmamasina karar verildi.
Toplamda 5 set kan kiiltird ve coxiella burnetti, brusella an-

i
PAT T: 37.0C
tijeni tetkikleri génderildi. G6z dibi muayenesi yapildi. Batin TEET. 38.8C

icin olasi embolik enfeksiyon odagi i¢in batin ultrasonografisi Sekil 2. TEE MY géruntisi
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Sekil 3. TEE 3D. Vejetasyon gériilen 3D TEE gorlintusii
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Sekil 4. TEE 3D. Vejetasyon gériilen 3D TEE goéruntiisii
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Sekil 5. Kontrol TTE uzun aks gérintiisii

Sekil 7. Kontrol TTE MY gériintiisti

Valvular heart diseases

SO-018

Calcified amorphous tumor of rheumatic mitral
valve presenting with cerebellar embolism

Muhammed Ensar Aslan, Sabir Yalin, Bilal Tungtirk, Halil
Baser, Medeni Karaduman, Emrah Erdogan

Department of Cardiology, Yizinci Yil University Faculty of
Medicine, Van

Introduction: Calcified amorphous tumors (CAT) are rare,
non-neoplasmatic masses of the heart that histologically
consist of calcification, inflammatory cells, and amorphous
fibrotic material. As it will be asymptomatic, it can be de-
tected after dyspnea and systemic embolism symptoms.

Our case is a young patient in whom CAT was detected af-
ter cerebellar embolism. The fact that it developed from the
rheumatic mitral valve makes our case unique.
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Case Report: A 19-year-old male patient applied to the
emergency department with complaints of dizziness, nau-
sea and vomiting for 1 day. The patient’s gx was 15, pupils
were isochoric in eye examination, left nystagmus in eye
movements, dysarthriain speech and Romberg test was pos-
itive. The patient had known rheumatic mitral valve disease.
Diffusion MRI performed after urgent evaluation revealed
acute diffusion restriction in the left cerebellum and cere-
bellar vermis (Fig. 1A). He was then taken to the neurology
intensive care unit.

In the etiology investigation of the patient; Biochemical pa-
rameters were normal, blood cultures, hepatitis b-c, HIV
syphilis and viral parameters were negative, and thrombo-
philia panel was normal.

A suspicious calcific mass image was observed in the anteri-
or mitral valve leaflet in the patient who was scheduled for
transthoracic echocardiography (Fig. 2A-B). Transesoph-
ageal echocardiography revealed a 5-6 mm diameter, hy-
podense, peripheral calcific mass without acoustic shadow
in the anterior leaflet a2 scallop (Fig. 2C-D). Tumor resection
was performed in the patient who was taken to emergen-
cy surgery with the preliminary diagnosis of valve myxoma,
fibroelastoma and inflammatory masses (Fig. 1B). It was re-
ported as a calcified amorphous tumor in the pathology lab- Figure 1A.
oratory (Fig. 3A-B).

Discussion: Our case is unique as no case has been report-
ed in the literature with RHD and CAT located on the mitral
valve. Although CAT's mostly involve the mitral valve, they
are most common in patients receiving hemodialysis and
have annular valve calcification.

Histologically diagnosed CAT's are characterized by micro-
scopically degenerated blood elements and nodular cal-
cification from the background of chronic inflammation.
Pulmonary or systemic embolization is present in 31% of re-
ported cases. The natural history of these masses, the risk
of embolic events and the management strategy have not
yet been fully elucidated. It is important to resect left-sid-
ed tumors to prevent sudden death and arterial embolism,
even in asymptomatic patients, in layers ranging in size from
small point lesions to very large masses. We performed sur-
gical resection in our patient who presented with cerebellar
embolism. Considering the prevalence of RHD, especially in
developing societies, young patients with ischemic events
should be evaluated in detail, and TEE should be performed
in suspicious cases. In the only case where RHD and CAT were
reportedintheliterature, thelocalization of the mass wasin-
tramyocardial.

Figure 1B.
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Figure 2D.

Figure 2B.

Figure 2C.

Figure 3B.
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Arrhythmia / Electrophysiology / Pacemaker / CRT-ICD
SO-019

Hipopituitarizme bagliuzun QT sendromu
ve monomorfik ventrikiiler tasikardi: Nadir,
olimciil ve tedavi edilebilir bir olgu

Saadet Avunduk’, Onur Aslan?

'Denizli Devlet Hastanesi, Kardiyoloji Klinigi, Denizli
?Mersin Sehir Hastanesi, Kardiyoloji Klinigi, Mersin

Hipopituitarizm semptomlari genellikle kroniktir ve spesifik
degildir, ancak nadiren de olsa akut ve yasami tehdit eden
belirtilere sahip olabilir. S6z konusu hastanin bilinen kardi-
yak, norolojik ve endokrin hastalik 6yktsi yoktu ve son bir yil-
da tekrarlayan senkop ataklari nedeni ile néroloji kliniginde
takip edilmekteydi. En son senkop ataginedeniile acil servise
getirtilen hastanin nérolojik muayenesi ve tetkikleri nor-
mal olmasi nedeni ile monitérlt takip amaciyla kardiyoloji
kliniginde izleme devam edildi. Fizik muayenede, kan basinci:
100/55 mm Hg, nabiz 50/dk, kardiyak Gfirim yoktu. Elektro-
kardiyogramda, uzamis QT aralidi (cQT: 511 ms) ile sinls bra-
dikardisi (Kalp hizi: 50 atim/ dakika) izlendi (Figtr 1). Hasta
yatisinin 2. giintinde senkop gecirdi ve monitdrde es zamanli
ventrikiler tasikardi tespit edildi (Figir 2). Hastanin labor-
atuvar tetkikleri panhipopituitarizm ile uyumluydu: siddetli
sekonder hipotiroidi (TSH: 0,05 ulU/dL, serbest T4: <0,44ng/
dL, T3: 1,69 pg/mL) adrenal yetmezlik ve tim digern hipofiz
hormonlarinda azalma saptandi.

Beyin manyetik rezonans gériintiilemesinde parsiyel bos sel-
la izlendi ve hipopitiitarizm tanisi kesinlestirilerek hidrokor-
tizon ve ardindan levotiroksin tedavisi baslandi. Tedavinin
3. ginldnden sonra senkop veya eslik eden ventrikiler aritmi
izlenmedi. Yatisinin 18. glininde cQT intervalinin tamamen
normale geldigi izlendi (cQT:340ms) (Figlr 3). Hipotiroidizm,
adrenal yetmezlik veya panhipopitiitarizm gibi hormonal
bozukluklar, geri dénisimli kardiyomiyopati, uzun QT sen-
dromu ve ventrikiler aritmileri¢in olagandisi nedenler olarak
distnulmelidir. Cihaz tedavisi veya antiaritmik tedaviden
6nce metabolik nedenlerin diizeltilmesi mutlaka gereklidir.

RR  rpm NIBP 7
13 "o i

Hasta Y&n. Yatak Gost. Dalga In
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Olgu sunumu: Bilinen koroner arter bypas 6ykilsi olan 66
yasinda erkek hasta klinigimize efor dispnesi ile basvurdu.
Hastanin yapilan ekokardiyografisinde ejeksiyon fraksiy-
onu %30 olarak gorildi. Optimal medikal tedaviye ragmen
fonksiyonel sinif 2 olan hastaya ICD implantasyonu plan-
landi. Hasta islem sonrasi takiplerinde gégts agrisi olmasi
Gzerine ¢ekilen g6gus filminde hafif plevral efiizyon géruldi.
Hastanin takiplerinde hipotansiyon ve saturasyon distkligu
de gelismesi Gzerine yeniden ¢ekilen g6gis grafisinde sol ak-
cigerin havalanmadigi gérildi ve hemotoraks lehine deger-
lendirildi (Sekil 1). Hasta gogls cerrahisine konsilte edildi.
Tup torakostomi yapildi. Drengj ile hastanin tansiyonu nor-
mal sinirlara geldi. Ancak tipiinden aktif hemoraijik geleniol-
masi ve takiplerinde eritrosit sispansiyonuna ragmen hemo-
globin degerinin tedrici olarak diismesi lizerine hasta kateter
laboratuvarina alindi. Aksiller arterin sliperior torasik dalin-
dan hematom bélgesine opak kagisi izlendi (Sekil 2). Aksiller
artere greft kapli stent yerlestirilmesi de bir se¢cenek olmakla
birlikte daha azinvaziv olmasi nedeniyle 6ncelikle selektif gi-
risim planlandi. Whisper LS kilavuz tel ile riptlire segmente
dontldi. Corsair mikrokateter ile riptire dal ostiumuna
oturuldu. Kasik bélgesinden alinan cilt alti adipoz doku uygun
teknikle riptire dalaembolize edildi. Hematomiile iliskili dal-
daakiminkayboldugu gériildi (Sekil 3). islem sonrasihastanin
yodgun bakim takiplerinde hemoglobin distsl durdu. Eritrosit
slispansiyonu gereksinimi olmadi. 5 giin sonra gégus cerra-
hisi tarafindan hematom bosaltilmasi i¢in minitorakatomi
yapilan hastanin 1. ay kontroliinde ¢ekilen gégts grafisinde
akcigerin ekspanse oldugu gérildd (Sekil 4). Hastanin 3. ay
kontroliinde sag ve saglkli oldugu goraldi.

Sonug¢: Cihaz implantasyonu sonrasi hastalar isleme bagh
erken dénem komplikasyonlari agisindan yakin takip edilmeli
veislem sonrasihemotoraks durumlarinda arter zedelenmesi
nadir gorilse de akla gelmelidir. Direngli olgularda bu vakada
oldudu gibi selektif girisim hayat kurtarici olabilir.

Arrhythmia / Electrophysiology / Pacemaker / CRT-ICD
SO-020

ICD implantasyonu sonrasi gelisen
hemotoraksin sira disi yonetimi

Hamza Sunman’, Mehmet Taha Ozkan', Saner Bahadir G&k,
Ulki Eren?, Sinan iscen’, Murat Tulmac!

"Ankara Diskapi Yildirim Beyazit Egitim ve Arastirma Hastanesi,
Kardiyoloji Klinigi, Ankara

2Ankara Diskapi Yildirim Beyazit E§itim ve Arastirma Hastanesi,
Gé&gus Cerrahisi Klinigi, Ankara

Giris: implante edilebilen kardioverter defibrilatér (ICD)
primer ve sekonder koruma amaciyla mortalite faydasi
gosterilmis, kilvauzlarca énerilen cihaz temelli bir tedavi
secenegidir. isleme bagl nadir olmakla birlikte hayati kom-
plikasyonlar gorilebilmektedir. Subklavian ven ponksiyonu
sirasinda iyatrojenik olarak %0,05 oraninda hemotoraks
gelistigi litaratlrde bildirilmistir.

Sekil 1. islem sonrasi gé§iis filmi
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Sekil 2. Ruptiire damar

Sekil 3. Yag embolizasyonu sonrasi

Sekil 4. Post op 1. ay kontrol
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Cardioneuroablation for carotid sinus
syndrome secondary to orofarengeal
squamoz cell cancer

Serdar Bozyel, Osman Muhsin Celik, Metin Cadgdas, Tumer
Erdem Giler

Clinic of Cardiology, Kocaeli Derince Training and Research
Hospital, Kocaeli

Head and neck tumors can rarely cause carotid sinus syn-
drome and this often resolves by surgical intervention or
palliative chemoradiotherapy. If these modalities are not an
option or ineffective, the mostly preferred treatmentis per-
manent pacemaker therapy. Here, we present the first case
of cardioneuroablation treatment performed in patient with
an orofarengeal squamoz cell cancer developed recurrent
asystole and syncope attacks due to compression of the ca-
rotid sinus on neck movement.

A 63-year-old male patient diagnosed with oropharyngeal
keratinized type squamous cell cancer was referred to our
otolaryngology outpatient clinic for the treatment. He faint-
ed while waiting for the examination in front of the otolar-
yngology outpatient clinic was brought to the emergency
room. Blood pressure was 80/50 mm Hg and the ECG showed
a nodal rhytm with 27 bpm (Figure 1A) and after 1 mg of in-
travenous atropine, the heart rate was 62 beats/min with
normal sinus rhythm and blood pressure was recorded as
110/70 mm Hg. On physical examination, an ulcero-vegeta-
tive lesioninvolving the left side of the mouth, the soft palate
and the posterolateral side of the tongue was observed (Fig-
ure 1B). He was hospitalized in the coronary care unit (CCU)
for follow-up with the preliminary diagnosis of secondary
CCS related to oropharyngeal squamous cell cancer. In the
following days, recurrent episodes of asystole and subse-
quently hypotension, which disrupted hemodynamics, were
observed. Hemodynamic response was achieved with IV at-
ropine in all episodes. A temporary pacemaker was implant-
ed.

Because the symptoms are thought to be due to mass-re-
lated carotid sinus syndrome, the patient was consulted
with head and neck surgery department of otolaryngology.
Axial and coronal contrast-enhanced makxillofacial neck CT
image depicts left oropharyngeal wall lesion extends to the
left retromolar trigone and invading soft palate (Figure 2A).
The mass, which was evaluated as a diffuse head and neck
tumor, was considered inoperable. At the same time, perma-
nent pacemaker (PM) was recommended for cardiac find-
ings. Asthe patientrefused PMimplantation, anovel therapy
cardioneuroablation was proposed and then performed.

Afterwards, ablation procedure led to an increase in resting
sinus heart rhythm (from 54 to 81 bpm). The procedure was
completed without any complications. In the CCU for one
day and the service follow-up afterward, the patient did not
have any symptoms.



In the first week after discharge, the lowest heart rate was
61and the mean heartrate was 75/minin 24-hour ECG Holter
monitoring. No bradycardia episodes was observed (sinus
bradycardia, sinus pause, AV block etc..). During the fol-
low-up period of about 2 months, no symptoms occurred in
the patient.

Figure 1. An ulcero-vegetative lesion involving the left side of
the mouth, the soft palate and the posterolateral side of the
tongue

Figure 2. 12 lead electrocardiogram showed a nodal rhytm
with 27 bpm
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Figure 3A. Axial and coronal maxillofacial neck contrast-en-
hanced CT

Axial and coronal maxillofacial neck contrast-enhanced CT
image depicts left oropharyngeal wall lesion (arrows), ex-
tends to the retromolar trigone (star) and invading soft pal-
ate (oblic arrow).
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Figure 3B. Axial and sagittal maxillofacial neck contrast-en-
hanced CT

Axial and sagittal maxillofacial neck contrast-enhanced CT
images shows multiple left necrotic level 2 and 3 lymphade-
nopaties (horizontal arrows) that encases internal carotid
artery (oblic arrow) and internal jugular vein(ocluded).

Figure 4A. Three-dimensional electroanatomic maps of both
atria

LA, left atrium; RA, right atrium; SVC, Superior vena cava;
IVC, inferior vena cava; MV, mitral valve; TV, tricuspid valve;
LSPV, left superior pulmonary vein; LIPV, left inferior pulmo-
nary vein; RSPV, right superior pulmonary vein; RIPV, right
inferior pulmonary vein; LAA, left atrial appendage; CS, cor-
onary sinus.

As-SVC GP
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Figure 4B. Ablation points show location of ganglionated
plexuses on the basis of fragmented electrograms. These
sites were ablated in the following order: the left superior
GP (LSGP) on the supero-posterior surface of the left atrium
(LA), The Marsh
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LA, left atrium; RA, right atrium; SVC, Superior vena cava;
IVC, inferior vena cava; MV, mitral valve; TV, tricuspid valve;
LSPV, left superior pulmonary vein; LIPV, left inferior pulmo-
nary vein; RSPV, right superior pulmonary vein; RIPV, right
inferior pulmonary vein; LAA, left atrial appendage; CS, cor-
onary sinus.

Figure 4C. Ablation lesions were tagged according to time as
follows: White (<5 s); pink (5 to 15 s); and red (>15 s)

LA, left atrium; RA, right atrium; SVC, Superior vena cava;
IVC, inferior vena cava; MV, mitral valve; TV, tricuspid valve;
LSPV, left superior pulmonary vein; LIPV, left inferior pulmo-
nary vein; RSPV, right superior pulmonary vein; RIPV, right
inferior pulmonary vein; LAA, left atrial appendage; CS, cor-
onary sinus.
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Alisiimadik Reel sendromu vakasi: Pektoral
kasi pace eden kardiyak pacemaker
disfonksiyonu

Taner Sen, Mevlit Demir, Mehmet Ali Astarcioglu

Kitahya Saglk Bilimleri Universitesi Tip Fakdiltesi, Kardiyoloji
Anabilim Dali, Kiitahya

Twiddler sendromunun baska bir formu olan Reel sendromu,
kalp pilibataryasinin enine eksenitizerinde dénmesi ve ardin-
dan leadlerin sarilmasi nedeniyle olusan nadir bir pacemaker
disfonksiyonu nedenidir. Pacing kablosunun yerinden ¢ik-
masina ve geri ¢ekilmesine neden olur.

Vakamizda Reel sendromu gelisen, sol ventrikil leadinin pek-
toral kasiuyarmasiile tespit edilen olguyu sunduk.

Yaklasik 10 ay énce iskemik kardiyomiyopati nedenli CRT-D
implantasyonu yapilan hasta yaklasik 3 glin 6nce evinin igini
boyama amaciyla fir¢a kullanmis. Ardindan sol pektoral kas
bdlgesinde, gégJus kasinda siirekli kas seyirmesi sikayeti ile
kardiyoloji poliklinigine basvurmustur (Video 1). Oykisiinde
koroner arter hastalgi, iskemik sistolik kalp yetmezIigi, atri-
yal fibrilasyon ve hipertansiyon éykist mevcuttu. Kullandigi
ilaglar warfarin 1*5 mg, spironolakton 1*50 mg, metoprolol
1*50 mg, amiodaron 1*200 mg, trandolopril 1*2 mg, digoksin
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1*0,25 mg, furosemid 1*40 mg olarak izlendi. Yapilan eko-
kardiyografisinde, ejeksiyon fraksiyonu %25, 3. derecede
mitral yetersizlik, sag kalp bosluklari i¢erisinde pacemaker
leadleriizlendi. EKGsinde bazal ritim atriyal fibrilasyon, pace
ritminde oldugu izlendi. Fizik muayenesinde sol klavikula
altinda, pacemaker bataryasinin altindaki pektoral kasin
dizenli ve ritmik olarak kasildigi izlendi (Video 1). Yapilan
pil kontroliinde sol ventriklil leadinde pace ve sens kaybi
izlendi. Once akciger X-ray ile degerlendirilen hastaya sko-
pi esliginde pacemaker leadlerinin kontroll yapildi. Yapilan
skopide, sol ventrikil leadinin yerinden ayrildidi, bataryanin
¢evresine dolanarak geri geldigi ve bu bélgede temas et-
tigi pektoral kasi uyardigi gérildd (Video 2). Ardindan lead
revizyonu planlandi. Kateter laboratuvarina alinarak steril
hazirlik ile pil yeri agildi. Sol ventrikil leadi yerinden ¢ikarildi
ve tekrar ponksiyon ile koroner sinlse tekrar yerlestirildi
(Video 3). Komplikasyonsuz olarak islem sonlandirilarak has-
ta taburcu edildi.

Bu vakada amacimiz, pacemaker implantasyonu yapilan
hastalarda kol maniplasyonlarinin ézellikle erken dénemde
ciddi komplikasyonlara yol ag¢abilecedi, ayrica pacemaker
bélgesindeki ani diizenli kas pulsasyonlarinda “Reel” sendro-
munun da etyolojik bir faktér olarak distintilebilecegini gés-
termektir.
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Catheter ablation of premature ventricular
contractions originating from LV summitin
a patient with the bioprosthetic sutureless
aortic valve

Blsra Kuru, Basar Candemir

Department of Cardiology, Ankara University Faculty of Medicine,
Ankara

Catheter ablation for ventricular arrhythmias has become
prevalentin recent years. The left ventricle (LV) outflow tract
(LVOT) is a common location for the origin of idiopathic pre-
mature ventricular contractions (PVC) or ventricular arrhyth-
mias (VA). PVC and VA ablation in patients with aortic valve
replacement (AVR)is challenging, especially mapping and ab-
lationin the periaortic region.

We present a case of a 83-year-old man with PVCs from the
LV summit. The patient had a history of bioprosthetic suture-
less (Perceval) aortic valve replacement and AF ablation. He
underwent electrophysiologic testing and catheter abla-
tion. LV access was obtained via retrograde aortic approach.
PVCs were mapped below the prosthetic valve also above
the valve. Best activation and pace maps at the subvalvular
area. The earliest endocardial site is almostisochronal.

50 watt RF energy immediately terminated the PVCs. There
were no significant changes in valve function after ablation,
atrioventricular block, or other complications.



Catheter ablation of PVCs from the periaortic region can be
achieved using retroaortic approach safely.
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Figure 1. The fluoroscopicimage was obtained in aright ante-
rior oblique projection
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Figure 2. Left: Electroanatomic map of the LVOT. The red dots are
sites where ablation lesions were delivered to eliminate the PVCs.
Right: Earliest Ventricular activation point located in the LVOT
subvalvular area but almostisochronalin the endocardial sit

Other
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Pnémoperikardiyum ve konstriktif
fizyolojiye neden olan piriilan perikarditin
basariliyénetimi

Mehmet Taha Ozkan', Reha Yasin Sengiil', Saner Bahadir

Gok', Suleyman Kayisoglu', Seyda Sahika Mutlu?, Serife
Merve B6lik?, Engin Algil', Murat Tulmag!

'Ankara Diskapi Yildirim Beyazit Egitim ve Arastirma Hastanesi,
Kardiyoloji Klinigi, Ankara

2Ankara Diskapi Yildirim Beyazit Egitim ve Arastirma Hastanesi,
Dahiliye Klinigi, Ankara
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Giris: Eriskinlerde pirilan perikardit nadir gérilmekle birlik-
te tedavi edilmemesi durumunda her zaman &limcdl 6zel-
liktedir. Tedavi uygulanan hastalarda dahi mortalitesi %40
oraninda goéridlmektedir. Mortalite genellikle tamponad,
toksisite ve konstriksiyona baglidir. immiinsuprese hasta-
larda daha sik goérilmekle birlikte imminsuprese olmayan
hastalarda da gérilebilmektedir. Biz bu vaka sunumunda
pndmoperikardiyum ve konstriksiyon fizyolojisine neden
olan pirtlan perikarditin basarili ydnetimini sunduk.

Olgu sunumu: 38 yasinda kadin hasta acil servise nefes dar-
g1, halsizlik, bacaklarda sislik ile basvurdu. Oykisiinde
1 hafta 6nce plevral ve perikardiyal mayi nedeniyle yatis
Oyklsl oldugu ve torasentez yapildigi o6grenildi. Fizik
muayenesinde kalp sesleri ritmik ve dizenli tansiyonu 110/70
mm Hg, solunum sesleri bazallerde azalmis ve pretibial
6dem 2+ olarak gorildi. Hastada kalp yetersizligi semptom
ve bulgulari olmasi lzerine ekokardiyografisi yapildi. Eko-
kardiyografide ¢epegevre en kalin yerinde 2 cm perikardiyal
mayi ve interventrikiler septumda bounce hareketi goérildi
(Figlr 1). Cekilen gégis tomografisinde perikardiyal aralikta
hava gérinimd izlendi (Figlr 2). Hastaya perikardiyosentez
ve kalp kateterizasyonu planlandi. Kateterizasyonda her iki
ventrikilde diyasyolik basinglarin esit oldugu; hizli mayi in-
flizyonu sonrasinda da basing esitliginin devam ettigi izlen-
di. islem sirasinda skopide pndémoperikardiyumla uyumlu
gorantm izlendi (Figlr 3). Sonrasinda floroskopi ve ekokardi-
yografi esliginde micropuncture ile perikarda girildi. Peri-
kardiyal bosluga pigtail kateter yerlestirildi. 150 cc pirdlan
mayi bosaltildi. (Figir 4). Perikardiyal bosluga tPA verildi
ve glnlik olarak yikama yapildi. 7. glinde piridlan mayinin
seréze dénmesive geleninin olmamasi Gzerine pigtail kateter
¢ekildi. Piridlan mayiden génderilen kiltirlerde metisilin du-
yarli Staphylococcus aureus tremesi oldu. Hastaya ampisilin
intravendz yoldan 4 x 3 gr baslandi. Ayirici tanida tiberkiloz
perikardit de duslinilen hastada perikard sivisindan arb ve
mikobakteri kiiltlrd ve interferon gama salinim testi (Quan-
tiferon) gonderildi. Tuberkiloz lehine bulgu saptanmadi.
Konstriktif perikardit fizyolojisi gelisen hastada konjesyon,
hipoalbiiminemi ve yogun periferik 6dem goérilmesi lizerine
albumin replasmani ve dilretik inflizyonu verildi. Hastaya
6 hafta iv. antibiyotik tedavisi verildi. Haftalik olarak eko-
kardiyografik kontrolleri yapildi. Hasta perikardiyektomi
agisindan yakin takip edildi. Klinik olarak belirgin rahatlama,
kalp yetersizligi bulgularinin diizelmesi ve takiplerinde kon-
striktif fizyolojinin kaybolmasi nedeniyle é haftanin sonun-
da hasta taburcu edildi. 1. ay kontrolinde yapilan ekoda
perikardiyal mayinin olmadigi ve septal bounce hareketinin
kayboldugu gorildi (Figdr 5).

Sonug: Pirllan perikardit hastalarinda hizla konstriktif fizy-
oloji gelisebilecedi akilda tutulmali; erken antibiyotik tedavi-
si ve yakin eko takibi ile cerrahi gereksinim kalmadan tedavi
edilebilecedi bilinmelidir.
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Figiir 1. Ekokardiyografide septal bounce hareketi

Goglis tomografisinde pnémoperikardiyum

Figiir 3. Floroskopide pnémoperikardiyum goriiniimi
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Figlir 4. Purilan perikardiyal mayi érnegi

Figlir 5. 1. ay kontrol ekokardiyografi

Heart Failure
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Strainimaging in management of
eosinophilic myocarditis

Ferit Onur Mutluer’, Omer Sénmez?, Bengii Togay’, Ozge
Ozden*, Lale Ding Asarcikli®, Tolga Aksu’

'Department of Cardiology, Yeditepe University Hospital, istanbul
2Yeditepe University Faculty of Medicine, istanbul

3Acibadem University Faculty of Medicine, istanbul

“Department of Cardiology, Memorial Bahgelievler Hospital, istanbul
SDepartment of Cardiology, Istanbul Siyami Ersek Thoracic and
Cardiovascular Surgery Training and Research Hospital, istanbul

We introduce the case of a 25-years-old female patient with a
history of allergic asthma, presenting with chest paint. Cardiac
biomarkers were elevated. Strain imaging and cardiac mag-
netic resonance imaging demonstrated cardiac involvement
as well, and she was diagnosed with myopericarditis. Given the
hypereosinophilia and clinical correlation, she was diagnosed
with Eosinophilic Granulomatosis with Polyangiitis (EGPA). The
myopericarditis was considered to be linked to EGPA. After low
dose corticosteroid and cyclophosphamide administration,



biomarkers and strainimaging demonstrated the recovery.

25 years-old female patient admitted to emergency room with
chest pain. Medical history of the patient was remarkable with
allergic rhinitis, and allergic asthma accompanied by migratory
pulmonary infiltrates which was treated with methylprednis-
olone, budesonide and salbutamol. Laboratory investigations
demonstrated an total Immunoglobulin E value of 222.2 IU/mL. Vi-
tals were within normal limits with a blood pressure of 124/78 mm
Hg, heart rate of 77 bpm. Arterial oxygen concentration was 98%
atroom air. ECG demonstrated diffuse precordial ST depressions.
Troponin | level was elevated at 7.836 ng/mL (URL=0.0156). Com-
plete blood count demonstrated hypereosinophilia (2,87x10%/ul).
Echocardiography was remarkable with pericardial effusion limit-
edto posterobasal segments and depressed LV globallongitudinal
strain with impaired strain mainly in posterior and posterolateral
segments. Cardiac magnetic resonance imaging demonstrated
normal ejection fraction (LVEF=52%), subepicardial and midmyo-
cardial late gadolinum enhancement in the inferior and inferolat-
eral wallsin basal and mid segments, and minimal myocardial ede-
ma. LV was free of thrombus. Coronary angiogram demonstrated
normal coronary arteries. With the preliminary diagnosis of eosin-
ophilic myocarditis, the patient was consulted with rheumatolo-
gy. p~ANCA and c-ANCA were negative and rheumatoid factor
(RF) was positive (85.1 lU/mL). Electromyography demonstrated
no abnormalities. Paranasal sinus computed tomography (CT)
demonstrated frontal sinusitis. The patient satisfied the diag-
nostic criteria for EGPA (Figure 1). Endomyocardial biopsy was not
performed due to high risk of the procedure and the fact that the
diagnosis was already made according to validated criteria. Low
dose corticosteroid was started and titrated up to 1 mg/kg. Be-
sides low dose corticosterioid administration, carvedilol 6.25 mg
2x1 and acetylsalicyclic acid 81 mg were started. One month lat-
er, due to incomplete remission in myopericarditis shown by strain
imaging, patient was started on cyclophosphamide 500 mg once
in a month. Follow-up echocardiography at é6-months showed
complete recovery in GLS with resolution of pericardial effusion.
Regular follow-ups with NT-ProBNP, strain imaging and eosino-
phil counts demonstrated relaps-remitting nature of the disease
and complete remission with cyclophosphamide (Figures 2, 3).

| ) Paranasal sinus abnormality

ASTHMA:Wheezing
S—| or expiratory ronchi

Extravascular
eosinophils: Biopsy

proven
Eosinophilia: >10% on
differential White Blood Cell

Pulmonary infiltrates, non-fixed |————F—u

_—

multiple
mononeuropathies, or z
polyneuropathy i1h

Figure 1. Diagnostic Criteria of EGPA. Minimum four of the men-

tioned criteria are required to establish the diagnosis of EGPA.
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Figure 2. Strain Imaging. The figures demonstrate the AGLS
values on the dates 07.04.2022 and 22.08.2022

Cyclophosphamide
Glucocorticoid

unt(1000/uL)

4 April 7 April 10 April 22 April 29 April 21 May 20June 22 August

Figure 3. Biomarkers. The graph represents changes in AGLS
absolute values (%), eosinophil count (1000/uL) and NT-proB-

NP (pg/mL) by time. In addition, the duration of cyclophospha-
mide and corticosterid administration are also demonstrated.

Heart Failure
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Gaucher hastaliginda nadir bir klinik olgu:
Ciddi aort stenozu ve mitral yetmezlik

Selen Cansu Altun, Goézde Cansu Yilmaz, Kibra Korkmaz,
Turkan Seda Tan, Yakup Yunus Yamantiirk, Demet Menekse
Gerede Uludag

Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Giris: Gaucher hastaligi en sik gérilen lizozomal depo
hastahgidir. Gaucher hastaligi multisistemik otozomal resesif
bir hastaliktir. N6érolojik semptomlarin varligina ve siddetine
gore 3 alt tipe ayrilr. tip I, non-néronopatik (%95); tip II, akut
néronopatik; ve tip lll, kronik néronopatik. Olgumuzu geng
yaslarda ciddi kardiyovaskiler bulgularla seyreden tip IlIC
Gaucher hastaliginin nadir gérilmesi nedeniyle sunuyoruz.

Olgu Sunumu: Bilinen Gaucher hastaligi tanisi ve kardiyak tu-
tulumu olan 18 yasinda kadin hasta ekokardiyografik deger-
lendirme amaciyla tarafimiza yénlendirildi. Mayis 20271'de
baska merkezde ¢ocuk metabolizma klinigine basvurmus
masif splenomegali ve arteriyal kalsifikasyonu olmasi ned-
eniyle Gaucher
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hastaligindan stphelenilmis ve enzim diizeyleri génderil-
erek tani konmus. Hastanin basvurusunda eforla provake
olan 6ksirik ve dispne sikayeti mevcuttu. Ekokardiyografide
sol kalp bosluklar dilate sag kalp bosluklari normal olarak
gorildi. Sol ventrikll miyokardi hipertrofik duvar hareketleri
hipokinetik sistolik fonksiyonu depreseydi. Mitral kapak kalin
kordalarda parlak eko dansitelinoddillerizlendi. Kapak agilimi
kisitli kapanmasi tam degildi (maximum mitral gradient: 12
ortalama mitral gradient: 4). Triklspit kapakta yapisal bozu-
kluk izlenmedi. Aort kapak kalin kalsifik agilimiileri derecede
kisithydi (Max aort gradienti 88 mm Hg; ortalama aort gradi-
enti 66 mm Hg; vmax: 4.7 m/sn).

Cekilen torako-abdomino-pelvik BT anjiografide aortik
kapak dizeyinde ¢ikan aortadan baslayan, ¢dliak trunkus
proksimaline ulasan kalsifikasyonlar izlendi (Figtr 1). Daha
sonra hastaya transézefageal ekokardiyografi yapildi. Sol
atrium ve sol atrial appendikste SEK ve trombds izlenmedi.
Aort kapak ve aort kéki ¢ikan aorta boyunca kalin yapida
olup kapak ag¢ilmasi belirgin kisithydi. 1. derece AY mevcut- Figlir 2. Aortik kapagin kalin ve kalsifik ekokardiyografik
tu. Mitral kapak kalin olup arka kapak hareketi kisith 3-4. goriintisi

derece MY mevcut triklispit kapak kalin yapida olup 2-3.
derece TY izlendi (Figir 2, 3). Semptomatik ciddi aort darhigi
ve mitral yetmezligi olan hastada kardiyak agidan AVR-MVR
operasyonuna karar verildi. Hastaya 6ncesinde perioperatif
stre¢te komplikasyonlarin énlenmesi amaciyla operasyon
6ncesinde enzim replasman tedavisini almasi planlandi.

Tartisma: Gaucher hastaliginda kalp tutulumunailiskin 6nce-
ki raporlar nadirdir. Mitral ve/veya aort kapak kalsifikasyonu
olan geng hastalarda Gaucher hastahgi tip Il disinilmelidir.
Gaucher hicrelerinin miyokardiyal infiltrasyonunun yani sira
aort ve kapakgiklarinin (darhiktan sorumlu) ve mitral kapa-
k¢iklarin kalsifikasyonu ile kendini gdsterir. Ergenlik déne-
mindeki eforla senkop belirtileri bir uyari isareti olabilir ve
kapak replasmani gerekli olabilir. Bu hastalarda trombosi-
topeni, anemi ve hipersplenism siklikla karsilasiimakta olup
intraoperatif strec¢te asiri kanamaya hazirhkli olunmali ve
elektif cerrahii¢in bu hastalarda preoperatif olarak kapsam-
I bir hematolojik ¢alisma yapilmal ve mimkin olan en kisa
slirede enzim replasman tedavisine baslanmalidir.

Figlr 3. Triklspit yetmezligi ekokardiyografik goriintisii

Heart Failure
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Komplike kardiyomiyopati olgusu
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Bilinen esansiyel trombositemi (ET) ve serebral ven trombo-
zu Oykusl olan 23 yasinda erkek hasta tarafimiza batici vasifh
g6gus agdrisi sikayeti ile basvurdu. Fizik muayenesi dogal olan
hastanin EKG'sinde V4-Vé derivasyonlarinda ST depresyonu

Figiir 1. Toraks BT'de aortik kalsifikasyon
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(Figr 1) mevcuttu. Troponin degeri 995 ng/L (0-14 ng/L) sap-
tanan hasta koroner yogun bakim tnitesine yatirildi. Ekokardi-
yografisinde global hipokinezi, sol ventrikil EF (LVEF) %50 ve
perikardiyal kalinlasma saptanan hastanin koroner anjiyograf-
isinde normal koroner arterler (Figir 2) izlendi. Hasta miyo-
perikardit 6n tanisiile takip edildi. Hastaya kolsisin, ibuprofen,
perindopril ve metoprolol tedavileri baslandi. Ates sikayeti ve
akut faz reaktani ytksekligi olan hastada enfektif patolojiler
ekarte edildi. Pansitopenisi gelisen ve kemikiligi aspirasyon bi-
yopsisi miyelofibrozisile uyumlu gérilen hasta pulse steroid te-
davisine cevap vermedi. Kreatinin degerleri ylikselen hastada
otoimmin patolojiden siphelenildi. Renal biyopsi 6ncesialinan
COVID-19 PCR testi pozitif ¢itkmasi tizerine immin baskilayici
tedavi yerine 5 seans giin asiri plazmaferez uygulandi. He-
modiyaliz ile izlenen hastanin renal biyopsi sonucu trombotik
mikroanjiyopati (TMA) ile uyumlu geldi. Atipik hemolitik-tre-
mik sendrom (a-HUS) 6n tanisiyla eculizumab baslandi. Ates
etiyolojisine yodnelik uygulanan PET-BT'de perikard yaprak-
larinda artmis tutulum (Figtr 3) izlendi. LVEF degisikligi izlen-
meyen hasta tedavisi diizenlenerek taburcu edildi. Eculizum-
ab tedavisinin son dozunu almak lzere hastaneye basvuran
hastanin COVID-PCR testi tekrar pozitif izlendi. Kontrol eko-
kardiyografide LVEF %15, evre 4 diyastolik disfonksiyon (Vid-
eos 1-4) saptandi. Merkezimizde kardiyak MR cihazinin bozuk
olmasi nedeni ile goriintiileme yapilamadi. Endomiyokardiyal
biyopsi (EMB) 6nerildi, fakat hasta kabul etmedi. Kesin tani
konulamayan hastada a-HUS, COVID-19 enfeksiyonu veya mi-
yeloproliferatif neoplazm (MPN) sonrasi miyokardit 6n tanilari
dustndlmastir. A-HUS mikroanjiyopatik hemolitik anemi,
trombositopeni ve akut bébrek hasariile karakterizedir. Kardi-
yovaskdler olaylar a-HUS hastalarinin %3-10'unda bildirilm-
istir. Atipik HUS sonrasi miyokardit gelisen hastalara yapilan
EMB’lerde TMA izlenmistir. Literatlirde eculizumab sonrasi
LVEF'de dilizelme izlense de mevcut hastada tedavi sonrasi
hizl ilerleyen miyokardiyal disfonksiyon gérilmustir. COVID
sonrasi miyokardit ve perikardit sik rastlanan bir klinik durum-
dur. Hastanin PCR pozitifligi mevcut durumunun hizli progre-
syonuna katkida bulunmus olabilir. MPN polisitemi vera, ET ve
primer miyelofibrozisten olusan hematopoez bozukluklarini
kapsar. MPN'si olan hastalarda, MPN'si olmayanlara kiyasla
kalp yetmezligi riskinin >2 kat arttigi gésterilmistir. U¢ 6n tani-
da da artan inflamatuar durum perikardit ve hizliilerleyen mi-
yokardiyal disfonksiyona sebep olmus olabilir. Kardiyak MR ve
biyopsinin yoklugu kesin tani konulmasini zorlastirmistir.

T
g

Figiir 1. Hastanin basvuru EKG'si
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Figiir 3. PET-BT goriintiilemesi
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Heart Failure

SO-028

A case of biventricular ARVD with an
atypical mutation

Aylin Safak Arslanhan', Lale Ding Asarcikli!, Gok¢em Ayan
Bayraktar', Cagdas Topel?, Mehmet Erding Arikan', Sennur Unal Dayr'

'Department of Cardiology, Istanbul Siyami Ersek Thoracic and
Cardiovascular Surgery Training and Research Hospital, istanbul
2Department of Radiology, istanbul Mehmet Akif Ersoy Training and
Research Hospital, jstanbul

Introduction: Arrhythmogenic right ventricular dysplasia (ARVD)
isarare cardiomyopathy thatusually presentsin young adults with
ventricular arrhythmias, symptoms of heart failure, and sudden
cardiac death. Right ventricular dilatation and aneurysm resulting
from the replacement of the right ventricular myocardium with fi-
broadipose tissue are typical findings. ARVD is mostly inherited in
an autosomal dominant manner, but there are also autosomal re-
cessive forms associated with the cutaneous phenotypeThe cel-
lular mechanism thatisimpaired in ARVD is decreased expression
of desmosomal proteins.7 genes associated with the disease have
beenidentified; placoglobulin (JUP), desmoplakin (DSP), placoph-
illin 2, desmocollin 2, desmoglein 2 (DSG2) and TMEM 43.20.

Case Report: A 48 years old female patient was admitted to hos-
pital with atypical chest pain and exertional dyspnea. There was
no history of heart disease or sudden death in her family. Addi-
tionally, she has no known cardiovascular disease and no cardi-
ac risk factors other than smoking. The patient had a COVID-19
infection in July 2020. The patient's exercise intolerance has
progressively increased in the last 9 months. Electrocardiogram
revealed normal sinus rhythm and right bundle branch block. No
ischemic changes were observed. Left ventricular systolic func-
tion was depressed (LV ejection fraction is 30-35%) with global
hypokinesia and left ventricular apical thrombus was observed.
Dilatation in the right heart chambers with moderate tricuspid
valve regurgitation and clinically nonsignificant pericardial ef-
fusion was detected. The right ventricular wall was thin aneuris-
matic and hyperechogenic. Pulmonary thromboemblolism was
rule out with BT scan. The patient was hospitalized with the di-
agnosis of newly diagnosed heart failure and intracardiac throm-
bus. When the emergency service ECG was re-examined epsilon
waves were detected. Considering ARVD 24-hour rhythm Holter
and cardiac MRl were planned. Cardiac MR images of the patient
were compatible with biventricular ARVD. Previous patient’s
hospital records were scanned from hospital database. Thorax
CT performed due to COVID-19 disease was compared with the
thorax CT taken at the emergency room admission, it was noted
that the right ventricular and RVOT dilatation was not detected
in the prior thorax CT. The patient underwent ICD implantation
for primary protection. Genetic analysis did not detect mutations
in genes known to be associated with ARVD. However, a protein
coding gene, PRDM16 (PR/SET Domain 16), was found to have a
mutation. The degradation of PDRM16 reduces cardiac output
and impairs the regeneration capacity of the heart muscle.

Conclusion: Clinically dormant ARVD was triggered after a
highly inflammatory process such as COVID-19 infection in a
patient who had no previous cardiac complaints or symptoms.
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Figure 2. ECG
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Epikardiyal koroner artere basi yapan kronik
konstriktif perikardit vakasi

Glnay Asgarli, Gilsim Ograg, Habibe Sena Yildirim,
Umuttan Dogan

Akdeniz Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dall,
Antalya

Giris: Konstriktif perikardit (KP) kronik inflamasyon sonu-
cu olusan, perikard yapraklarinin yapisikhdi, fibrotik kalin-
lasmasi ve kalsifikasyonun eklendigi, kalbin diyastolik
doluslarinin bozulmasina neden olan klinik bir sendromdur.
Perikardiyal kalinlasma lokal ya da yaygin olabilir. Yerlesim
yerine gore sag ve sol kalp yetmezligi semptom ve bulgulari
ortaya ¢ikar.
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Olgu sunumu: 57 yas erkek hasta, kardiyoloji poliklinigine
3-4 aydir eforla nefes darhigi ve son 2 aydir olan tipik vasifta
gogus agrisi sikayetleri ile basvurdu. Vital bulgulari ve lab-
oratuvar testleri normal sinirlardaydi. &zgecmisinde sigara
kullanimi disinda ek 6zellik yoktu. Gogus grafisinde hafif
konjesyon ve kalp ¢evresinde kalsifikasyon izlendi. Eko-
kardiyografide sol ventrikil ejeksiyon fraksiyonu %60, re-
striktif patern, hafif derece mitral ve trikispit yetmezlik,
sistolik PAB 45 mm Hg, perikard kalin ve parlak gériinimd-
eydi. Toraks tomografisinde perikardda derinligi 15 mm'ye
kadar ulasan diffiiz kalsifikasyon izlendi. Koroner anjiografi
ve kateterizasyon planlandi. Anjiografide iyi gelismis optus
marjinal (OM) dalin kalsifik bant tarafindan distan basiya
sekonder kollateralize okllizyonu saptandi (Video 1) ve peri-
kard 6zellikle bazal kesimlerde yaygin kalsifik izlendi (Video
2). Hemodinamik incelemede hafif postkapiller pulmoner
hipertansiyon (PA 50/36/27 mm Hg, PWCP 18 mm Hg, RV
50/7 mm Hg) goérilda.

Olgumuzda koroner arterlerin aterosklerotik olmamasi ve
hastanin hemodinamik olarak stabil olmasi nedeniyle cerrahi
tedavi planlandi. Median sternotomi yapildi, perikard reze-
ke edildi ve OM dali kalsifik halkadan serbest birakildi. Has-
ta postopertif 5. glinde taburcu edildi. iki ay sonraki kontrol
anjiografide OM'de distan basinin clizi olarak devam ettigi
gorildi (Video 3). Hasta asemptomatik oldugu igin takip
karari verildi.

Tartisma: Kronik KP uzun sire olan perikardiyal infla-
masyondan kaynaklanan nadir bir hastaliktir. Etiyolojide
tiberkiloz, radyasyon, tGremi, bag doku hastaliklari, trav-
ma, kalp cerrahisi ve malignite yer alir. Ancak, ¢odu bu ol-
gudaki gibi idiopatik olarak géralir. ilac tedavisi genellikle
yetersizdir. Perikardiyektomi, yliksek mortalite oranlarina
ragmen tercih edilmesi gereken bir tedavi yontemidir. Me-
dian sternotomi ve ya sol anterolateral torakotomi yoluyla
yapilabilir. Median sternotomi sag ventrikile, sag atriyuma
ve blylk damarlara iyi erisim saglayarak daha radikal bir
sekilde temizlenmesini saglar. Bu sebeple, bizim vakamiz-
da median sternotomi yapildi. Ancak, epikardiyal koroner
dolasimin sabit distan basisi sonucunda akut hemodinamik
bozulma ile alinan vakalarda perkitan koroner stentleme
de dusinulebilir. Bununla ilgili iyi sonuglar alinan vakalar
da bildirilmistir. Tam bir perikardiyektomiden sonra bile
inflamatuar daralma tekrarlayabilir. Bu nedenle, hasta-
larin uzun yillar takip edilmesi zorunludur. ilerleyen yillar-
da hastanin klinik olarak semptomatik olmasi halinde bu
vakaya perkitan midahale distundlebilir.
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Double trouble during the left atrial
appendage occlusion procedure

Duygu inan, Eyiip Ozkan, Goéksel Cinier, Sevil Tugrul Yavuz,
Alev Kiliggedik, Can Yicel Karabay
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Department of Cardiology, istanbul Basaksehir Cam Sakura City
Hospital, stanbul

Percutaneous structural interventions are being performed
at increased numbers and rare findings or complications
occur more frequently. Despite the technological advanc-
es, septal puncture is a procedure with the risk of complica-
tions particularly in the presence of LHIS. TEE guidance, and
applying different strategies step by step are important in
these patients.

This case was an 82-year-old male patient who was re-
ferred to our clinic with recurrent severe gastrointestinal
(GIS) bleeding under different oral anticoagulant thera-
pies. Endo/colonoscopy did not reveal any underlying GIS
pathologies causing the bleeding. The patient had a history
of hypertension, stage lll chronic renal failure, GIS bleeding
three times in the last two years under appropriate doses
of different OAC's and long standing- persistent AF for ten
years. LAA closure was considered as optimal treatment
strategy by the heart team. Pre-procedural transesoph-
ageal echocardiography (TEE) revealed hypertrophied in-
teratrial septum (IAS), no thrombus in the left atrium and
LAA and mild mitral and tricuspid regurgitation. Femoral
vein was punctured and interatrial septal puncture was
decided to be performed with the guidance at the point of
the adequate tenting point of interatrial septum under TEE
and fluoroscopic guidance. For the transseptal puncture
Brockenbrough 1 needle was used within Mullins sheath.
Appropriate tenting and puncture of fossa ovalis could not
be easily achieved due to LHIS. Once the transseptal ac-
cess could not be achieved with multiple attempts, back
of the CHOICE Floppy wire was introduced to puncture the
IAS. When this attempt failed, the next strategy was to ap-
ply RF energy at the back end of the BRK-1 needle once it
was located in the posteroinferior IAS (20 W for 3s). Once
TEE confirmed that we penetrated through IAS, floppy
wire was positioned to the left upper pulmonary vein. In-
troducer and the sheath was slided to the LA with difficul-
ties at the passage of the IAS. 1000 IU heparin was given to
the patient. The floppy wire was exchanged with Amplatz
Superstiff wire and the delivery sheath for the LAA clo-
sure device was introduced. Following the septal puncture,
separation of interatrial septal endothelial tissue was ob-
served. Appropriate device size was determined with TEE
and angiographic images. A low-contrast technique was
employed for percutaneous LAA closure using a Watchman
21 mm device, which was successfully deployed with TEE
guidance without any leakage. Following the implantation
of the device, a mobile mass (tissue or thrombus) attached
to the delivery sheath was observed. The mobile endothe-
lial tissue was captured and extracted successfully under
TEE guidance using the Snare catheter. The diagnosis of
LHIS was confirmed pathologically. Congo and Crescent
Violet were negative for amyloid on histochemical evalu-
ation. The patient's postoperative monitoring was event-
free, and he was discharged on acetylsalicylic acid treat-
ment alone.
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Coronary Artery Disease / Acute Coronary Syndrome
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Conservative treatment of left ventricular
intramyocardial dissecting hematoma

Mehmet Sadik Karpat, Ozkan Eravci, Ozan Kéksal,
Muhammed Genes, Salim Yasar, Suat Gérmel, Serkan Asil,

Murat Celik
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Department of Cardiology, Gilhane Training and Research
Hospital, Ankara

A 35-year-old man was admitted to the hospital multiple
times throughout 2021 for pancreatitis. During 1 of his hos-
pital admissions, it was reported an episode of cardiopul-
monary arrest developed during the endoscopy procedure
and hemodynamic stability was achieved after successful
resuscitation. ECG and TTE findings received after success-
ful resuscitation were found normal. However, no cardiology
consultation was requested.

Two months after this index event, the patient was admit-
ted to the cardiology outpatient clinic with complaints of
dyspnea and chest pain. Physical examination revealed a
regular heart rate of 80 beats/min and blood pressure of
118/76 mm Hg. There was minimal bilateral pittingedema at
the ankles. The ECG showed normal sinus rhythm with right
bundle branch block and T inversionin V1to V6. TTE showed
a dilated left ventricle with left-ventricular (LV) ejection
fraction 40%, with multiple regional wall motion abnor-
malities, including akinesis of the entire apex, anterior
wall, and interventricular septum. Interestingly, there was
a well-delineated nonhomogeneous mass measuring 59x26
mm separating the mid— LV cavity from the apex. Echolu-
centstreaks were seenin the mass, and aninner layer of the
myocardium appeared to be separated from the myocardi-
al wall. Color-Doppler interrogation did not demonstrate
any flow within that structure. There was no pericardial ef-
fusion. Coronary angiography revealed two-vessel disease
with total occlusion of the left anterior descending coro-
nary artery. Because of the chronicity of the condition and
negative cardiac enzymes the patient was recommended
to do CT angiography and cardiac MRI for further charac-
terization of this mechanical complication. The CMR and
CT findings confirmed echocardiographic findings with no
definitive evidence of full-thickness rupture or pericardial
effusion.

These findings were consistent with previous extensive ST
elevation anterior myocardial infarction complicated with
a rare mechanical complication of an intramyocardial dis-
secting hematoma (IDH). Thus, the patient was transferred
to the coronary care unit for ongoing management. After
heart team evaluation, surgery was deemed inappropriate
because of the complexity of dissection and a prohibitive risk
for surgery. Therefore, the conservative management deci-
sion regarding anticoagulation was made. The patient was
managed with low-dose aspirin at 100 mg/d and subcutane-
ous low molecular weight heparin for anticoagulation to re-
duce the risk for embolization of the LV intracavitary apical
thrombus. His hospital stay was uneventful. There was no
progression on follow up echocardiography and he was dis-
charged home 2 weeks later in stable condition. Three weeks
after discharge, the patient was seen in the outpatient car-
diology clinic and was asymptomatic. Echocardiography at
this time showed persistence of LV dysfunction and resolu-
tion of IDH.
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Pulmonary Hypertension / Pulmonary Vascular Disease

SO-032

Percutaneous coronary intervention

with IVUS for left main coronary artery
external compression in pulmonary arterial
hypertension

Muhammed Furkan Deniz, Umit Yasar Sinan, Ahmet Yildiz,
Baris Okclin, Serdar Kig¢ikoglu

Department of Cardiology, Istanbul University Cerrahpasa Institute
of Cardiology, Istanbul

Introduction: Pulmonary arterialhypertension (PAH)isadisease
still progressing with serious morbidity and mortality in spite of
all the developments in the treatment in last years. Chest pain
is mostly caused by the deterioration of the supply-demand
balance after right ventricular loading and hypertrophy. Exter-
nal compression of left main coronary artery (LMCA) can also
cause angina. We wanted to share with you the diagnosis and
treatment strategy in a patient who developed PAH due to se-
cundum type atrial septal defect (ASD) and angina because of
external compression of the enlarged PA on the LMCA.

Case Report: A 70-year-old female patient with a known
diagnosis of HT admitted to our hospital with complaints
of fatigue, dyspnea and angina, which had been presented
for several years. Transthoracic echocardiography (TTE) re-
vealed left ventricular ejection fraction (EF) 60%, large right
heart chambers (RV: 35 mm, RA: 46 mm), severe tricuspid
regurgitation (peak systolic TR jet: 4.2 m/s), borderline im-
paired RV function (TAPSE: 17 mm, Tricuspid Sa: 11.5 cm/s),
high systolic pulmonary artery pressure (sPAP: 20 mm Hg).
Secundum type ASD and left to right transition were ob-
served in color flow examination. The pulmonary flow to
systemic flow ratio (Qp/Qs) was calculated as 1.2 and trans-
esophageal (TEE) examination confirmed a secundum type
ASD of 28x18 mm in the interatrial septum.

In the hemodynamic examination which performed during car-
diac catheterization; Mean PAP (mPAP) was 55 mm Hg, pulmo-
nary vascular resistance (PVR) was 5.2 WU, right atrial pressure
(RAP) was 10 mm Hg, left atrial pressure (LAP) was 10 mm Hg,
cardiac output (Qs) was 7.5 Lt/min, pulmonary output (Qp) was
8.3 Lt/min, Qp/Qs was 11, cardiac index (Cl) was 4.4 Lt/min/m?>.
In coronary angiography (CAG), stenosis of 90% was observed
in the LMCA ostium, which was noticeable in left cranial pose.
Therest of the coronary anatomy were normal. After detection
of severe osteal LMCA stenosis, percutaneous coronary inter-
vention (PCI) was planned. When the LMCA ostium evaluated
with intravascular ultrasound (IVUS) during the procedure, it
was observed that the stenosis was not associated with an ath-
erosclerotic lesion. IVUS confirmed severe osteal LMCA steno-
sis clearly and revealed that the stenosis changed dynamical-
ly during systole and diastole (Video 2). Therefore, a 4x8 mm
Resolute ONYX (Medronic, CA) stent was implanted by sitting
on the LMCA ostium with a JL 3,5 guiding catheter (Launch-
er, Medtronic, USA). Postdilatation was performed with a 4.5
mm balloon. After the postdilatation procedure, IVUS images
showed that the stent struts were well affixed to the endotheli-
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um and full patency was achieved. On angiographicimaging, it
was observed that the external compression disappeared after
stenting. In the follow-ups after discharge, the patient stated
that his chest pain, which he experienced especially during ex-
ertion, disappeared.

Pulmonary Hypertension / Pulmonary Vascular Disease
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Pulmoner endarterektomi gerektiren
kardiyak implantabl elektronik cihaz iliskili
septik emboli

Zeynep Ulutas', Stho Hidayet', Halil Atas?, Mehmet Cansel’,
Bedrettin Yildizeli®

'inéni Universitesi Tip Fakdltesi, Turgut Ozal Tip Merkezi, Kardiyoloji
Anabilim Dali, Malatya

2Marmara Universitesi Tip Fakdiltesi, Kardiyoloji Anabilim Dali, istanbul
3Marmara Universitesi Tip Fakiltesi, G6gls Cerrahisi Anabilim Dali,
istanbul

Girig: Kardiyakimplante edilebilir elektronik cihazlar (CIED) ile liskili
septik emboli ile komplike olan ve kronik pulmoner hipertansiyon-
da akut olan enfektif endokardit nadirdir. Burada bu nadir komp-
likasyonu basarili bir sekilde tedavi etmek i¢in pulmoner trombo-
endarterektominin (PTE) gerekli oldugu bir vakayi sunuyoruz.

Olgu Sunumu: 74 yas erkek hasta nefes darligi, ates, Gsiime ve
titreme sikayetiyle acil servise basvurdu. TA: 110/70 mm Hg,
Nabiz:110 atim/dk, Sat O2: %88, Ates 38 derece idi. NYHA 3-4
idi. Laboratuvar parametreleri WBC: 12.6 HGB: 11.9 g/dl, D-di-
mer 7.04, Glukoz 76 mg/dl, BUN: 22.9 mg/dl, Kreatinin 1.1 mg/
dl, CRP: 7.8, prokalsitonin normal sinirlarda idi. Yaklasik 1hafta
6nce dis merkezde pnémoni nedeniyle antibiyoterapi almis.
EKG sinls tasikardisi, LBBB, pace ritmiidi. Yaklasik 7 yil 6nce AV
Tam Blok nedeniyle internal pace implante edilmis. Ekokardi-
yografisinde EF %55 1 MY, 3 TY, sag kalp bosluklari ileri dilate,
sPAB: 85 mm Hg, atrial lead Gzerinde 1.4 x 0.8 cm boyutunda
mobil kitle izlendi (trombis? vejetasyon?). Hasta kardiyoloji
servisine yatirihp kan kdltirleri alindi, Greme olmadi. Enfeksiy-
on hastaliklariile goérisalip kiltir negatif endokardit tedavisi
baslandi. TEE de sag atrium leadi Gzerinde 1.3x1.7 cm boyutun-
da vejetasyon izlendi. Lékosit isaretli sintigrafisinde triklspit
kapakta santimetrik boyutta patolojik 16kosit akiimilasyon
artisi gorildi. Pulmoner arter basinci (PAB) ylksekligi agisin-
dan yapilan yapilan ventilasyon perfiizyon sintigrafisi kronik
tromboembolik pulmoner hipertansiyon agisindan yiksek
olasilikli yorumlandi. Kontrastli toraks BT'de KTEPH ile uyumlu
dolum defekti mevcuttu. Hasta konseyde degerlendirilip pul-
moner endarterektomi ve lead ekstraksiyonu planlandi. Sag
kalp kateterizasyonu yapildi. mPAB:32 mm Hg, CO:2.98 |/dk. Cl
1.74L/dk/m? idi. Basarili pulmoner endarterektomi operasyonu
yapildi ancak pace leadi ¢ekilemedi. Hastaya epikardiyal lead
yerlestirildi. Eskilead ucundan S. Epidermis tiremesi oldu. CIED
enfeksiyonu olmasiancak ¢ikarilamamasi nedeniyle uzun sireli
antibiyoterapi planlandi. islem sonrasi mPAB:20 mm Hg,CO 51
L/dk, ClI 3.3 L/dI/m? idi. Genel durumu stabil olan hasta uzun
slireli antibiyotik ve antikoagilan tedaviile taburcu edildi.



Sonug: Literatlirde septik embolii¢in birka¢ pulmoner trom-
boemboli raporu vardir, ancak hi¢biri CIED ile iliskili dedildir.
Burada sunulan olguda PTE basarili olmus ve hasta iy-
ilesmistir. CIED ile iliskili endokardit vakalarinda erken agre-
sif tedavi 6nem goéstermektedir. Kilavuzlar, iliskili enfeksi-
yon oldugunda CIED sisteminin ¢ikarilmasini énerir. CIED'in
¢ikarilmaya ¢alisildigi ancak basarisiz olundugu durumlarda
izlenecek yol net olmasa da bu hastalara uzun streli supre-
syon tedavisi 6nerilmektedir. Ancak tedavinin relaps ve rein-
feksiyonu etkileyip etkilemedigi net degildir.

Figiir 1. Olgunun Transtorasik ekokardiyografisinde sag atrial
lead lizerinde vejetasyon izlendi
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Figiir 2. Olgunun cerrahi goriintisii
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Postpartum kadin hastada pulmoner emboli
ile karisabilen nadir goriilen pulmoner
hipertansiyon ve sag kalp yetmezligi olgusu:
Pulmoner lenfanjiomiyomatozis
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Pulmoner lenfanjiyoleiomyomatozis (PLAM), diiz kas benzeri
htcrelerin yikici proliferasyonunun neden oldugu yaygin kis-
tik degisikliklerle karakterize, etyolojisi bilinmeyen nadir bir
akciger hastaligi ve pulmoner hipertansiyon (PHT) nedenidir.
Burada gebelik sonrasi gérilen PHT ¢ok nadir bir nedeni olan
PLAM olgumuzu sunmak istedik.

Bir ay 6nce sezeryan ile dogum yapmis, bilinen hastalgi ol-
mayan 19 yasinda kadin hasta daha 6nce az miktarda olan,
dogumdan hemen sonra artan nefes darligi, bacaklarda
sislik, ¢arpinti sikayetleriyle acil servisimize basvurdu. Ak-
cigerlerde orta ve bazallerde bilateral raller, 2+/2+ pretibial
6dem saptandi. EKG'sinde sag aks, D2-D3-aVF ve V1-Vé'da
gorilen yaygin T negatifligi olan sinls tasikardisi gérilda.
Laboratuvar degerlerinde; Hb: 91 mg/dl, BNP: 1192, D-Di-
mer: 9152, saptandi. Hastaya pulmoner emboli veya post-
partum kardiyomiyopati 6n tanilariile tarafimizca acil trans-
torasik ekokardiyografi (EKO) yapildi. EKO'da sag kalp bosluk
boyutlari bliylk, kapaklarda belirgin yapisal bozukluk izlen-
medi. IVS hareketi anormal, sol ventrikll duvar hareketleri
normaldi, D-shaped septum izlendi. TAPSE 1,3 cm, 3-4.
derece TY, sistolik pulmoner arter basinci 60 mm Hg ve VCI:
2,6 cm olup solunumla kollabe olmamaktaydi. EKO'da izole
sag kalp yetmezligi ve PHT olmasi nedeniyle én planda akut
pulmoner emboli distntldi. Cekilen pulmoner arter BT an-
jiografide ana pulmoner arter lober ve segmenter dallarinda
akut tromboemboliyle uyumlu dolum defekti saptanmadi.
Her iki akcigerde kistik akciger hastaligina ikincil olabilecek
goértinim izlendi (lenfanjiyoleiomyomatozis?). Hastanin
goguis hastaliklari yogun bakimina yatirilmasi planlandi.

Postpartum PHT igin en riskli ddnem dogumdan sonraki 30
gindir. Masif pulmoner emboli postpartum PHT'nin en sik
nedenidir. PLAM genellikle dogurganlik ¢agindaki kadinlarda
nadir goérilen (sikhgi 1400.000), idiopatik, difflz, ilerleyici bir
interstisyel akciger hastaligidir. Patogenezi tam bilinmemek-
tedir. Hastaligin menars dncesi gérilmemesi, menapoz son-
rasi ise ¢ok nadir gorilmesi, hastaligin gebelikte hizlanmasi
ve ooferektomi sonrasi yavaslamasi &strojenin hastaligin
progresyonunda 6nemli roli oldugunu disidndirmektedir.
Karakteristik olarak BT'de, her iki akciger parankiminde
gorilen yaygin kistik gérintimlere sahiptir. PLAM i¢in kesin
bir tedavi yoktur. Bazi olgu serilerinde progesteron tedavisi-
nin olumlu etkileribildirilmistir. mTOR yolu PLAM'li hastalarda
yapisal olarak aktiftir, mTOR inhibitord olan Sirolimus teda-
vide kullanilabilir. Son dénem hastalarda akciger transplan-
tasyonu disintlmelidir. Postpartum PHT, hastalarin morbid-
ite ve mortalitesi Gzerinde dnemli etkisi olan bir hastalktir.
Postpartum hastalarda gérilen sag kalp yetmezligi ve PHT
kliniginde ilk akla pulmoner emboli gelmektedir ancak bu
hasta grubunda ayirici tanida nadir goérilen bir hastalik olan
PLAM'da akilda bulundurulmalidir.
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Sekil 2. Hastanin transtorasik ekokardiyografi goriintiileri; Cid-
di TY, Pulmoner HT, D-shaped septum, TAPSE

Sekil 3. Hastanin tek tip ¢oklu hava kisti ve interstisyel kalinlas-
mayi gosteren toraks yliksek ¢oziiniirliikli bilgisayarl tomogra-
fi goriintisii
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Cardiac fibroma mimicking pulmonary
thromboembolic disease

Hatice Taskan, Senan Allahverdiyev, Ozkan Eravci, Ozan
Koéksal, Mehmet Sadik Karpat, Muhammet Genes, Uygar

Cagdas Yiksel, Murat Celik

Department of Cardiology, Gilhane Training and Research
Hospital, Ankara

A 20-year-old man presented with swelling in the left su-
praclavicular region and abdomen pain. On his past medical
history, mildly mental retardation, scoliosis and miyopia were
present. He underwent abdominal computed tomography
(CT) to evaluate the abdominal pain. CT showed alarge mass
in the left abdomen measuring up to 12x17x23 cm, surround-
ing abdominal aorta and compresing vena cava inferior
(VCI). Biopsy performed and the diagnosis of the pathology
was combined germ cell tumor (yolk sac tumor with an em-
bryonal carcinoma). After receiving 7 cycles of chemother-
apy, the patient was referred for cardiac evaluation before
autologous bone marrow transplantation. The patient was
asymptomatic from a cardiovascular standpoint. Cardiac
examination results were normal. However, echocardiogra-
phy revealed a mobileivy-shaped mass within theright heart
chambers and mildly increased pulmonary artery systolic
pressure. Transesophageal echocardiography (TEE) showed
that the mass extended from the superior vena cava to the
main pulmonary artery throughout the right atrium and the
right ventricular outflow tract (Figure 1). However, the exact
origin of the mass could notbe clarified by echocardiography.
Thus, CT pulmonary angiography (CTPA) was performed
with the suspicion of acute pulmonary embolism. CTPA re-
vedled linear thrombus or a mass causing filling defects in
the right atrium, right ventricle and in the main pulmonary
artery extending into right pulmonary artery and some of its
branches, suggesting thatits possible origin was the superior
vena cava (Figure 2). The patient did not have shortness of
breath, his serum inflammatory, thrombotic, and rheuma-
tologic markers were all negative. Lower extremity Doppler
USG did not show any narrowing or occlusion, which may be
compatible with deep vein thrombosis. MRI could not be per-
formed because the patient had claustrophobia.

The patient was hospitalized by the chest diseases clinic
with the diagnosis of possible acute pulmonary thromboem-
bolism and was treated with low molecular weight heparin
for 4 weeks but showed no improvement. Hereafter, he was
referred to our cardiology outpatient clinic for further man-
agement. In the echocardiographic evaluation performed at
the end of the 4% week, it was observed that there was no
change in the previously reported mass localization and size.
The patient then underwent surgical exploration with total
circulatory arrest and cardiopulmonary bypass. Near-total
excision of tumor mass, approximately 40 cm, and pulmo-
nary endarterectomy was achieved (Figure 3). The histo-
pathological and immunohistochemical analyses of the sur-
gical specimen was consistent with CF. The postoperative



period was uneventful, and the patient was discharged on
antiplatelets. A 4-week postoperative echo showed no re-
sidual mass in the right heart chambers and/or pulmonary
artery. Later, the patient referred for autologous stem cell
transplant for combined germ cell tumor.

Figure 1. Transesophageal echocardiography showed that
the mass extended from the superior vena cava to the main
pulmonary artery throughout the right atrium and the right
ventricle
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Figure 3. Tissue samples containing multiple branches, the
largest sample 9 cmlong and 0.4 cm in diameter

Figure 4. The histopathological examination revealed muscle
fibers and myofilaments at periphery and acellular fibrotic
collagen. Peripheral myofilaments were stained with smooth
muscle desmin.

Cardiac Imaging / Echocardiography
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CHARGE-AF risk skoru ve sol atrium
mekanigi arasindaki iliski: Sol atrium
rezervuar strain AF'yi 6ngorduren tek
parametre olabilir

Turkan Seda Tan, Kiibra Korkmaz, irem Mige Akbulut, Kaan
Akin, Yakup Yunus Yamantirk, irem Dinger, Haci Ali KarklG

Ankara Universitesi Tip Fakdiltesi, Kardiyoloji Anabilim Dali, Ankara
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Atrial fibrilasyon(AF) yaygin bir aritmidir ve kardiyoembolik
inmenin yaygin bir sebebi olabilir. Gériintileme teknikleri AF
riskini 6ngérdirmede kullanilan skor sistemlerinden degildir.
Calismadaki amacimiz sol atrium longitudinal strainin AF
riskini 5ngordiren tek parametre olup olamayacagini deger-
lendirmektir.

Calismaya Aralik 2019 ile Mart 2020 arasinda diastolik dis-
fonksiyon tanisi alan ardisik hastalar dahil edildi. Vivid E9
gorintileme sistemi (GE Medical Systems, Chicago, ABD)
kullanilarak iki boyutlu, renkli akis, stirekli nabiz dalgasi ve
doku Doppler transtorasik ekokardiyografi (TTE) yapildi.
Olctimler Amerikan Ekokardiyografi Toplulugu'nun énerdigi
standart sekilde yapildi. Ayrica sol atrial fonksiyonu deger-
lendirmek i¢in dért bosluk gérintide 2D benekli izleme
ekokardiyografisi kullanilarak sol atrium longitudinal strain
ol¢uldd. AF riskini 6ngérmek i¢cin CHARGE-AF skorlama
sistemi kullanildi.

Alinan toplam 148 hastanin ortalama yasi: 57.6 £11.9 idi.
Hastalarin %53'G erkek hastaydi. Uygun gérintilere sa-
hip 148 hasta %10'luk CHARGE-AF esik degerine gére iki
gruba ayrildi. Ongérilen 5 yillik AF riski >%10 olan 48 has-
ta (%32), 5 yilhik AF riski <%10 olan 100 hasta (%68) mevcut-
tu. Cok degiskenli analizlerde sol atrium rezervuar strain
(LASr) bagimsiz olarak CHARGE-AF skoru ile iliskili bulun-
du. Dahasi, Pearson korelasyon yéntemi kullanildiginda
LASr ve CHARGE-AF skoru ylksek korele bulundu (r=—0.74,
p<0.00071).

Sol atrium rezervuar strain degeri CHARGE-AF risk sko-
ru ile yliksek koreledir. LASr atrial miyopati ve AF riski i¢in
6ngordiricd bir parametre olabilir.

Cardiac Imaging / Echocardiography
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Multiple emboliile seyreden sol atriuma
invazyon gosteren mediastinal kist hidatik

Nergiz Aydin, Ahmet LUtfl Sertdemir, Yakup Alsancak

Necmettin Erbakan Universitesi Tip Fakdltesi, Kardiyoloji Anabilim
Dali, Konya

Hidatik kist (HK) E. granulosus larvalarinin neden oldugu zoo-
nozdur. insan enfeksiyonu en sik karaciger ve akcigerlerde,
daha nadir olarak bobrekler, dalak, kas iskelet sistemi, kalp
ve merkezi sinir sisteminde karsimiza ¢ikar. Mediastinal tu-
tulum nadirdir, literatiirde birka¢ vaka érnegi bulunmaktadir.
Karin agrisi, mide bulantisi ve kusma karaciger orjinli HK ‘de
sikhikla goérilirken, kardiyak kékenli kistler akut koroner sen-
dromu taklit ederek, tamponad, sistemik emboli bulgulariile
kendini gosterebilir. Biz de yazimizda mezenter iskemi ardin-
dan periferik ve serebral multiple emboliler ile prezente olan
mediasten kékenli ve sol atriumainvazyon gésteren HK olgu-
muzu sunmayi amagladik.
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62 yasinda, bilinen hipertansiyon ve koroner arter hastaligi
oykdleriolan erkek hasta, acil servise epigastrik agri, bulanti
kusma sikayetleriile basvurdu. Hastanin elektrokardiyograf-
isi sinUs ritminde ve elevasyon izlenmedi. Troponin deger-
lerinin ylksek saptanmasi ve devam eden goégis agrisinin
olmasi nedeniyle koroner anjiyografi laboratuvarina alindi.
LAD stenti¢i stenoza balon dilatasyon yapildi. Anjiyo sonrasi
takiplerinde devam eden epigastrik agrisi olmasi nedeni-
yle bilgisayarli tomografi (BT) ile mezenter anjiyografi (MA)
cekildi. MA'da SMA (stperior mezenterik arter) okluzyon ve
mediastende atriuma invaze olan kistik-nekrotize alanlar
iceren kitle izlendi. Hastaya mezenter iskemiile subtotal ince
barsak rezeksiyonu, embolektomi yapildi. intrakardiyak ki-
tle nedeniyle tetkik edilmesi planlanan hasta islemleri kabul
etmedigi icin kendi istegi ile taburcu edildi. ilk basvurudan 1
ay sonra konusma bozuklugu, bacaklarda uyusma ve sen-
kopile acile basvuran hastada difiizyon MR'de sag serebellar
bdlge ve bilateral serebral hemisferde diflizyon kisitlamalari
saptandi (Figdr 1). Yapilan alt ekstremite BT anjiyografide
sag popliteal arterin total oklude oldugu izlendi (Figir 2).
intrakardiyak kitle etiyolojisine yénelik kardiyak MR cekildi.
Kardiyak MR'da mediastende sol atrium Ustliinde limenigine
dogru projekte olmus, diizgln sinirh, icinde kiz vezikillere ait
kigik kistler bulunan 65*50 mm boyutlarinda HK ile uyumlu
lezyonizlendi (Figlir 3). Hasta cerrahiye verildi.

Mediastinal HK tim vakalarin %0,1 inden azini olusturur.
Kardiyak tutulum sistemik ve pulmoner dolasimdan veya
komsu yapilardan dogrudan yayilimla gelisir. Vakamizda da
primeri mediasten olan ve komsuluk yoluyla sol atriuma in-
vazyon gosteren HK saptandi. En sik tutulum sol ventrikilde
olmakla birlikte bunu sag ventrikdl, interventrikller septum,
sol atrium, perikard, pulmoner arter ve sag atrium izler. Kis-
tin boyutu, lokalizasyonu ve bitiinliginin bozulmasi semp-
tomlarin belirleyicisidir. HK ripttrine bagh perikardit, ana-
flaksi, tamponad ciddi komplikasyonlardandir. Erken tani ve
tedavi komplikasyonlarin dnlenmesi i¢in 6nemlidir. HK 6zel-
likle endemik bdlgelerde mediasten ve intrakardiyak orjinli
kitle tespit edilen hastalarda akilda bulundurulmasi gereken
tanilardan biridir.

Figlir 1. Serebral difiizyon MR gériintiisii: A. Sag serebellar
bélgede difiizyon kisitlamasi sari ok; B. Bilateral serebral
hemisferlerde difiizyon kisitlamalari sari oklar ile gésterilm-
istir.




Figlir 2. Alt ekstremite BT anjiyografi goriintiisii: Sag poplite-
al arterde okliizyon sari oklar ile gésterilmistir.

Figlir 3. Kardiyak MR gériintiisii: Mediastende sol atrium
tistinde liimen igcine dogru projekte olmus, diizgiin sinirli,
icinde kiz vezikiillere ait kigik kistler bulunan 65*50 mm
boyutlarinda kist hidatik ile uyumlu lezyon sari oklar ile
gosterilmistir (koronal kesit ve aksiyel kesit).

Cardiac Imaging / Echocardiography
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Olgu sunumu: Aort kék replasmani sonrasi
septik emboliler ile komplike olan ge¢ aortik
greft enfeksiyonu

Bisra Kuru, Yakup Yunus Yamanturk, Turkan Seda Tan,
Mustafa Kilickap

Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Giris: Bentall operasyonu, aort anevrizmasi ve onarilamaya-
cak kadar hasta aort kapak yapisi olan hastalara uygulanan
bir kompozit aortik greft operasyonudur. Aort kdk replas-
mani sonrasi nadiren (%1-3) aort greft enfeksiyonlari (AGE)
gorilmektedir. Geg ve erken aort greft enfeksiyonlari olarak
iki 2 grupta degerlendirilmektedir. Ge¢ AGE'leri daha ilimh
prezente olabilmekte ve tanisal agidan zorluk olusturabilme-
ktedir. Burada Bentall operasyonusonrasi 2. yilda ates ve AFR
ylksekligiile basvuran ve septik embolilerle komplike olan bir
olguyu sunuyoruz.

Olgu Sunumu: 2 yil 5nce Bentall operasyonu olan 63 yas kadin
hasta 4 aydir olan aralikli ates ve AFR ylksekligi ile basvur-
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mustu. Yapilan TEE gériintlilemede aort konumunda replase
biyoprotez kapak lzerinde hareketli hipoekojen yapilar ve
aortanulusundan greft hattiboyunca asendan aortada abse
lehine ekojen yapi izlenmisti. Hastanin kan kiltlrlerinde
Ureme olmamisti. PET ile dederlendirmede ¢ikan aort greft
¢evresinde yogun FDG tutulumu ve dalakta abse ve diffiiz
FDG tutulumu izlendi. Hastaya antibiyoterapi baslandi an-
cak yatis siirecinde hastada sol kolda gtligsiizlik ve sol ihmal
bulgulari gelisti. Beyin BT ile dederlendirmede sag parietal
bolgede hematom ve 6dem gorildld. Hastada tekrarlayan
fokal motor epileptik ndbetler izlendi. Kranial MR ile deger-
lendirmede kranial abse izlendi.

Tartisma: Aort greft enfeksiyonunun yénetimi olduk¢a kar-
masiktir. Vaka taniminin ve kanita dayah kilavuzlarin ye-
tersizliginden dolayi klinik yaklasimlar ve sonuglar blylk
farklihklar gésterir. Ge¢ aort greft enfeksiyonlarinin ihml ve
nonspesifik bulgularla prezente olmasi nedeniyle tani konul-
masi zor olabilmektedir. Taninin klinik/cerrahi, laboratuvar,
radyolojik kriterlere dayanilarak konulmasi énerilmektedir.
Greft enfeksiyonlarii¢in mevcut terapétik secenekler, cerra-
hi ve ilag tedavileridir. Erken antibiyoterapi ile septik emboli
riskinin azaldigi disinilmektedir. Cerrahi miidahaleler greft
enfeksiyonlarinin tedavisinde altin standart olmakla birlikte
asiriderecede invazivdir ve %18-30 mortaliteileiliskilidir. An-
cak enfekte greftin ¢ikarilmamasi halinde prognoz kétidur
ve 6zellikle serebral septik emboliler gelismesi durumunda
mortalite hali hazirda ¢ok ylksektir.

Sonu¢: AGE slphesi olan hastalarda hizli tani konulmasi
hayati 6nem arz etmektedir. AGE siiphesinde asemptom-
atik hastalarda dahil olmak lzere rutin torako-abdominal
ve kranial gorintileme yapilmasi dnerilir. Antibiyoterapiye
ek olarak erken cerrahi midahalenin prognozu iyilestirdigi
disuntlmekle birlikte kanita dayah kilavuzlarin olusturul-
masinaihtiyag vardir.

Figlir 1. TEE ile 2D ve ve 3D gériintiilemede aort anulusundan
greft hattiboyunca asendan aortada abse lehine ekojen yapi
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Figlir 2. FDG-PET goériintiileme ile aort greft ¢evresinde
yogun patolojik 18F-FDG tutulumu

Figlir 3. PET goriintiileme ile dalakta abse ve diffiiz patolojik
18F-FDG tutulumu

Figiir 4. Kranial MR'da sag parietal bélgede abse goriiniimi
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SO-039
Tek ventrikiil ve tek atriumu olan eriskin yasa
gelmis nadir bir olgu

Gozde Cansu Yilmaz, Selen Cansu Altun, Seyhmus Atan,
Kibra Korkmaz, Tirkan Seda Tan, Volkan Kozluca

Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Tek ventrikill ve tek atrium, nadir gériilen ortak ya da ayri AV
kapaklarin tek bir ventrikile a¢ildigi konjenital bir kardiyak
anomalidir. Gintimizde prognozunun erken cerrahi mida-
haleyle iliskili oldugu distnldlmektedir. Opere edilmeyen
hastalarin eriskin yasa kadar gelmesi nadirdir. Klinigimizde
dekompanze kalp yetmezligi (KY) ile takip ettigimiz eriskin
yasa ulasmis sol ventrikdl hipoplazisi, mitral hipoplazi, blytk
arter transpozisyonu, pulmoner atrezisi olan opere olmamis
29 yasindaki hastamizi sunmaktayiz.

Sol ventrikll hipoplazisi, mitral hipoplazi, bliylk arter
transpozisyonu, pulmoner atrezi, MAPCA (major aortopul-
moner kollateral arter) ¢ift vena kava superioru olan has-
ta merkezimize dekompanze KY tanisi ile yatirildi. Tibbi
6zge¢misinde dogumdan kisa siire sonra dudaklarda ve par-
mak uglarinda morarma sikayetleri ile dis merkezde deger-
lendirilmis ve kompleks konjenital kalp hastaligi tanisi almis.
Kesin tanisi 10 yasinda yapilan kalp kateterizasyonuile konul-
mus. Gocukluk doneminden eriskin yasa kadar tniversitemiz
pediyatrik kardiyoloji kliniginde yillik TTE (transtorasik eko-
kardiyografi) ile takip edilmis ve cerrahi midahaleye uygun
gérilmemis. Onceden sekonder polisitemi ve KBH neden-
leriyle ayaktan hastane basvurulari olan hasta dekompanze
KY klinigi ile merkezimize basvurdu. Yapilan TTE de tek atri-
yoventrikller (AV) kapak ve tek ventrikil izlendi. Koroner
sinls genis, tek ventrikll genis ve sistolik fonksiyonlari glob-
al olarak deprese izlendi. Tek atriyum ileri dizeyde genisti.
Buylk damarlar malpoze olup ventrikllden pulmoner arter
(PA) cikisi izlenmedi. Aort kapagdindan 1° yetmezlik oldugu
gorildi. Sistemik tek AV kapaktan 1° yetmezlik izlendi. PA
ve dallari gérilemedi. CW Doppler ile mozaik akimin alindigi
kollateral oldugu distndlen renkli akimlar gérildd. Hasta IV
ditretik tedavisiile takip edilmekte olup kalp damar cerrahisi
- kardiyoloji konseyine ileri tetkik ve tedavi amaciyla sunul-
du. Kompanse hale geldiginde kalp-akciger nakli agisindan
degerlendirilmesi planlandi.

Konjenital tek ventrikil anomalisinin; blylk arterlerin yer-
lesimine, pulmoner atrezi ya da pulmoner darlk varligina
gore farkli siniflandirmalari bulunmaktadir. Pulmoner atrezi
olmasi Tip A, pulmoner darlik olmasi Tip B, pulmoner dar-
lik olmamasi ise Tip C olarak adlandiriimaktadir. Hastalarin
%80—90"Inda bliylk arterler yer degistirmistir.

Hastalarda en sik 81im nedeni malign aritmi, KY ve ani kardi-
yak 6limddr. Tek ventrikile sahip hastalarin yasaminilk yilin-
da mortalite oranlari %70'dir. Literatlire gére opere olmamis
hastalarda ortalama yasam beklentisi 4—14 yildir.

Literatlrde bu hastalarin ge¢ eriskin doneme kadar hayatta
kalmalariyeterli pulmoner perfizyon ile mmkinddr. Pulmo-



ner atrezi olan olgularda hastaligin prognozunu MAPCA'larin
yapisi, sayisi ve fonksiyonu belirlemektedir. Bizde olgumuzda
tespit ettigimiz MAPCA'larin pulmoner perfliizyona belirgin
katkida bulundugu ve hastanin eriskin yasa kadar yasamasini
sagladigini disinmekteyiz.
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Figiir 1. On iki derivasyonlu elektrokardiyogr s ritmi

kalp hi1z1:85 atim/dk sag aks D3 P negatifligi, inferior ve pre-
kordiyal derivasyonlarda T negatifligi goriildii.
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Figlir 2. Transtorasik ekokardiyografide apikal dért bosluk
goriintiisii: TV: Tek ventrikiil, TA: Tek atrium
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AV KAPAK
YETMEZLIK AKIMI

Figlir 3. Transtorasik ekokardiyografide tek atriyoventrikiiler
kapak ve yetmezlik akimi

Figlir 4. Transtorasik ekokardiyografide atriyoventikiiler
kapagin 3 boyutlu goriintiisu

Figiir 5. Kardiyak MR koronal kesit géruntiisii: TV: Tek ven-
trikiil TA: Tek atrium AO:Cikan aort
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Congenital Heart Diseases saglayabilir. SGphe durumunda vendz fazda BT anjiyografi veya
S0O-040 manyetik rezonans goériintileme taniy1 koymayi saglayacaktir.

. . . Cerrahi ve perkiitan islemler esnasinda 6nemli komplikasyon-
Sag kalp kdtetel'IZCISYOI'IU Yap"an bir hastada lara neden olabilecegii¢in dikkat etmek gereklidir.

insidental tespit edilen inferior vena kava
agenezisi

Mustafa Demir’, Ali Orcun Sirmeli®, Emrah Yesil', Kaan Esen?,
Dilek Cigek Yilmaz'
'Mersin Universitesi Tip Fakdiltesi, Kardiyoloji Anabilim Dali, Mersin

2Mersin Universitesi Tip Fakiiltesi, Radyoloji Anabilim Dali, Mersin
3Mersin Tarsus Devlet Hastanesi, Kardiyoloji Klinigi, Mersin

Inferior vena kava (IVK) agenezisi, nadir gortilen bir konjen-
ital anomalidir. Saglikli insanlarda ortalama prevalansi %0.3
sikhkta, konjenital kalp hastaligi olanlarda ise %0.6-2'dir. Bu
anomali siklikla rekiirren dvt, hasta sinlis sendromu ve/veya
polisipleni sendromu ile beraber gérilebilir. Bu hastalarda
IVK siklikla renal ven Gzerinde ve hepatik ven altinda sonlanir
ve sistemik vendz akim dilate azigos ve hemiazigos venler-
le saglanarak sonunda slperior vena kava, intratorasik ve
anormal intrahepatik venlere dékuilir.

Bu yazimizda sag kalp kateterizasyonu (SKK) amaciyla
isleme aldigimiz ve IVK agenezisi tespit ettigimiz bir olguyu
sunuyoruz. Hastamiz 58 yasinda, kadin hasta, nefes dar-
lig1, halsizlik ve ¢arpinti sikayeti ile basvurdu. Hastanin 35 yil
6nce atriyal septal defekt kapatilma operasyonu mevcuttu.
Hastanin PA akciger grafisinde sag kalp sinirinin dilate old-
ugu gozlendi (Figlr 1). Hastaya transtorasik ekokardiyografi
(TTE) uygulandi. Yapilanincelemede, sag ventrikdil ¢api sinir-
da genislemis, hafif dizeyde triklspit yetmezligi (TY) vardi.
TY velositesi 2.9 m/s ve lizerinden 6l¢lilen pik sistolik pulmo-
ner arter basinci 40 mm Hg tespit edildi. Hastanin daha énce
ASD kapatma 6ykdisU, nefes darligi ve TTE'de pulmoner hip-
ertansiyon bulgularioldugui¢in SKK planlandi.

Figlr 1. PA akciger grafisinde dilate azigos ven nedeniyle
kalbin sag sinirinda dilatasyon gériiliiyor.

SKK esnasinda, femoral ven yoluyla islem yapilirken kilavuz telin
renal seviyede ilerlememesi Gizerine yapilan venografide IVK'nin
belirli bir seviyeden sonra atrezik oldugu ve hemiazigoz ven ve
kollaterallerle devamlihigi oldugu izlendi (Figlr 2). Bunun Gzer-
ine islem sonlandirilarak SKK sag internal juguler ven Gzerinden
swan ganz kateter ile yapildi. Kateterizasyon islemi sonucu orta- @ fibrotik bant seklinde
lama pulmoner arter basinci22 mm Hg, pulmoner vaskdiler direng agenezik vei

2WU ve PCWP 10 mm Hgbulundu. Hastanin venéz sistem anato-

misinin dahaileriincelemesiigin venéz faz torakoabdominal bilg-
isayarlitomografi (BT) anjiyografi planlandi. BT anjiyografisonu-
cundaise sagdarenal venin vena kavaya agildigi lokalizasyondan
itibaren hepatik venlerin a¢ildigi diizeye dek vena kavanin be-
lirgin derecede ince kalibrede oldugu, Iimeninde belirgin kon-
trastlanmanin bulunmadigr goézlendi (Figurler 3-6). Hastanin
oykislinde derin ven trombozu &ykiisli mevcuttu. Hastaya bu
bulgularla anti-koagtilasyon énerildi.

Sonug olarak; SKK femoral ven yoluyla yapilirken nadir de olsa
IVK agenezisiile karsilasabiliriz. Bu nedenle femoral ven yoluyla
yapilan islemlerde kilavuz telin ilerlememesi halinde telin iler-
lemesi i¢in zorlanmamali ve venografi yapilmalidir. Bu hasta-
larin genellikle gen¢ yasta, venéz yetmezlik ve rekirren dvt
oykdileri mevcuttur. Ayrica PA akciger grafisinde dilate azigos Figiir 2. Anjiografik olarak VCI ve devamindaki agenezik
ven nedeniyle kalbin sag sinirinda dilatasyon izlenir. Batin bu kisim géruluyor.

bulgular, nadir gorilen bu konjenital anomaliden siphelenmeyi
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Figlir 3. Venoz Faz BT anjiografi koronal kesitte giderek in-
celip fibrotik bant formuna ge¢en VCl'un agenezik kismi
goriiliiyor

x
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Figlir 4. Ven6z Faz BT anjiografi koronal kesitte giderek in-
celip fibrotik bant formuna ge¢en VCl'un agenezik kismi
goriliiyor.
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Figilir 5. Ven6z Faz BT anjiografi koronal kesitte vena azi-
goz'un Vena cava superior'a acildigi goriiliiyor.

Figlir 6. Vendéz Faz BT anjiografi koronal kesitte vena azi-
goz'un Vena cava superior'a acildigi goriliiyor.
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Congenital Heart Diseases

SO-041

The harmonious dance between physical
examination findings and imaging findings in
a patient with coronary arterial fistulas

inci Tugce Callioglu’, Yesim Akin', Sarper Okten?

'Department of Cardiology, Karabik University Faculty of Medicine,
Karabik
?Ankara Bilkent City Hospital, Ankara

Introduction: Coronary arterial fistulas (CAFs) are abnormal
connections between the coronary arteries and major tho-
racic vessels or cardiac chambers. CAFs have both spesific
physical examination and imaging findings. Our case report
is important to show that physical examination findings
are consistent with imaging findings as well as clarify CAFs
pathophysiology.

Case Report: A 63- year- old woman with history of hyper-
tension presented to our cardiology clinic with a 6 month his-
tory of exertional dyspnea and 1 month of aggravation. Her
vital signs are unremarkable. Cardiac examination revealed
a grade of 3/ continuous murmur with accentuation in mid
to late diastole at the second to fourth intercostal space of
left sternal border. Due to atypical location of murmur and
murmur characterization, transthoracic echocardiography
(TTE) was instantaneously performed to spesifically inves-
tigate murmur source. TTE revealed left ventricular ejec-
tion fraction of 60%, enlargement of right heart chambers,
moderate degree of tricuspid regurgitation and systolic pul-
monary artery pressure of 45 mm Hg. In addition, there was
evidence of hemodynamically significant left to right shunt
(Qp/Qs: 2.5). Modified parasternal short axis and subcostal
views were obtained with an aneurysmatic ostium of right
coronary artery (RCA) with the diameter of 10 mm (Figure 1)
and a dilated coronary sinus (CS). Color doppler showed mul-
tiple turbulent blood flow shunts from RCA to CS (Figure 2).
Furthermore, color M-mode imaging along the line with fis-
tula revealed continuous flow that became particularly ev-
ident in mid to late diastole (Figure 3). All TTE findings were
thought to be consistent with multiple fistulas between RCA
and CS with dynamic left to right shunt. Computed tomo-
graphic angiography also confirmed TTE findings and clear-
ly visualized a tortuous and markedly dilated RCA (Figure
4), giving rise to multiple fistulas that drained into CS at the
base of heart (Figure 5). Due to the presence of symptoms
and a hemodynamically significant left to right shunt, heart
team recommended surgical closure of all fistulas. Howev-
er, the patient refused to undergo cardiac surgery. So, the
patient was treated with optimal medical theraphy recom-
mended by contemporary guidelines.

Conclusion: Our case is important in terms of showing that
physical examination findings and imaging findings are in
harmony with each other. It resembles a rollercoaster ride
like frequent ups and downs. The presence of continuous
murmur of atypical location and a louder continuous mur-
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mur in mid to late diastole is a significant clue for CAF due to
90% of coronary perfusion in diastole. In addition, especially
M- mode color dopplerimaging offers actual duration of the
shunt that becomes prominentin diastolic phase.
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Figure 1. 2D- transthoracic echocardiography shows a dilated
right coronary artery with the diameter of 10 mm.
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Figure 2. 2D- transthoracic echocardiography shows multiple
fistulas detected by color doppler imaging in both modified
parasternal long axis view and subcostal view.
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Figure 3. M- mode color doppler imaging delineates blood
flow in mid to late diastolic phase.




Figure 4. Computed tomographic angiography delineates a
tortuose and dilated right coronary artery.

Figure 5. Computed tomographic angiography shows multi-
ple fistulas between right coronary artery and coronary sinus
at the base of heart.

Interventional Cardiology / Carotid and Peripheral Vascular

SO-042

Endovascular treatment of an acquired
arteriovenous fistula after axillary plexus
block

Onur Yildirim, Ozcan &zdemir, Bilgehan Kara Cadir

Department of Cardiology, Lokman Hekim University Faculty of
Medicine, Ankara

A 43-year old female patient was admitted with a complaint
of a mass in her with axillary region. In physical examination,
there was a continous murmur in axilla besides the mass. In
history, the patient underwent an orthopedic surgery for
traumatic ulnar fracture in 2000 and axillary plexus block
was applied before the surgery. Superficial ultrasonography
revealed a saccular aneurysm. Angiography with computed
tomography showed an arteriovenous fistula (AVF) in the
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third segment of axillary artery with a 3.5 cm aneurysmatic
dilatation. We applied angiography via right femoral artery
and visualized AVF. Then, we implanted a 10x58 mm-lenght
graft stent to this region and the AVF was occluded.

The first percutaneous approach to the brachial plexus was
performed by Hirschel in 1911, when he injected local anes-
thetic drugs into the axillary sheath. Axillary brachial plexus
is a safe, reliable technique for surgery on the forearm and
hand, with a high level of patient acceptability. More than 120
years have elapsed since brachial plexus anesthesia was first
performed and since that time there have been numerous
anecdotal reports of complications. Vascular complications
are rare and do not require any intervention other than close
observation. In a recent meta-analysis, regarding different
techniques, anesthetic complications associated with the
three brachial block techniques are low, with no medium and
long-term sequelae. However, none of the three techniques
seems to be superior among them to reduce these complica-
tions. All three techniques are highly successful when per-
formed using ultrasound imaging. Ramamurthy reported a
22% incidence of subclavian puncture and arecognizable he-
matomain 1.4% of cases. But more severe vascular complica-
tions were rarely reported as cases, such as false aneuyrysm
of axillary artery and arteriovenous fistula.

In conrast to previous case, the symptoms and therefore diag-
nosis is delayed for more than 20 years in our case. And the pa-
tient was treated with endovascular intervention without any
sequelae. This is the first case treated with endovascular in-
tervention for an acquired AVF after axillary plexus block. The
possible occurrence of an AVF after axillary plexus block should
be kept in mind, because early diagnosis and treatment are
necessary to avoid development of AVF and false aneurysm.

Interventional cardioloqy / Valve and structural heart
diseases

S0-043

First case of valve-in-valve with the new
balloon-expandable Myval transcatheter
heart valve in a failed sutureless Perceval
bioprosthesis in Turkey

Murat Celik, Cem Barg¢in, Suat Gérmel, Uygar Cagdas Yiksel,
Serkan Asil, Serdar Firtina

Department of Cardiology, Glilhane Training and Research
Hospital, Ankara

A 51-year-old female presented with worsening symptoms
of dyspnoea (NYHA Ill) secondary to structural valve degen-
eration of her Perceval size M aortic valve. The Perceval valve
was implanted in 2015 after re-do operation of surgical aor-
tic mechanical valve replacement combined with mitral me-
chanical valve replacementin 2003 which was once re-oper-
ated for pannus excision in 2013.

Echocardiography showed preserved left ventricular (LV) func-
tion (LV ejection fraction 62%), severe intra-prosthetic aortic
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stenosis (mean gradient of 43 mm Hg across the valve) with
moderate aortic regurgitation and functional mitral mechan-
ical valve. Pre-TAVI computed tomography scan showed a su-
tureless valve area of 384 mm?. Peripheral vessel diameters had
suitable sizes and low-density calcification for femoral access.

The Heart Team concluded that ViV-TAVI was the optimal
management strategy. Accesses to the arterial system were
via the right and left femoral arteries, while the veonus ac-
cess was maintained via left femoral vein. Once the valve
had been crossed with a looped AL1 catheter, a 23 mm bal-
loon expandable valve (Myval) was successfully deployed
within the Perceval with no paravalvular leak and satisfying
haemodynamic effect withoutany gradientacross the valve.
The patient was discharged home 2 days following ViV-TAVI
after an uneventful in hospital stay.

Sutureless valves, as well as rapid deployment valves were
superior compared to conventional aortic valve replace-
ment due to remarkable shorter cross-clamp time. Perceval
valve (LivaNova, PLC) is one of the most known sutureless bi-
oprosthesis. It is an advantageous valve in mean of its easy
and quick deployment, minimal manipulation requirement
and high performance in small and calcified roots. However,
sometimes early haemodynamic failure of the Perceval valve
may be seen and valve-in-valve transcatheter aortic valve
implantation (ViV-TAVI) may be the only option in these el-
derly and fragile patient population. According to the our
knowledge, this report is the first case of Myval ViV-TAVI
procedure applied to the Percaval valve in Turkey.

before the procedure after the procedure

Figure 1. Comparison of pre- and post-procedure echocar-
diographical and computed tomography findings

Interventional cardioloqy / Valve and structural heart
diseases

SO-044
No longer forgotten valve: Valve in valve in
tricuspid position

Zeynep Kumral, Ahmet Anil Baskurt, Onercan Cakmak, Ebru
ézpelit, Bahri Akdeniz, Nezihi Baris, Ozer Badak
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Department of Cardiology, Dokuz Eylil University Faculty of
Medicine, izmir

Introduction: Surgical valve replacement has been the
mainstay of therapy for severe tricuspid stenosis and re-
gurgitation. However, the decision regarding bioprosthet-
ic or mechanical valve remains controversial. In the tricus-
pid position, bioprosthetic valves are generally preferred,
given high valve failure rates as well as anticoagulation
and thrombotic complications of mechanical heart valves.
Bioprosthetic valves can lead to early degeneration and
dysfunction and to the consequent need for reoperation.
Transcatheter bioprosthetic valve replacement has be-
come an alternative to repeat surgical valve replacement
when prior sternotomies heighten patients surgical risk.
Here, we describe two cases of a successful percutaneous
intervention of a transcatheter aortic valve device into a
tricuspid valve.

Case 1: A 22-year-old man with a history of Tetralogy of
Fallot which was repaired at birth, presented with severe
right-sided heart failure. At 2015 he had reoperation with bi-
oprosthesis tricuspid valve and pulmoner valve. TTE showed
severe tricuspid stenosis with a mean gradient of 13 mm Hg
secondary to bioprosthetic valve degeneration with mild tri-
cuspid regurgitation. The femoral vein was accessed with a
14Fr sheath and a stiff wire placed in the distal left pulmo-
nary artery. Snare is placed into the vena cava inferior for
possible maneuvers through the left femoral vein. A 25mm
balloon was used for tricuspid valvuloplasty. 26 mm MyVal
percutaneous valve onto the preexisting 27 mm bioprosthe-
sis St Jude valve which further reduced the tricuspid gradient
to 4 mm Hg.

Case 2: A 53 year old woman with a history with AVR, MVR
and bioprosthesis tricupid valve. She underwent multiple
hospital admissions for fatigue, severe dyspnea, peripher-
al edema and recurrent ascites; symptoms consistent with
right-sided HF. TTE showed severe tricuspid stenosis with a
mean gradient of 15 mm Hg secondary to bioprosthetic valve
degeneration. TVA was 0,35 cm?2. A 25 balloon was used for
tricuspid valvuloplasty, 26 mm MyVal percutaneous valve
onto the pre-existing 29 mm bioprosthesis sorin valve and
postdilatation with 27.5 mm balloon which further reduced
the tricuspid gradient to 6 mm Hg and TVA to 2.5 cm?. At the
1. month follow up patient did not need any diuretics and
NHYA Class 1.

Discussion: TV dysfunction has gained a new focus for tran-
scatheter intervention, but there is still much to be under-
stood. Despite recent progress, all patients undergoing
TTVlarestillhave end-stage inoperable HF, RV dysfunction
and severe comorbidities. There are no specific guidelines
and insufficient evidence to support the selection of pa-
tients will benefit from TTVI. The fact that our cases were
made without using TEE and temporary pacemaker dis-
tinguishes it from other cases and shortens the procedure
time. Here, we present two cases of a successful percuta-
neous intervention of a transcatheter aortic valve device
into a tricuspid valve, one of which is congenital heart dis-
ease.



Figure 1-Case 2:
A: Preop tricuspid gradient and severe tricuspid regurgitation B: Predilatation with 25mm balloon
C: 26 mm MyVal percutaneous valveD: Postop tricuspid gradient and mildtricuspid regurgitation

Figure 2. Case 2

Interventional cardioloqy / Valve and structural heart
diseases

SO-045

Ciddi mitral darhgi ve aort darhgi tedavisinde
es zamanl transkateter aort kapak
replasmani (TAVI) ve perkiitan mitral balon
valvuloplasti (MBVP)

Nergiz Aydin, Ahmet Soylu, Yakup Alsancak

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

Transkateter aort kapak replasmani (TAVI), son yillarda
ylksek cerrahi riski olan hastalarda alternatif bir tedavi
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yoéntemidir. Mitral darligi (MD) bulunan, uygun kapak mor-
folojisine sahip hastalarda ilk tedavi se¢enedi mitral balon
valviloplastidir (MBVP). Romatizmal aortdarhgi (AD) ¢ogun-
lukla romatizmal MD ile birlikte gérilir. Ancak ciddi AD ve
MD birlikteligi nadirdir. Kombine ciddi AD ve MD olan hasta-
lar i¢in standart tedavi hem mitral hem de aort kapaklarinin
cerrahi olarak degistirilmesidir. Ancak hastalarin ileri yasta
olmasi, eslik eden komorbid durumlar ve ylksek cerrahi risk
nedeniyle opere edilemeyen hastalarda alternatif perkitan
tedavilerin (TAVI, MBVP) ayni seansta uygulanmasi mim-
kdnddr. Literattirde es zamanli TAVI ve MBVP yapilan birkag
vaka 6rnegdi bulunmaktadir. Biz de yazimizda ytksek cerrahi
risk nedeniyle operasyon uygun goérilmeyen kombine roma-
tizmal AD ve MD nedeniyle ayniseansta TAVI ve MBVP uygu-
lanan hastamizi sunduk. 2 yil dnce kolon kanseri nedeniyle
opere edilen, atrial fibrilasyon ve iskemik inme dykdileri olan
76 yasinda kadin hasta, bir yildir olan efor dispnesi (NYHA 3)
ile merkezimize basvurdu. Transtorasik ekokardiyografide sol
ventrikil hipertrofisine ek olarak ortalama basin¢ gradyenti
84 mm Hg olan ciddi AD saptandi. Hafif-orta aort yetersi-
zligi ve hafif mitral yetersizligi saptandi. Ayni zamanda ciddi
derecede stenoz olusturan romatizmal mitral kapak tutulu-
mu eslik ediyordu. Lojistik EuroSCORE %20.27 ve Society of
Thoracic Surgeons mortalite ve morbidite skoru %17.7 hes-
aplandi. Hasta dekompanse olarak koroner yogunbakimda
takip edildi, medikal tedavi ile kompanzasyon saglanamadi.
Kardiyoloji, kalp damar cerrahisi konseyinde yliksek cerra-
hi risk nedeniyle operasyon uygun gérilmedi, her iki kapaga
perkitan midahale karari verildi. Dekompanzasyon sagla-
namayan hasta entiibe edildi, entlibe olarak isleme alindi.
Anjiyografide koroner arterler plakl izlendi. Oncelikle sol
femoral ven ponksiyonu yapildi, sag ventrikll apikaline gegi-
ci pacemaker yerlestirildi. Sol femoral arter kantile edilerek
pigtail kapak hizasina yerlestirildi. Ardindan sag femoral 7
F kilif takilarak diz uglu tel ile AL2 kateter aracilidi ile aort
kapak gegildi. Hizli pacing esliginde 29 mm core valve biyo-
protez kapak 16 F tasiyici sistem lzerinden yerlestirildi. Tam
aciklik saglanmadigi disinilerek 25*40 mm balonla dilata-
syon yapildi (Figir 1). Ardindan transseptal ponksiyonu taki-
ben, mitral kapak boyunca 28 mm'ye sisirilmis bir Inoue ba-
lon kullanilarak dilatasyon yapildi (Figir 2). Ortalama mitral
kapak gradyentinde 17'den 8 mm Hg'ye bir azalma ile iyi bir
hemodinamik iyilesme oldu. islem sonrasi hafif MY ve hafif
AY izlendi. islem sonrasi birinci giinde hasta ekstibe edildi,
bir haftalik takibin ardindan sifa ile taburcu edildi. Kombine
ciddi AD ve MD'ye nadir rastlanmasina ragmen, TAVI ve MB-
VP'nin es zamanl uygulanmasi secilmis hastalarda cerrahi
tedaviye alternatif olarak akilda bulundurulmalidir.
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Figiir 1. Aortkapak konumuna29 mm core valve biyoprotezkapak
implantasyonunun ardindan 25*40 mm balonla dilate edildi.

Figur 2. Mitral kapagin 28 mm Inoue balonile dilatasyonu

Interventional cardiology / Valve and structural heart

diseases
SO-046
Polidokanolile septal ablasyon sonrasi siyanoz

ve bradikardi gelisen hasta: Sag ventrikadil
uyarimi yapan elektrodun yerinin 6nemi

s S56

Sevda Aygin, Mert Dogan, Ahmet Hakan Ates, Ugur
Canpolat, Mehmet Levent Sahiner, Ergliin Baris Kaya, Kudret
Aytemir

Hacettepe Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali,
Ankara

Hipertrofik obstriktif kardiyomyopati (HOKM) ve atriyal fi-
brilasyon (AF) tanilari olan 46 yasinda kadin hasta presenkop
ve efor dispnesi sikayetleri ile basvurdu. Bir yil énce HOKM
tanisialdigi, beta-blokértedavisiile takip edildigive 6 ay 6nce
primer koruma amaciyla implante edilebilir kardiyoverter
defibrilatér (ICD) implantasyonu yapildigi 6grenildi. EKG'de
ritmi AF (ventrikdl hizi 110 atim/dk) idi. Ekokardiyografide sol
ventrikil ejeksiyon fraksiyonu 60%, interventrikiler septum
kalinhd122 mm, sol ventrikiil ¢ikis yolu (LVOT) gradientiistira-
hatte 52 mm Hg idi, sistolik anteriyor hareket (SAM) ve orta
derece mitral yetersizlik mevcuttu ve valsalva manevrasi ile
LVOT gradientinin 90 mm Hg oldugu gérildi. Medikal teda-
viye direngli yakinmalari olan hastaya polidokanol ile sep-
tal ablasyon yapilmasi planlandi. Koroner anjiyografide ilk
septal perforatér arterin polidokanol ile ablasyon i¢in uygun
olduguna karar verildi (a). Septal arterin proksimalinde OTW
balonilesisilerek, 4cc %2'lik polidokanol septal perforatér ar-
tere enjekte edildi (b). Transtorasik ekokardiyografiyapilarak
septal arterin perflize ettigi septum bazal bélgesinde kon-
trast tutulumu oldugu vizualize edildi (c). islem sirasinda
ICD'nin 60 atim/dk hizinda uyarim yaptigi gérildi. ICD kon-
troliinde bazal hizi 40 atim/dk’ya azaltildiginda hastanin AF
ritminin devam ettigi ve AV tam blok gelistigi saptandive ICD
bazal hizi 60 atim/dk olacak sekilde ayarlandi. islem sonrasi
intrakardiyak 6l¢imlerde LVOT gradientinin 10 mm Hg'ye
diastuagi gordalda. islem komplikasyon olmadan basarili bir
sekilde sonlandirildi. Yogun bakim takibinde hastada 38 atim/
dk hizinda bradikardi ve periferik siyanoz gelistigi gorulda.
EKG'de ve ICD kontrolinde sag ventrikil elektrodunda
uyarma kusuru saptandi, uyarim voltaji maksimum dedgere
alinmasina ragmen uyarma kusuru devam etti. Hastaya ka-
teter laboratuvarinda femoral girisim yolu ile sag ventrikiil
apiko-lateral bélgeye gecici kalp pili elektrodu yerlestiril-
di, ICD elektrodunun septal yerlesimli oldugu gézlendi (d).
Yogun bakim izlemlerinde 72 saat igerisinde ICD kontrolinde
uyarim kusurunun ortadan kalktigi, empedans ve esik deger-
lerinin normal aralikta oldugu saptandi. Gegici kalp pili ihti-
yaci kalmadigiigin ¢ikarilarak hasta uygun medikal tedaviile
taburcu edildi. Kalp pili uyarimi yapan elektrod septal bdlg-
eye yerlestirilmis ise, HOKM hastalarinda septal ablasyon
sonrasi septumda gelisen iskemiye bagl kalp pilinde uyarma
kusuru olabilmektedir. Sonu¢ olarak, HOKM hastalarinda
septal ablasyona bagh gelisen septal iskemi/enfarkt ned-
eniyle kalici ve/veya gegici kalp pili elektrodlarinda uyarma
kusuru gelisebilecegi akilda bulundurularak islem éncesinde
septal bélge disinda bir bélgeye gecici kalp pili elektrodu yer-
lestirilmesi gerekebilecegi akildan ¢ikarilmamalidir.



Figir 1. Polidokanol ile uygun septal perforatér arterin ab-
lasyonu
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Figlr 2. VVI-ICD RV leadinin koroner anjiografi ile interven-

trikiiler septum yerlesimli oldugunun gésterilmesi

Interventional cardiolo Valve and structural heart
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The first experience of thromboembolic
protection device implantationin a patient
with prosthetic valve thrombosis treated
with thrombolytic therapy: A case report

Damirbek Osmonov, Aynagul Saitkulova, Gayrat Yuldashey,
Asan Nazarov, Abdiashim Tashmamatov

Bicard Clinic, Bishkek, Kyrgyzstan

Introduction: Prosthetic valve thrombosis (PVT) is a rare but
one of the most dreaded complications of implanted me-
chanical valves. Thrombolysis has emerged as an alternative
to surgical therapy in the management of these patients. We
present the first report on implantation of thromboembolic
protection device during TT of prosthetic valve thrombosis.
It may decrease TIA or ischaemic stroke in this patient pop-
ulation, especially if thrombus is large and mobile. Patients
with PVT could be evaluated by serial cinefluoroscopy, for
the treatment success, during the thrombolytic therapy.
Also, we highlight TEE utility in evaluating prosthetic valve
before and after TT.

Case Report: Our report describes management of patient
with obstructive prosthetic valve thrombosis of the aortic
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valve. Fluoroscopy revealed an immobile anterior disc of the
aortic prosthesis. TEE detected the severely restricted pros-
thetic valve motions and a huge mass at the supravalvular
site with the size of 2 cm?. We implanted thromboembolic
protection devices into the both internal carotid arteries fol-
lowed by the administration of a thrombolytic therapy with
50 mg Alteplase. After the procedure an embolized thrombi
was detected, at the apex of the device, which was placed
in the left carotid artery. There was any sign of TIA or stroke,
and the procedure was ended uneventful. The TEE per-
formed on the next day confirmed successful resolution of
the thrombus as the motion of the prosthesis discs were nor-
mal.

Discussion: Mechanical left-sided prosthetic valve obstruc-
tion is a serious complication with high mortality and mor-
bidity and requires urgent therapy with either fibrinolytic
therapy or surgical intervention. Published guidelines differ
over the bestline of therapy for PVT; the European Society of
Cardiology valve guidelines recommend surgery as a class |
treatment for obstructive PVT (OPVT) in critically ill patients
without a serious

comorbidity and to consider standard-dose thrombolytic
therapy (TT) when surgery is not available or deemed high
risk (class lla recommendation), while the 2017 American
College of Cardiology / American Heart Association fo-
cussed update recommends urgentinitial treatment with ei-
ther slow-infusion low-dose TT, or

emergency surgery (class | recommendation) for obstructive
PVT. In patients with high surgical risk and high risk of embo-
lisation, a thromboembolic protection device could be used
in conjunction with thrombolytic therapy to decrease the risk
of embolic cerebral events. Cinefluoroscopy provides the ex-
actvisualization of mechanical prosthetic heart valve leaflet
motion. We prefered to use it, during the administration of a
t-PA and

while the patient had been implanted thromboembolic pro-
tection devices. The success of thrombolysis has been de-
tected easily, just by one shoot, by normalisation of mov-
ments of an early stucked leaflets of prosthethic valve.

Figure 1. Fluoroscopy revealed stucked leaflet of one of the
prosthesis disc and only one of the leaflets is visible (a). After
a tPA therapy the fluoroscopy revealed full opening of both
of the leaflets of prosthesis

S57 m——
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Figure 2. TEE determined a huge and partially mobile mass at
the supravalvularsite of 2cm?in area causing asevere restric-
tion of prosthetic valve motion (a). The TEE performed on the
next day confirmed successful resolution of the thrombus (b).

Figure 3. An embolized thrombi (arrow) at the apex of the de-

vice which was placedin the left carotid artery was detected.

Interventional cardiology / Valve and structural heart
diseases

SO-048

VSD gibi davranan aortadan sag ventrikiile
olan sekel fistiiliin basarili olarak perkitan
kapatilmasi

s S58

Emre Ozdemir, Saban Esen, Cem Nazli

izmir Katip Celebi Universitesi, Atatiirk Egitim ve Arastirma
Hastanesi, izmir

Girig: Vaskdler fistlller ylksek basi¢ alanlarindan disik
basi¢ alanlarina dogru olmamasi gereken baglantilar olarak
bilinmektedir. Fistll sebepleri olarak vaskdler, cerrahi veya
girisimler, travmalar, enfeksiyona sekonder sekeller ve bazi
genetik hastalikla sayilabilir. Fisttllerin bulundugu yere gére
klinik degismekte olup asemptomatik durumdan yuksek de-
bili kalp yetmezligine uzanan bir tabloda yer alabilir. Bazende
infektif endokarditin hem sebebi ve sonucu olarak yer alabil-
ir. 58 yasinda bir bayan hastaya ait aortadan sag ventrikdle
uzanan fistulun perkutan olarak basarili kapatilmasi sunula-
caktir.

Olgu Sunumu: 58 yasinda bayan hasta. 2021 yilinda opere
aort mekanik kapak replasman 6ykiisii mevcut. Takibinde 1
yil sonra protez kapak enfeksiyonuna sekonder redocerra-
hi AVR mevcut. Redocerrahi esnasinda kapak biyoprotez ile
degistirilmis. Operasyondan 10 giin sonra yapilan TTE'de biy-
oprotez kapakta trombus saptanmasi Gizerine yatarak teda-
vi almis. Bu esnada yapilan TEE'de fistll akimiizlenmis. Ayni
zamanda protez kapaktaki trombus nedenli gia 6ykisi mev-
cut. Yapilan TEE ve MR incelemelerinde fistllin 12 mm uzu-
nlugunda 5-7 mm arasinda ¢apa sahip tlinel seklinde kapak
komsulugundan baslayip aortadan sag ventrikile fistdl
trakti izlendi. KDC-kardiyoloji-anestezi konseyinde deger-
lendirmede mukerrer operasyon Oyklisi olmasi nedeniyle
perkitan kapama énerildi.

Anjio salonuna alinan hastanin fistlline selektif olarak al -1
kateter ile oturuldu. Hidrofilik 0,035 klavuz tel ile aortatan
baslanip fistllden gecilerek pulmoner artere ydnlendirildi.
Takibinde amplatz stiff tel ile exchange yapilarak tel lize-
rinden 8f 45 derece agiya sahip guiding kateter aortadan RV
yoénlendirildi. FistUlin tibller bir yapiya sahip olmasi ned-
eniyle amplatzer vaskiler plak ile kapatilmasi uygun bulun-
du. Anjiografik dlgiimlerde max ¢api 8 mm o&lgllen fistile
10 mm'lik vaskdiler plak kateter icine gdnderilerek basarili
olarak fistll oklude edildi. Kontrol aortografide fistul trak-
tindan minimal rezidiel akim izlenmesi Gzerine islem basarili
olarak sonlandirildi.

Tartisma: Arteryovenéz fistlller dogumsal olmasi durumun-
da ¢ogu zaman asemptomatik seyretmekte, ancakilerleyan
yaslarda beklemeyen kliniklerle kendini gésterebilmektedir.
Fakat iatrojenik (post operatuar) ya da enfektif endokardite
sekonder sekel hadiselerde daha belirgin kliniklerde erken
donemde ortaya ¢ikabilmektedir. Mevcut tabloda tedavil-
er ylzeyel fistlllerde (arterio ven6z ekstremite fistdlleri)
prop basisi ile olabilmekle beraber daha derin olan fistiller-
in perkitan yontemlerle coil ya da 6zel tasarlanmis gesitli
cihazlarla (duct okluder, vaskiler plak gibi) oklizyonu s6z
konusu olabilmektedir. Tasarlanmis cihazlarla kapatmaya
uygun degilse cerrahi olarak tamir edilebilmektedir. Cerrahi-
ye uygun olmayan ya da mikerrer cerrahi nedenli ylksek risk
tasiyan durumlarda vakamizda oldugu gibi protez kapaga
ve de sag koroner artere yakin komsulugu olmasina ragmen
operator deneyimi ile uygun cihazlar ile perkutan kapa-
tilabilmektedir.
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Figlir 1. Fistiil kapama. Fistiil 10 mm’lik vaskiiler plak ile Figiir 3. Amplatz stiff tel ile exchange yapilarak tel lizerinden
basarili sekilde oklude edildi guiding kateter aortadan RV igine yonlendirildi

Figlir 4. Hidrofilik 0,035 tel aortadan baslanip fistul traktin-
dan gecilerek ana pulmoner artere yénlendirildi.

Figlr 2. Amplatzer vaskiiler kapama plak fistiil traktina yer-
lestirildi.
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Olgu 2: Parsiyel renal arter embolizasyonu. 55 yas, erkek
hastaya hastanemiz Uroloji kliniginde parsiyel nefrektomi
yapilmis. Postoperatif donemde masif hematiri ve he-
moglobin dislst izlenmis. Kontrasthh abdominal BT'de sol
bébrekte operasyon bélgesinde psédoanevrizma, AV mal-
formasyon ve toplayici sisteme ekstravazasyon goérilmesi
Uzerine renal arter embolizasyonu igin klinigimize konsiilte
edildi. Sol renal arteriogramda inferior bolgede iki ayri dal
distalinden ekstravazasyon ve psdédoanevrizma izlendi. Bu
dallara selektif ilerlendi. Distal kisimlarina koroner ¢iplak
metal stentler implante edildi. Stentlerin yaninda, proksi-
mal yari hizasinda, balon dilatasyon yapilarak stent kirildi.
Sonrasinda hastadan alinan cilt alti yag dokusu pargalari
0.014" kilavuz tel Uzerinden balon yardimi ile ilerletilerek
kirilan stenlerin Gzerine yerlestirildi. islem yapilan dallarin bu
segmentlerde tamamen oklude oldugu gérildd, distal kan
akimi izlenmedi. islem yapilan dallar disinda kanlanmada
bozulma gérilmedi. Hastanin postop takibinde hemoglobin
degerindeki dismenin durdugu ve bdbrek fonksiyonlarinin
dizeldigi goralda.

Tartisma: Renal arter embolizasyonu timérler, kanamalar,
postoperatif komplikasyonlar gibi ¢esitli sebepler nedeni-
Figiir 5. AL-1kateter ile oart kékiinden fiistiii traktina oturuldu yle uygulanan givenli ve etkili bir ydntem olarak literatirde
tanimlanmistir. Biz bu iki olguda koroner stent ve otolog yag
dokusu kullanarak basarili embolizasyon yaptik. Bu teknikte
Interventional Cardiology / Carotid and Peripheral Vascular koroner sten.t arterin hedef bélgvesine yerlestirilerek kirilr,

sonrasinda cilt altindan alinan yag dokusu pargalari kilavuz
SO-049 tel Gzerinden balon yardimiyla ilerletilir ve o bélgede trom-

K tent tol & dok boze olur. Stente ulasan yag dokusu stentin kirilmis kismina
oronerstent ve otologyag dokusu takilarak istenen seviyeden daha distale ilerlememektedir.

kullanilarak yapilan total ve parsiyel renal Bu prosediirde kullanilan malzemelerin her kateter laboratu-
arter embolizasyon olgulari varinda bulunan temel malzemeler olmastiislemin daha kolay
uygulanabilir olmasini saglamaktadir.

Kubilay Erselcan

T.C. Saglik Bakanligi Tekirdag Dr. ismail Fehmi Cumalioglu Sehir
Hastanesi

Olgu 1: Total renal arter embolizasyonu. 62 yas, kadin has-
ta halsizlik ve bayillma sikayetiyle dis merkezde acil ser-
vise basvurmus. Derin anemi tespit edilmis ve transfiizyon
amaciyla interne edilmis. Kontrasth abdominal BT'de sol
bébrektenkanamanindevam ettigimasifretroperitonealhe-
matom tespit edilmesi lizerine hastanemize sevk edildi. Uro-
loji tarafindan total nefrektomi planlandi ancak perioperatif
mortalite riski yliksek oldugu i¢in renal arter embolizasyonu
icin klinigimize konsdlte edildi. Sol renal arteriogramda renal
kapsilden sizinti seklinde ekstravazasyon izlendi. Sol ana re-
nal arterile siperior ve inferior dallarina koroner ¢iplak metal
stentimplante edildi. Ana daldaki stentin yaninda, proksimal
yari hizasinda, balon dilatasyon yapilarak stent kirildi. Son-
rasinda hastadan alinan cilt alti yag dokusu pargalari 0.014'
kilavuz tel Gzerinden balon yardimi ile ilerletilerek kirilan
stent Uzerine yerlestirildi. Renal arterin tamamen oklude
oldugu gérildd, distal kan akimi izlenmedi. Hastanin post-
op takibinde hemoglobin degerindeki dismenin durdugu ve
bébrek fonksiyonlarinin diizeldigi gorildd.

Figlir 1. Olgu1.1. Sol renal arteriogram ve kapsiilden sizinti

s S60
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Figiir 2. Olgu 1.2. Sol renal artere stent implantasyonu Figiir 4. Olgu 1.4. Stent iizerine yag embolizasyonu

Figiir 5. Olgu 1.5. islem sonrasinda sol renal arterin total
Figiir 3. Olgu 1.3. Stentin balonile kirilmasi okliizyonu
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sk
Figlir 6. Olgu 2. Sol renal arterin psédoanevrizma ve ek- Figiir 8. Olgu 2.3. 1. dalda yag embolizasyonu sonrasinda total
stravazasyon yapan dallari okliizyon

S

Figiir 7. Olgu 2.2. 1. dala stent implantasyonu ve “crush” Figiir 9. Olgu 2.4. Stent sonrasi 2. dala yag embolizasyonu
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kapak alani planimetrik ve PHT ile 1,1 cm?, sag bosluklar nor-
mal, sistolik pulmoner arter basinci 40 mm Hg olarak dl¢lldi.
Transézofageal ekokardiyografisinde (TEE) Wilkins skoru 8
puan olarak degerlendirildi, intrakardiyak trombis izlenmedi
(Figlir 1 ve 2). Hastaya PMBV karari alindi. islemden 24 saat
6nce apiksaban kesildi. Sag femoral ven kateterizasyonu
sonrasl Brockenbrough ignesi ile, floroskopi ve TEE esliginde
septal ponksiyon yapildi. Transseptal ponksiyondan hemen
sonra 7500 Unite fraksiyone olmayan hepariniv olarak uygu-
landi. ®nce 24 mm ardindan 26 mm olacak sekilde Inoue Ba-
lon sistemi ile PMBV uygulandi. Kontrol TEE'de transmitral
gradient 9/3 mm Hg'ye geriledigi ve mitral kapak alaninin 1.6
cm?ye ¢iktigr gorildi. 1. derece mitral yetersizlik saptandi.
Mitral kapak balonunun 2. kez sisirilmesinin hemen ardin-
dan TEE goérintilerinde mitral kapak tizerinde daha énce ol-
mayan, mobil, 1,2*0,8 cm boyutlarinda trombis veya vejeta-
syon izlenimi veren kitle izlendi (Figur 3 ve 4). Kapagin efektif
acildigi ve tekrar balon yapmanin komplikasyonu artiracagdi
disinulerek islem sonlandirildi. Antikoagillan olarak giinde
iki kez 1 mg/kg (60 mg) enoksaparin devam edildi. Ardindan
hastadan enfeksiyon markerleri génderildi. CRP 12 mg/dL
(0-5), beyaz kiire sayisi da 8800 olarak izlendi. Enfektif en-
dokardit fizik muayene bulgulari izlenmedi. Kan kdlturleri
enfektif endokardit protolokiine goére alindi. Ardindan en-
feksiyon hastaliklari ile gorisilerek ampirik antibiyotera-
pi baslandi. Takiplerinde komplikasyon gelismedigi izlendi.
Gunlik transtorasik ekokardiyografide kitlenin geriledigi,
10 glinlik antibiyoterapi sonrasi 10. giinde kontrol TEE'de
kitlenin gérinimidnitn kalmadigi izlendi (Figlr 5 ve 6). Kan

Figiir 10. Olgu 2.5. islem sonrasinda ekstravazasyon yok ve re-
nal parankim korunmus durumda

Valvular heart diseases

SO-050 kiltirlerinde Greme izlenmedi. Mevcut kanitlarla hastadaki

kitlenin trombis distnlldid. Warfarin baslandi. 15 giin son-
Perkitan mitral balon valviiloplasti ra tekrar yapilan TEE sinde trombis izlenmedi (Figir 7). Oral
esnasinda gelisen mitral kapak tizerinde antikoagiilan olarak warfarin ile takip edildi. Bu vaka PMBV
tromblis olgusu yapilan hastalarda islem sirasinda ve gereginde de sonrasin-

da uygun antikoagilan tedavinin 6nemini vurgulamaktadir.
Mevlit Demir, Taner Sen, Mehmet Ali Astarcioglu

Kitahya Saglik Bilimleri Universitesi Tip Fakiiltesi, Kardiyoloji Adult Echo sTastaam110 arveanes 1o o KUHSBUEVLIYL Affinii 7 11!;2’372"_ hl‘slis -
Anabilim Dali, Kiittahya é;H'zzt

o B7 m
Romatizmal mitral darligi olan hastalarda tercih edilen

tedavi haline gelen perkitan mitral balon valviloplasti
(PMBV), ayni zamanda ciddi komplikasyonlara neden olabil-
ir. Vakamizda perkitan mitral balon valviloplasti esnasinda
mitral kapak Gzerinde trombis gelisen hastayi sunduk. 61
yasinda bayan hasta 3 aydir artan eforla nefes darhigi sikay-
etiile hastaneye basvurdu. Fonksiyonel kapasitesi NYHA 2-3
olarak degerlendirildi. Oykiistinde romatizmal mitral kapak
hastaligi nedeniile yaklasik 30 yil dnce acgik cerrahiile mitral
kommislirotomi mevcuttu. EKG atriyal fibrilasyon, kalp hizi
80 olarak izlendi. Kullandigi ilaglar apiksaban 2*5 mg, furo-
semid 1*20 mg, metoprolol 1*100 mg olarak izlendi. Sebebi (ARSI
bilinmeyen sekilde 1 yil énce warfarin kesildigi, apiksabana ER30

gecildigi 6grenildi. Ekokardiyografisinde ejeksiyon fraksiy- !

onu %60, mitral kapakta romatizmal etkilenim, ciddi mitral
darlk, mitral kapakta ortalama 12 mm Hg gradiyent, mitral

Figiir 1. islem &ncesi mitral kapak gériintiisii.

S63 mmm——
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Figﬁrz.islem oncesi mitral kapak goriintiisii. Figiir 5. Antikoagiilan sonrasi
goruntdleri (trombiis izlenmiyor).
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Figiir 3. islemden hemen sonra mitral kapak tizerinde trombiis.

Figir 6. Antikoagiilan sonrasi kontrolde mitral kapak
goriintileri (trombiis izlenmiyor).
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Figlir 4. islemden hemen sonra mitral kapak tizerindeki trom-

bis. Figlir 7. Antikoagiilan sonrasi kontrolde mitral kapak

goriintileri (trombiis izlenmiyor).
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A rare case of mitral valve annuloplasty ring
dehiscence

Salim Yasar, Suat Gérmel, Selen Eski, Ferit Bagirov, Yusuf
Oztirk, Ayse Saatci Yasar, Uygar Cagdas Yiksel, Murat Celik

Department of Cardiology, Glilhane Training and Research
Hospital, Ankara

A 48-year-old man with a known history of coronary artery dis-
ease, hypertension and diabetes mellitus was admitted to the
outpatient clinic. He had a 3-vessel coronary bypass grafting
surgery and mitral valve repair with 26 mm EDWARDS PHYS-
IO annuloplasty ring 4 years before. In early 2021, dyspnea that
occurs with minimal effort began developing. He was unable
to do daily activities without becoming extremely shortness of
breath (New York Heart Association Class Il heart failure symp-
toms). The patient was afebrile, and his blood pressure was
130/80 mm Hg. Physical examination revealed tachycardia, api-
cal 36 systolic murmur and rales in the lower segments of both
lungs. An admission 12-lead electrocardiogram (ECG) showed
atrial fibrillation (108 beats/min). Blood cultures and inflamma-
tory markers were negative. Transthoracic echocardiography
(TTE) revealed global hypokinesia of the left ventricle with left
ventricular ejection fraction (LVEF) of 15%, an echogenic struc-
ture above the mitral annulus and moderate to severe mitral
regurgitation (Figure 1A-B). The patient underwent a transe-
sophageal echocardiography (TEE) for further evaluation. 2D
TEE imaging revealed that the annuloplasty ring was displaced
superiorly to the mitral valve, suggesting partial dehiscence. A
3D TEE imaging revealed large area of mitral annuloplasty ring
dehiscence along the posterior aspect of the ring (extending
from 10 to 3 o'clock on the surgeon’s view of mitral valve) and
severe mitral regurgitation jet occupied the entire area of de-
hiscence (Figure 2, Video 1). There was no evidence of endocar-
ditis. Given these findings, our first thought was that the mitral
ring implanted was likely undersized, which led to dehiscence
and severe mitral regurgitation.

Given his poor LVEF, firstly, he was treated conservatively. After
the initiation of intravenous furosemide and electrical cardio-
version of AF, hiscomplaints greatly relieved. At 2-month follow
up, his rhythm was sinus and control TTE showed improvement
LVEF of 35%. After thorough discussion with the heart team,
he was referred for robotic mitral valve surgery. Surgical explo-
ration revealed a large area of mitral annuloplasty ring dehis-
cence along the posterior aspect of the ring as compatible with
preoperative 3D TEE imaging (Figure 3, Video 2). Consequent-
ly, mitral ring removal and then mitral valve replacement with
Medtronic open pivot 27 mm mechanical valve were performed
under beating heart conditions. Patient was discharge on the
8th postoperative day. At 3-month control, the patient wasina
well condition without any dyspnea complaint and echocardi-
ography showed functional mechanical mitral valve.

Given its unfavorable clinical consequences such as device
migration, device embolization, hemolysis, endocarditis,
acute recurrent regurgitation, and increased patient mor-
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bidity and mortality, it is pivotal to diagnose the mitral annu-
loplasty ring dehiscence promptly and accurately.

Figure 1. Two-dimensional transesophageal echocardiog-
raphy imaging of the mitral ring dehiscence as an echogenic
structure (white arrow) above the mitral annulus (A) and mod-
erate to severe mitral regurgitation jet noted with Color Dop-
pler (B). LA: left atrium; LV: Left ventricle

Adult Echo
X72t 3D Beats 1

TIS0.1  MI03

*** bpm
Figure 2. Three-dimensional transesophageal echocardiography
imaging revealing a significant ring dehiscence. The yellow as-
terisk denotes mitral valve annuloplasty ring and white arrows
denote extreme ring dehiscence along the posterior mitral valve.

Figure 3. Intraoperative image shows extreme mitral annu-
loplasty ring dehiscence along the posterior aspect of the ring.
Thered asterisk denotes mitral valve annuloplasty ring, yellow
arrowhead denotes coronary vent cannula and yellow arrows
denote extreme ring dehiscence.
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PO-001 [Arrhythmia / Electrophysiology / Pacemaker /
CRT-1CD]

Myotonik distrofili hastada sadece
atrial pacing manevralariile
indiklenebilen ventrikiiler tasikardi:
olgu sunumu

Bisra Kuru, Emir Baskovski, Ali Timugin Altin

Ankara Universitesi Tip Fakdiltesi, Kardiyoloji Anabilim Dall,
Ankara

Giris: Sol posterior fasikliler VT'nin atriyal pacing ile in-
diksiyonu His-Purkinje sistemine yakin olan bu reentran
devrenin 6zelligidir ancak gelisiminin kesin mekanizmalari
hakkinda bilgi azdir. Biz bu olgu sunumunda sadece atrial
pacing manevralari ile indiklenebilen ancak ventrikiler
pacing manevralari ile indiklenemeyen LV summit ve
posterior fasikll komsuluklu iki VT saptanan myotonik
distrofili hastayi sunuyoruz.

Olgu: Daha 6nce AF, AT, VT ablasyonu ve sekonder ko-
ruma ICD implantasyonu dykdleri olan myotonik distro-
fi tanili 28 yas erkek hasta klinigimize ICD soklamalari
ile basvurdu. Uygun sok ve AT ye bagli uygunsuz soklar
tespit edildi. Hasta EPS laboratuvarina alindi. Atri-
yal burst pacing ile hastada AT ve VT indiklendi. VT1
periaortik VT olarak degerlendirildi, exit LV summitte
idi. VT2 septal VT idi ve posterior fasikul ile komsuluk
gosteriyor idi. Hastanin orta-apikal infero septumunda
endokardda disik voltajalani ve LAVA'lari vardi. Bu alan
VT2 isthmusu ile komsu idi. Buralar homojenize edildi.
Posterior ve septal fasikuller ablate edildi. Atrial burst
pacing ile tekrar VT1 indiklendi. AMC komsulugunda
haritalama sirasinda mid-end diyastolik sinyaller vardi
ve burada temas ile VT kendiliginden durdu. Buradaki
hedefler ablate edildi. Pacing manevralariile isuprel al-
tinda takikardiindiklenmedi.

Tartisma: Posterior fasikller VT, reentry mekanizmasini
kullanir ve programlanmis ventrikiiler veya atriyal
stimillasyon ile indiklenebilir ve sonlandirilabilir. Lit-
eratlrde olgu sunumu diizeyinde yayinlar sol posteri-
or fasikiler VT'lerin olusabilmesi i¢in iki farkli bagimsiz
yolagin, bu endokardiyal yollar arasinda bir dereceye
kadar elektriksel izolasyonun veya fonksiyonel blogun
varliginin gerekliligini savunmaktadir. Purkinje-ventrikdl
myokardi bileskesinde antegrad blok geliserek reentry
devresini baslatabilir. Bizim hastamizda her iki VT de atri-
al pacing ile indiklenebiliyordu ancak ventrikiler pacing
ile indiklenemiyordu.

Sonug: Ventrikiler pacing manevralari ventrikiler taki-
kardi indiklemede her zaman basarili olamayabilir. Atrial
pacing ile VT indiksiyonu nadir goérilse de bu indiiksiyon
mekanizmasi akilda tutulmahdir.
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PO-002 [Arrhythmia / Electrophysiology / Pacemaker /
CRT-ICD]

Implanting animplantable
cardioverter defibrillator (ICD) with a

polytetrafluoroethylene (PTFE) coated
patch to a patient with nickel allergy

Onur Yildirim, &zcan Ozdemir, Bilgehan Kara Cadir

Department of Cardiology, Lokman Hekim University, Ankara

Case: A 67-year-old male patient with hypertension and
diabetes had undergone coronary bypass surgery three
yearsago. After the coronary bypasssurgery, delayin heal-
ing of the surgical site and infection were observed. The
patient was hospitalized and given antibiotics treatment.
When the anamnesis of the patient who did not respond to
the treatment was deepened, it was learned that he had
an allergy to the wristwatch, and it was thought that the
delay in wound healing might be due to metal allergy. A
patch test was performed on the patient, and a nickel al-
lergy was observed. As a result, the wires in the patient'’s
sternum were removed, and the sternum was revised. The
patient, who did not have any problems with the wound
site in the follow-up, has recently experienced anincrease
in shortness of breath. ICD implantation was decided for
the patient with an ejection fraction of 30% and NYHA
Class 2-3in the transthoracic echocardiography. When the
metals contained in the ICD and cables were reviewed, it
was seen that they contained high levels of nickel element.
It was decided to cover the ICD generator in contact with
the skin with a polytetrafluoroethylene (PTFE) patch (fig
1a). The ICD generator was wrapped with a 15x15 cm PTFE
patch (fig 1b and 1c). The ends were sutured and placed in
the battery pocket (fig 1d). A shock test was performed
due to the high shockimpedance, and it was observed that
there was no problem with ICD shock. In the first-month
control of the patient, no allergic reaction was observed
where the battery pocket was located (fig 1e).

Discussion: Contact dermatitis is an inflammatory re-
sponse of the skin to allergenic substances, and it is a
clinical condition that mimics device infection, requires
repeated device insertion, and increases the mortali-
ty-morbidity rate. Although clinical suspicion is the most
important step in cases, the diagnosis is made by a patch
test. Even if antibiotics, topical steroids, and antihista-
mines make the patch test negative, a negative test does
not exclude this diagnosis (1). Rague and Goldschmidt
reported the first case of contact dermatitis developing
against a permanent pacemaker, and it is recommend-
ed to implant a non-allergic device coated with materi-
als such as silicone, parylene, or gold in patients with this
problem (2-4). Although gold-coated devices are shown
as the basic treatment method that overcomes this



problem, covering the device with a Polytetrafluoroeytlene
(PTFE) coated patchis seen as a more economical and effec-
tive treatment method (5).

Conclusion: Using a PTFE-coated patch during permanent
ICD and pacemaker implantation in patients with metal al-
lergy seems to be an alternative method to prevent contact
dermatitis and possible complications.

Figure 1. (a) 15X15 cm PTFE patch, (b, c) Coating the ICD gen-
erator with PTFE patch d: Placing the PTFE-coated ICD in the
battery pocket e: First-month control image

PO-003[Arrhythmia/Electrophysiology / Pacemaker /CRT-ICD]

Triklispit protez kapagi bulunan ve
tekrarlayan kardiyak cerrahi éykiisi olan
hastada kalici sol ventrikiiler kalp pili
implantasyonu

Murat Oguz Ozilhan, ézge Cakmak Karaaslan, Ahmet
Korkmaz, Umit Gilray

Ankara Bilkent Sehir Hastanesi, Kardiyoloji B6limi, Ankara

Giris: Kalici kalp pili gerekliligi, kapak cerrahisi 6zellikle de
trikUspit kapak cerrahisi sonrasinda yaygin olarak gérilmek-
tedir. Mekanik TVR varligi pacemaker leadi'nin sag ventrikl
apeksine ulasmasini engellemektedir. Bu olguda dért kez
acik kalp cerrahisi gegiren ve kalici pacemaker ihtiyaci olan
hastada koroner sinis elektroduile pacemaker yerlestirilme-
si vakasi sunmaktayiz.

Olgu: 62 yas romatizmal kapak hastaligi, hipertnsiyon, hipo-
tiroidi, KOAH ve atriyal fibrilasyon (AF) ile takipli kadin has-
ta ilk olarak 1988 yilinda mitral yetmezlik sebebiyle mitral
anlloplasti operasyonu olmus. 1998 yilinda yeniden opera-
syon planiile yatirilarak metalik mitral ve aort kapak replas-
maniyapiimis.2011yilinda hasta-kapak uyumsuzlugu sebebi-
yle tekrar aort kapak replasmani yapilan hastaya 04.09.2019
yilinda koroner anjiyografi ve ardindan metalik trikispit
kapak replasmani yapildi. Hasta 19.02.2021 tarihinde pre-
senkobal yakinmalar ile hastanemize basvurdu. Takilan ritm
holterde kalp hizinin 29/dk ya kadar disttigi izlendi. Bu sebe-
ple hastaya kalici pacemaker takilmasi planlandi. Hastanin
daha énceden 4 kez agik kalp ameliyati olmasi sebebiyle epi-
kardiyal pacemaker distnilmeyip perkitan koroner sinls
elektrodu takilmasi karari alindi. AVR+MVR+TVR olan hasta-
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da tromboemboli riski sebebiyle coumadinize iken islemin
yapilmasi planlandi. islem esnasinda INR 2.4 idi. Elektrokardi-
yografide disik ventrikdl yanith atriyal fibrilasyon izlenme-
ktedir. Hasta kateter laboratuvarina alindi. Steril boyama
sonrasi sol subklavyen ponksiyonu yapildi. Elektrod, koroner
sinls ostiumundan distale ilerletildi. Esik deger kontrol edildi.
Lead, pacemaker a baglandi, uyari saglandi. Pil cebi usuliine
uygun kapatildi. Kontrol Ekg si gorildd, ritmin sag dal blogu
paterninde oldugu izlendi. Kontrol Ekokardiyografide pato-
lojik bulgu saptanmadi. Hasta &nerilerle taburcu edildi. Bir
yillik takipte hastada herhangi bir sikinti yasanmamistir.

Tartisma ve Sonug: Kalici pacemaker gerekliligi, CABG son-
rasi %1'den daha disik oranlarda iken kapak cerrahisin-
den sonra %3-6 arasindadir. Transvenéz sag ventrikiler en-
dokardiyal elektrodlar, akut kapak disfonksiyonuna neden
olabilecegiicin TVR'lihastalarda énerilmemektedir. Epikardi-
yal pacemaker implantasyonu ise olduk¢a invaziv bir yéntem
olup bu yéntemin birgok cerrahi riski oldugu bilinmektedir.
Ayrica epikardiyal uyarilar yiksek pacing esiklerine neden
olmaktadir. Transvendéz sol ventrikiller epikardiyal lead im-
plantasyonu, cerrahi yénteme gére ¢ok daha az invaziv bir
yontemdir. Koroner sinlise lead yerlestirilmesi, sag ventrikile
yerlestirmenin kontrendike oldugu durumlarda epikardiyal
cerrahilead yerlesirilmesine ¢ok iyi bir alternatiftir. Olgumuz
4 kez acik kalp ameliyati ge¢irmis ve metalik trikispit kapaga
sahiptir. Bu sebeple hem transvenéz sag ventrikiler hem de
cerrahi epikardiyal pacemaker implantasyonu hastamiz igin
uygun degildir.

slem ancess

Sekil 1. Elektrokardiyogram (islem 6ncesi)
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Sekil 2. Ritm Holter (islem &ncesi)
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() Sinis  ()Af ()TTE
AORTA VE AORT KAPAGI

Kapak Yapisi : METALIK,

Aortik kok  (2.0-3.7): NORMAL
Kapak agilimi (1.5-2.6): NORMAL

Cikan aort  (2.0-3.7):

Aort yetmezligi : PV MIN- 1 AY
Velosite (1.0-1.7):
Gradinet(max/ort) :72/40 mm/Hg

MIiTRAL KAPAK

Kapak yapisi : METALIK

Kalinlik

Kalsifikasyon:

Mobilite

Subvalvuler yapi :

Kapak alani (4-6) : cm?
Mitral yetmezligi : PVR MIN MY
Velosite(E/A) (0,6-1,3):

Gradient (max/ort): 16/6 mm/Hg
SOL VENTRIKOL

Diyastolik cap : 5,7 cm

Sistolik cap

Diyastolik Volumu:

Sistolik Volimu:
Duvar hareketlerl S VD DE SI
LV '.de DIYASTO, ik

e D. L KLI
BELIRGIN SDHB IZLEN ED.

()TEE

Sekil 3. Ekokardiyografi

PULMONER ARTER VE PULMONER KAPAK
Kapak yapisi : NORMAL

Pulmoner arter ¢ap: : GENIS

Pulmoner yetmezlik : +

Pulmoner arter basinci: MPAB: 40 mmHg
Velosite(0.6-0.9) 10,6

Gradiyent (max/ort):

TRIKUSPIT KAPAK

Kapak yapisi : METALIK

Trikuspit yetersizligi: PV MIN 1 TY

Velosite-gradient(0.3-0.7):7,4 mm/Hg
Geniglik SEK Trombis

Sol Atrium(1.9-4cm) 4,6

Sag Atrium GENiS

Sag Ventrikiil(0.9-2.6) GENig

Perikard: NORMAL

Atim Volimi:

Ejeksiyon Fraksiyonu: % 50

Fraksiyonel kisalma:

Duvar Kalinhdi (0,6-1,1): IVS: 1,1 SVAD:1,1

YICI HAREKET

Sekil 4. Akciger grafisi (islem sonrasi)

memssmsmm S68

PO-004 [Arrhythmia / Electrophysiology / Pacemaker /
CRT-ICD]

Mekanik triskiipit kapagi bulunan hastada
kalici pacemaker implantasyonunun
zorluklan

Selim Yazicl', Selin Bisra Cakir', Micahit Yasin Glg¢tekin?,
Tuba Glgtekin', Alper Kepez'

'Marmara Universitesi Tip Fakiltesi, Kardiyoloji Anabilim Dali,
istanbul

2Marmara Universitesi Tip Fakdiltesi, Kalp Damar Cerrahisi Anabilim
Dali, [stanbul

51 yasinda kadin hasta, hastanemiz acil servisine bas dén-
mesi, g6z kararmasi, mide bulantisi, halsizlik sikayetleri ile
basvurdu. Hastanin ¢ekilen elektrokardiyografisinde atri-
yoventrikller tam blok ve uygunsuz pacemaker spikelari
izlendi. Hastanin 6zge¢misinde primer bilier siroz, 1994 yilin-
da mekanik mitral kapak replasmani,2012 yilinda mekanik
triklspit kapak replasmani, ardindan atriyoventrikiler tam
blok gelismesi Gzerine kalici epikardiyal pacemaker implan-
tasyon 6ykilsl mevcut olup 2016 ve 2019 yillarinda batarya
replasmani yapilmis.

Hastanin ekokardiyografisinde; ejeksiyon fraksiyonu normal,
triklspit kapak pozisyonunda normofonksiyone mekanik
protez kapak ve gradientleri artmis mekanik mitral protez
kapak izlendiTranstorasik ekokardiyografide apikal pencere
gorintdleri alinirken, probun cilde dogru bastirilmasi sonucu
hastanin kalp ritminin efektif pace ritmine ge¢tigi gérilda.

Hastanin pil kontroll yapilarak batarya émrinin 1 yil Gze-
rinde oldugu saptandi. Ekokardiyografi sirasinda hastanin
pacemaker ritminde izlenmesi ve batarya dmrinin 1yil Gize-
rinde goriilmesi nedeniile 6n planda epikardiyal leadlerle mi-
yokard arasinda temassizlik oldugu disinildi. Cekilen pos-
tero-anterior akciger grafisinde 6 ay 6nceki akciger grafisi
ile kiyaslandiginda epikardiyal leadlerin yerlerinin farkl old-
ugu gorildid. Hasta bu dederlendirmelerin ardindan mevcut
klinik durumu ile epikardiyal pacemaker revizyonu ag¢isindan
kardiyoloji-kalp ve damar cerrahisi konseyinde degerlendi-
rildi. Hastaya ESC klavuz &nerileri dogrultusunda minimal
invazif yolla epikardiyal pacemaker implantasyonu endi-
kasyonu kondu ancak, re-do cerrahi olacagi i¢in minimal in-
vazif yolun basarisiz olmaihtimali yliksek bulundu ve hastaya
koroner sinls yolu ile perkutan kalici pacemaker implanta-
syonu yapilmasi karari alindi. Hastaya subklavian ponksiyon
yolu ile koroner sinlse lead implantasyonu denenmis olsa da
koroner sinis iginde efektif stimtlasyonun olmadigi géruldi.
Bunun UGzerine koroner sinls ve kardiyak ven goérintilemesi
yapilarak olasi diger implantasyon alternatifi olarak middle
kardiyak ven varhgi arastirildi ancak olmadigi gérildiu. Efek-
tif pil stimtlasyonu olmamasi nedeni ile pacemaker leadi
koroner sinlsten ¢ekilerek islem sonlandirildi.

Hastaya tekrar yapilan kardiyoloji-kalp damar cerrahisi kon-
seyinde sternotomi ile epikardiyal pil implantasyonu yapil-
masi kararlastirilarak kalici pacemaker implantasyonu epi-
kardiyal yolla gergeklestirildi.
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Sekil 1. Basvuru EKG (Gelis EKG'si, uygunsuz spikelar ve AV tam blok)
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Sekil 2. Ekokardiyografi dncesi EKG (Ekokardiyografi yapil-

madan dnce ¢ekilmis olan EKG, uygunsuz spikelar)

Sekil 3. Koroner siniis anjiografisi (Koroner siniis kontrasth
goriintiilemesinde anatomik varyasyon olarak posterolater-
al ven ve middle kardiyak ven yoklugu)
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Sekil 4. Koroner siniis lead implantasyon denemesi (Lead an-
terior atriyoventrikiil ven'e implante edilerek stimiilasyon
saglanmaya ¢alisilirken)

PO-005[Arrhythmia / Electrophysiology / Pacemaker/ CRT-
ICD]

Leadicinde birakilan stiletin, leadi ve
pacemaker cebini delerek olusturdugu
olagandisi pacemaker cep enfeksiyonu

Taner Sen, Mevlit Demir, Mehmet Ali Astacioglu
Kitahya Saglik Bilimleri Universitesi, Kiitahya

Kalp pili iliskili enfeksiyonlar, agresif dnlemlere ragmen, implan-
te edilebilir elektronik kardiyak cihazlarla iliskili komplikasyon-
larin yaklasik %1'ini olusturur. Biz vakamizda, lead igerisinde
birakilan stiletin, alsiimadik sekilde kirilarak ve ardindan lead
ve cebi delerek olusturdugu pil yeri enfeksiyonu olgusunu sun-
duk. Koroner arter hastalgi, kronik bébrek hastalgi, iskemik
kalp yetmezligi olan 85 yasindaki hasta, pacemaker bdlgesin-
den akinti kizariklik olmasi nedeni ile basvurdugu acil serviste
degerlendirildi. Daha énce iskemik kardiyomiyopati nedeni ile
dis merkezde CRT-D implante edilmis hastanin dykistinde, ci-
hazin elective replacement indicator (ERI) uyarisi vermesi nede-
ni ile yaklasik 3 ay 6nce tarafimizca batarya replasmani dykist
mevcuttu. Batarya replasmanindan 1 ay sonra pil yeri bdlgesin-
den bir tel ¢iktigl, sonra yavas yavas kizariklik, akinti meydana
geldigi, yara yerinin iyilesmesi i¢i bekledigi, ge¢gmeyince basvur-
dugu 6grenildi. Muayenesinde pil bélgesinde stitur hattinda yak-
lasik 1cm lik kismin tamamen acildigi, leadin kismen disari ¢iktigi
ve lead igerisinden ise yaklasik 3 mm sert bir telin disari ¢iktigi
izlendi (Resim 1, 2). Yapilan ekokardiyografisinde ejeksiyon frak-
siyonu %25, hafif derece mitral yetmezlik, sag kalp bosluklarinda
pacemaker leadleri izlendi. Leadler lzerinde vejetasyon veya
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kitle gériinimu izlenmedi. EKGsinde pace ritmi izlendi. Pil kon-
trolinde de pacing, empedans ve sens esiklerinin normal oldugu
izlendi. Hasta hospitalize edildi. Yara yeri ve kan kdltirleri alindi.
CRP166mg/dL (0-5), beyaz kiire sayisi 11300/mm3 olarak dl¢ildd.
Hastaya 6ncelikle ampirik iv olarak enfeksiyon hastaliklari dner-
isi ile amoksisilin 2*1000mg ve siprofloksasin 2*250mg iv olarak
baslandi. Glnlik yara yeri pansumani yapildi. 3. Gin enfeksiyon
belirtegleri dismeyince enfeksiyon hastaliklari énerisi ile piper-
asilin/tazobaktam 4*2,25gr baslandi. 2 hafta antibiyotik sonrasi
akintinin tamamen geriledigi, enfeksiyon belirte¢lerinin tama-
men geriledidi izlendi. Hasta kateter laboratuvarina alinarak pil
yeri revizyonu yapildi. Skopi esliginde dederlendirilen hastanin
koronersinis leadiigerisinde, pil bataryasindan lead ucuna kadar
ilerleyen, fakat klavikular bélgede kirilarak leadi ve cebi riiptiire
eden, stile oldugu distinilen sert tel izlendi (Resim 3, 4). Telin
leadi delen proksimaldeki kismi ¢ekilerek disari ¢ikarildi (Resim
5). Ardindan distaldeki kismin tamamen lead igerisinde kaldigi,
disariyi erode edecek ug¢ kisim bulunmadigi gorildiginden, lead
icerisinde birakilmasina karar verildi. Ardindan tekrar pil dl¢lim-
leri yapilarak cep bélgesi uygun sekilde kapatildi. Takiplerinde
intravendz antibiyoterapisine devam edildi. Komplikasyon ol-
madan taburcu edildi.

Bu vaka, lead igcerisinde farkl amaglarla birakilan tellerin iler-
leyen siire¢te kirillarak ciddi komplikasyonlara yol agabilecegi-
ni, hatta pil yeri enfeksiyonlarinda lead kiriklarinin etyolojik
sebepler olarak dederlendirilebilecegini vurgulamaktadir.

Resim 1. Leadi ve pacemaker cebini delmis tel ve disari ¢ikmis
lead goriintiisi
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Resim 4. Sol ventrikiil lead igerisinde birakilan stilet telin sol
ventrikiil lead icerisindeki goriintisu

Resim 2. Leadi ve pacemaker cebini delmis tel ve disari ¢ikmis
lead goriintiisi

Resim 5. Disari ¢ikarilan stilet telin goriintisu

Resim 3. Kirilan stilet telin skopi altindaki goriintiisii

S71 m——



38. Ulusal Kardiyoloji Kongresi

PO-006 [Arrhythmia / Electrophysiology / Pacemaker /
CRT-1CD]

Nadir bir fenomen; iktal asistoli
Bisra Kuru, Seyhmus Atan, Basar Candemir
Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Giris: Epileptik nébet sirasinda kardiyak ritimde degisiklikler
sik goriilebilmektedir. iktal tasikardi (iT), nébet esnasindan
en sik gérilen aritmidir. iktal bradikardi (iB)/iktal asistol (iA),
tasikardiden anlamli olarak daha az goérilmekte, genellikle
nébetlerin %0,002—-0,4'l ile birlikte ortaya ¢ikmaktadir. iA,
elektrografik nébet baslangicinin eslik ettigi 4 saniyeden
uzun sire ventrikller komplekslerin yoklugu olarak tanim-
lanir. iB/iA, nadir fakat potansiyel olarak hayati tehdit edici
olaylardir. A, epilepside aciklanamayan ani élimin (SUDEP)
arkasinda olasi bir mekanizma olarak éne sirtlmektedir. Biz
bu olgumuzda uzun siiredir senkop &ykist olan, geg iB/iA
tanisi alip kalici pacemaker implantasyonu sonrasi senkop
6ykist olmayan hastamizi sunmaktayiz.

Olgu: Beyin kavernomundan (3 yil 6dnce) operasyon 6ykisi
olan 56 yas erkek hasta, 3-4 yildir olan, son zamanlarda gi-
derek artan ve son 4 gin i¢inde 4 kez tekrarlayan senkop
sikayeti merkezimize basvurdu. Hasta, senkop 6ncesi bu-
lanti, gézde kararma ve bas donmesi sonrasinda atoni ile
birlikte senkop ve biling kaybi olmaktaydi. Senkop etyolojisi
arastirilmasi i¢in yapilan es kayit elektroensefalografi (EEG)
ve EKG 'de 3 nobet kaydedildi. EEG ndbetleri sag oksipital
bdlgede 9 Hz'lik ritmik aktivite ile basladi. Hastanin ikinci
nébetinde, EEG nébetin baslangicindan 90 saniye sonra kalp
hizianiolarak 68 atim/dk dan 40 atim/dk ya diisti ve 102.san-
iyede asistoli gelisti. Asistolinin 5. saniyesinde hastanin basi
ve goévdesi 6ne dogru yigildi. Asistolinin 10. saniyesinde EEG
supresyonu mevcuttu. Asistoli 17 sn strdi. iB/iA tanisi konu-
lan hastaya DDD-pacemaker implantasyonu yapildi ve leve-
tirasetam baslandi.

Tartisma: Bu vaka, fokal nébetlerin potansiyel olarak yasami
tehdit eden iktal asistoliile birlikteliginin saptanmasinda es-
zamanl EEG ve EKG kaydinin dnemini vurgulamaktadir. IA'h
hastalar ¢cogunlukla spontan bir iyilesme gdsterirler sadece
nadiren kardiyopulmoner resisitasyon gerektirir. 1A; ideal
adaylarda epilepsi cerrahisi ve ila¢ modilasyonu ile tedavi
edilebilir. Ozellikle uzun siireli nébet dykiisti olan hastalar-
da tekrarlayan nébetlerin veya antiepileptik ilaglarin kul-
laniminin nérokardiyak dizenleyici sistemi bozmasi sebebi-
yle ila¢ modilasyonu basarili olmayabilir. ila¢ modilasyonu
ile asistol 6nlenemeyen ve epilepsi cerrahisi agisindan uygun
olmayan hastalarda (bizim hastamizda gérme merkezinin
yakininda idi) kalici kalp pili yerlestiriimesinin morbiditeyi
azalttigi, nébet iliskili disme insidansini 600 kat azalttig
gosterilmis olduguigin, asistol stiresine bakilmaksizin kalp pili
implantasyonunu éneren ¢alismalar mevcuttur.

Sonug¢: Eszamanli EEG ve EKG kayitlari, primer serebroje-
nik ve kardiyojenik senkop nedenlerini ayirt etmede 6nem-
lidir. iktal asistoli ve diismeleri olan hastalarda kalici kalp
pili yerlestiriimesinin morbiditeyi ve mortaliteyi azalttigi
distntlmektedir.
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Resim 1. EEG'de sag oksipital bélgede 9 Hz'lik ritmik aktivite
ardindan EKG'de bradikardi ve asistol
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Resim 2. Asistoliin 10. saniyesinde EEG' de supresyon ve 17 sn

asistol sonrasi tekrar sinus ritim

PO-007 [Arrhythmia/ Electrophysiology / Pacemaker / CRT-
ICD]

Mekanik aort ve mitral kapak replasmani
olan hastada fizyolojik ventrikiiler uyari
saglanmasi

Deniz Mutlu, Ali Ugur Soysal, Baris ikitimur, Kivang Yalin

istanbul Universitesi-Cerrahpasa, Cerrahpasa Tip Fakiiltesi,
Kardiyoloji Anabilim Dali, istanbul

Giris: Cagdas kardiyoloji pratiginde tedavi uygulamalarinin
gelismesi sayesinde fizyolojik yapiya uyumlu yéntemler 6nem
kazanmistir. His demeti/sol dal bélgesi uyarimi (HBP, LBBB-P),
klasik olan ydéntemlere (sag ventrikil (RVP)ve biventrikiler
uyari (CRT)) alternatif bir yontem olarak gelistirilmis olup
His-Purkinje sistemi kullanilarak ileti saglanmasi amaglan-
maktadir. Ozellikle PMiliskili kardiyomiyopatiriskiolusturanin-
traventrikiler, atrioventrikiler dissenkroninin ve RVP yikinin
azaltilmasi énem arz etmektedir. CRT'yle saglanabilmesine
ragmen, kardiyak operasyon gegiren hastalarda koroner sinlis
(CS) kateterizasyonu saglanamayabilmektedir. Bu durum-
da fizyolojik ventrikller uyari modaliteleri etkin sekilde kul-
lanilabilmektedir. Bu vakada daha 6nce mekanik aort ve mitral
kapakreplasmanioperasyonu gegiren operasyondansonra CS
kanidlasyonu mimkiin olmayan hastaya tam AV blok sebebiyle
HBP uygulanmasinin sunulmasiamaglanmistir.



Olgu: Romatizmal mitral darhidi ve ileri aort yetersizligi se-
bebiyle 2018 yilinda mekanik aort ve mitral kapak replasmani
uygulanan 68 yas kadin hasta, acil servise senkop sebebiyle
basvurmasi Uzerine yapilan degerlendirmede tam AV blok
saptanmasi sebebiyle acil sartlarda gegici pacemaker (PM)
takilarak koroner yogun bakima alindi. Yapilan ekokardiyogra-
fide protez kapak disfonksiyonu ve baska bir patoloji saptan-
mayan, antikoagtlasyon seviyesi efektif aralikta olan, biyok-
imya ve rutin tetkiklerinde anormallik saptanmayan hastanin
monitérize takipleri sirasinda tamamen PM bagimli olmasi ve
sekonder sebeplerin dislanmasi sebebiyle kalici PM takilmasi
endikasyonu koyuldu. Yiksek RVP riski olmasi sebebiyle CRT-P
takilmasi planlandi. RV lead'i yerlestirilmesi sonrasinda, CS
kanilasyonu, proksimal kesimde oklizyon olmasi sebebiyle
yapilamadi. AVR kapak hizasi anatomik nokta olarak kul-
lanilarak C315 selektif erisim kateteri yardimiyla haritalandi.
Sonrasinda SelectSecure 3830 his lead'i (Medtronic, Minne-
apolis, ABD) yerlestirildi. (Figlr 1) Sonrasinda uyari kontrold
saglanarak selektif yakalama saglandi. Dar QRS'li fizyolojik
ileti izlendi. (Figir 2) islem basariyla sonlandirildi.

Tartisma: Gincel ventrikiler uyari yéntemleri gelisme-
si sayesinde ylksek SVP yikl ve dissekroninin ortadan
kaldirilabilmesi amag¢lanmaktadir. Bu sebeple uygulanabi-
lecek yontemler arasinda CRT ve HBP bulunmaktadir. Lit-
eratlr verileri géz onidne alindiginda teknik olarak CRT
uygulanamayan hastalarda HBP alternatif yontem olarak
secilmesi, ventrikller aktivasyon zamanlarinda ve akut he-
modinamik fayda saglamasi sebebiyle alternatif strateji
olarak disiunilmesi 6nerilmektedir. Ozellikle aort ve mi-
tral kapak cerrahileri sonrasinda goérilebilen CS kanilasyon
zorluklari sebebiyle alternatif olarak fizyolojik ventrikiler
uyari saglanmasi i¢in HBP uygulanmasi dnemli bir alternatif
olarak degerlendirilmelidir. implantasyon icin anatomik nok-
ta olarak AVR kullanilmasi, ileti sistemi komsulugu sebebiyle
kolaylk saglamakta oldugu géz éniinde tutulmahdir.
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PO-008 [Arrhythmia / Electrophysiology / Pacemaker /
CRT-ICD]

Servikal yaralanma sonrasi bradikardi ve
asistoli

Abdilkadir Kara, Metin Coksevim, Murat Ak¢ay

Ondokuz Mayis Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dall,
Samsun

Giris: Spinal kord yaralanmalarindan (SKY) sonra otonomik
disfonksiyon nedeniyle gérilen bradikardi nadir gértlen an-
cak énemli bir durumdur. Kalbin sempatik uyarimindan so-
rumlu Sempatik Pregangliyonik Noronlar (SPN) esas olarak
T1-L2 omurilik seviyelerinde yer alir. Ozellikle servikal ya da
yluksek bir torasik SCY sonrasi sempatik uyarimin azalmasi
ve parasempatik uyari artmasina bagdli kalp hizinda ve ar-
teriyel kan basincinda degisiklikler olusur. Bu olguda atesli si-
lah yaralanmasi sonrasi bradikardi ve asistoli gelisen bir olgu
sunulmus ve 6zellikleri tartisiimistir.

Olgu: Yirmidokuz yasinda erkek hasta ateslisilah ile yaralan-
ma sonrasi acil servise getirildi. Hastanin vital bulgularinda;
kan basinci 110/75 mmHg, kalp hizi 110 atim/dk olarak izlen-
di. Gloskow Koma Skalasi (GKS) 7 olan hasta entlibe edildi.
Radyolojik gériintileme de C1-C2-C4-C5 vertebra da mul-
tiple par¢all fraktir ve sag frontoparyetal bélgede subdural
hematom vardi. Beyin ve Sinir cerrahisi ile konsilte edilerek
acil operasyona alinan hastaya duraplasti, kraniektomi ve
subdural hematom drenaji yapildi. Yogun bakimdaki elek-
trokardiyografide (Sekil-1) sinis ritmi (SR) kalp hizi 85 atim/
dk olup iskemi bulgusu izlenmedi. Yogun bakim takibinin 5.
glintiinde hastada énce bradikardive sonrasinda asistoli mey-
dana geldi (Sekil-2), 1dk CPR ve Tmg iV adrenalinile hastanin
kalp hiz1 125 atim/dk ve kan basinci 115/70 mmhg olarakizlen-
di. Laboratuar parametrelerinde Hb:8.2 g/dl Kr: 0.74 mg/dI
K:4.8 mEq/| beyaz kire (WBC): 11.32 bin/uL olarak &l¢ulda.
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11. Gin de bradikardi ve asistoli (sekil 2) tekrar meydana
geldi kisa sireli CPR ve 1 mg atropin ile sinis ritmi sagland,
hastaya yapilan ekokardiyografide ejeksiyon fraksiyonu (EF)
%70 sol ventrikll duvar ¢aplari ve hareketleri normal, Vs mi-
tral yetmezligi izlendi. Hastaya sag subklavien yoldan gegici
pacemaker imlantasyonu yapildi ve pace modu VVI, kalp hizi
50 atim/dk olarak ayarlandi. Gegici pace sonrasi 10. glinde
kalci pacemaker implantasyonu planlandi ancak hastanin
islem gliniinde 38.5 C atesleri olmasi tGzerine islem ertelendi.
Hastaya LP (lomber ponksiyon) yapildi, BOS incelemesi son-
rasinda hastada bakteriyel menejit tespit edildi ve antibiy-
oterapiye baslandi. 28 giin antibiyotik tedavisi sonrasi ates-
sizdénemde hastaya kalici pacemakerimplante edildi, gegici
pacemaker ekstrakte edildi komplikasyon olmadi.

Tartisma: Kardiyovaskdler problemler SKY'nin hem akut hem
de kronik fazinda 6nde gelen mortalite ve morbidite ned-
enidir. SKY'li hastalarda meydana gelebilecek bradikardi ve
asistoli durumlarinda SKY'nin buna sebep olabilecegi akilda
tutulmalidir. Komplet ve inkomplet etkilenimlerde gérile-
bilmesine ragmen komplet etkilenimlerde daha sik gérildr.
Ozellikle komplet etkilenimlerde hastalarda vazopressér
destegi gerektiren soka katkida bulunabilir. Bu hastalarda
temel amag¢; hemodinamik stabiliteyi saglamak i¢in farma-
kolojik ila¢ tedavisi ve gerekirse gegici ya da kalici kalp pili
tedavisi uygulamaktir.
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PO-009[Arrhythmia/Electrophysiology / Pacemaker/CRT-
ICD]

Postablasyon pulmoner ven stenozu’'nun
cerrahi sonrasi ge¢intimal hiperplazisi

Kibra Korkmaz, Gézde Cansu Yilmaz, Selen Cansu Altun,
Basar Candemir

Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Atrial fibrilasyonun tedavisi ritim kontroll ve hiz kon-
troli olarak ikiye ayrilmaktadir. Ritim kontrolinde son
zamanlarda ablasyon 6n plana ¢ikan tedavi se¢eneklerinden
biridir. Ablasyon komplikasyonlari arasinda inme, psédo-
anevrizma, tamponad, 8lim, sepsis, frenik sinir yaralanmasi,
pnémotorax vs. bulunmaktadir. Pulmoner ven stenozu da
komplikasyonlardan biri olup gesitli galismalarda oran olarak
%1-3 arasinda bulunmustur.

Olgu: 34 yasinda kadin hasta poliklinige ¢arpinti(EHRA2b)
ile basvurdu. Hastanin daha éncesinde 2008 yilinda yapilmis
PVI ve sag atrium AF ablasyon 6ykisd mevcut. Hastanin
ablasyondan islemden 1 ay sonra nefes darligi sikayetleri
gelismis. Yliksek ventrikdl hizli AF ve hipertansif akciger
6demi tanisiyla kardiyoloji servisine yatirilmis. Cekilen eko-
kardiyografide pulmoner ven stenozunu distndiren bulgu-
lar olmasi Gzerine hastaya transézofajiyal ekokardiyografi
yapilmis ve her dort pulmoner vende obstruksiyon izlenmis.
Cekilen bilgisayarli tomografi de pulmoner ven stenozu
saptanmis. 2009'da agik kalp cerrahisi teknigiyle sol Ust ve
alt pulmoner venlerin dilatasyonu ve perikardiyal yama kul-
lanilarak sol Ust ve alt pulmoner venlerin, sol atriyuma ayri
ayri anastomozu yapilmis. Sag sliperior pulmoner ven total
tikall ve sag inferior ven de patent oldugu i¢in herhangi bir
islem yapilmamis. Hastanin dahasonrasikdyetlerinin artmasi
Uzerine 7/2009'da sag pulmoner venlere anjioplasti yapilmis,
fakatstentuygulanmamis. Sikayetlerinin ge¢gmemesitizerine
2010 yilinda yurtdisinda pulmoner damar perkitan mida-
hale 10-19mm 92*19mm 10*19mm stentler implante edilmis.
Hastanin 2011 yilinda gekilen Btsi: “Sag slperior ve inferior
pulmoner ven ile sol inferior pulmoner vende stent mevcut-
tur. Stentler agik ve normal genisliktedir. Sol stiperior pulmo-
ner ven kronik olarak tam tromboze ve tam tikalidir” olarak
raporlanmisti. Ancak sikayetlerinin devam etmesi Ulzerine
2021de ¢ekilen Btsi: “Sagda slperior ve inferior pulmoner
vende, solda muhtemel inferior pulmoner vende limeni agik
stentler, sag inferior pulmoner ven stentlimeniiginde neoin-
timal hiperplaziye ait olabilecek hipodens gérinim (belirgin
darhk olusturmamistir), sol st lob pulmoner veninde kronik
tromboz" olarak yorumlandi. Hastanin stentten 1 yil sonraki
Btsinde olmayan neointimal hiperplazi 11 yil sonraki Btsinde
mevcuttu. Hasta antiaritmik ilaglarla medikal tedavi ve
izleme alindi.

Sonug: Atrial fibrilasyon ablasyon sirasinda PVlizole edilirken
stenoz a¢isindan dikkatli olunmalidir. Ablasyon hastalarinda
nefes darligi 6nemsenmeli ve gerekli halde pulmoner venler
goridntilenme ile degerlendirilmelidir. Gerekiyorsa deney-
imli bir merkezde stentleme islemi yapilmalidir. Takiplerinde
stent restenoz riski unutulmamalhdir.



PO-010 [Interventional Cardiology / Coronary]

Tek damar iki bifurkasyon stentleme (POT-
Side-rePOT+ DK mini culotte) islemi

Bisra Kuru, Kerim Esenboga, Sehmus Atan, Eralp Tutar
Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Koroner bifurkasyon stentleme islemi tim perkitan
girisimlerin %15-20'sini olusturan kompleks, ylksek stent
tromboz ve restenoz riski ile iliskili islemlerdir. Biflirkasyon
lezyonlarina midahale sekli karmasiktir ve tartismalidir, tek
bir yontem yoktur. Ozellikle yan dalin genis veya erisiminin
zor veya lezyonun uzun oldugu durumlarda daha da kar-
masiklasir. Biz bu olguda 44 yas erkek hastada yaptigimiz tek
damara 2 farkli bifurkasyon stentleme islemini sunduk.

Olgu: Hastanin 1 ay énce akut miyokardiyal enfarktis ned-
eniyle PCl 6ykdisd, tip 2 diyabetse mellitus, hiperlipidemi ve
aile 6ykusu risk faktérleri mevcut. Koroner anjiografide RCA
proksimalde total tikali izlendi. Cx gévdeye implante edilm-
is stent agikti. Dual LAD izlenmis olup veren LAD'de gévd-
ede %95 darlik, ayni seviyeden ¢ikan diagonal ostiumda %80
darlik (d¢:1.5mm.) izlendi. Bu yan dal ve diagonalleri ve LAD
kilavuz telile gecildi. LAD'ye iSSimplante edildi. Yan dal akim
distalde TIMI 1goérildd, rewire edildi.

Bu bifurkasyon lezyonunda POT-yan dal balon - rePOT
teknigi uygulandi. Septalleri veren LAD proksimalde %70
darlik ve diagonalleri veren LAD proksimalde %70 darlk
izlendi. Ardindan septalleriveren LAD de kilavuz telile gegil-
di. ®nce bu lezyona PTCA yapildi. Tam aciklik olmamasi tize-
rine 3.0 x 33mm iSS implante edildi. Ardindan NC balon ile ilk
POT yapildi. POT sonrasi diagonalleri veren LAD proksimal-
deki %70 diffuz darlik tel ile gecildi lezyona 2.75 X 33 iSS im-
plante edilerek DK mini culotte bifurkasyon teknigi ile islem
sonlandirild.

Tartisma: RePOT tekniginin stent uygulanan alanda arteri-
yel asiri gerilme olmaksizin proksimal daireselligi koruyarak
ve bifurkasyonun geometrisine zarar vermeden yan dal
tikanikhigini ve global stent malappozisyonunu en aza in-
dirdigi disinilmektedir. Ayni sekilde diger lezyon bdlgesine
yaptigimiz DK mini-culotte stentleme tekniginde de kisa
metal karina uzunlugu, kisa kusurlu struts mesafesi gérilme-
ktedir.

Sonug: Biz bu olguda tek damardaki 2 farkl bifurkasyon
lezyonuna stentin asimetrik asiri genislemesi, proksimal-
de dnemli dlglide artmis stent hacmi ve proksimal defor-
masyonunu en aza indirecek sekilde DK mini culotte ve POT-
Side-rePOT teknigini uyguladik.
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Resim 1. Dual LAD, diagonalleri veren LAD'de gévdede % 95
darlik, ayni seviyeden ¢ikan diagonal ostiumda % 80 darlik

izlendi

Resim 2. Septalleri veren LAD proksimalde ve Diagonalleri

veren LAD proksimalde ciddi darliklar
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Resim 3. Diagonalleri veren LAD gévdeye iSS implante edildi

Resim 4. Septalleri veren LAD proksimale stentimplante edildi

Resim 5. Diagonalleri veren LAD ve septalleri veren LAD
proksimale kissing balon uygulandi

Resim 6. Diagonalleri veren LAD proksimale stent implante
edildi. DK mini Culotte yontemiile

Resim 7. LADdeki 2 bifurkasyon lezyona 2 farkli yéntem ile
stentleme islemisonrasi

PO-011[Interventional Cardiology / Coronary]

Sirkumfleks artere perkutan koroner girisim
sirasinda yasananlar: stent balonunun
kopmasi ve komplikasyon yonetimi

Onur Yildirim, ©zcan &zdemir, Bilgehan Kara Cadir
Lokman Hekim Universitesi, Kardiyoloji Ana Bilim Dali, Ankara

Yetmis iki yasinda, diyabet, hipertansiyon ve koroner arter
hastaligi ( KAH) tanilari olan erkek hasta gégts agrisi sikay-
etiile acil servisimize basvurdu. Acil serviste yapilan troponin
takiplerinde anlamli artis olan hasta NSTEMI-AKS tanisi ile
koroner yogun bakim Unitesine yatirildi. EKG sinls ritminde




ve kalp hizi 80/dk izlendi. Yapilan ekokardiyografisinde EF:
%50 hesaplandive anlamli kapak patolojisiizlenmedi. Hasta-
ya yapilan koroner anjiografide LAD osteal total tikal,CX os-
tealden ortaya diffiiz -kalsifik %90-95 darlik, RCA dominant,
plakli,crux éncesi %80-90 darlik izlendi. By-pass greftlerine
bakildiginda LAD-LIMA ag¢ik, LIMA sonrasi nativ LAD %95
darlk, PD-SVG ortada %95 darlik ve 1adet gidik safen greft
izlendi. PD-SVG'deki lezyona 1 adet stent implante edildik-
ten sonra CX'deki darlik icin perkutan girisime devam karari
alindi. 6F CLS guiding kateter ile ana koroner kanule edildi
ve CX tellendi. Ardindan 3,0x20 mm balon ile PTCA yapildi.
4,5x36 mm DES LMCA'dan CX'e uzatildi ve stent implante
edildi. Stent balonu indikten sonra geri ¢ekilirken zorlandi ve
koptu. Floroskopide stent balonunun bir kisminin aortada, bir
kisminin da guiding kateter i¢inde oldugu gérildd. Farkli bir
0,014 wire guiding kateter icinden yollandi ve bu wire lizerin-
den baska bir balon guiding kateter icinden génderildi. Ka-
teterin 6F olmasi nedeni ile balon ilerletilirken zorlanildi ve
kateter ucundaki stent balonunun ileriye dogru hareket et-
tigi goérildi. Kopan stent balonu aortaya dismeden farkh bir
tel Gzerindenilerletilen balon olabildiginceilerletildi ve sisiril-
di. Busayede sistemi tutmasi saglandi ve sistem bitin olarak
aortadan dikkatli bir sekilde ¢ekilmeye baslandi. TUm sistem
femoral sheatten alindi. Ardindan yapilan goérintilemede
CX 'deki stentin agik ve akiminin gayet iyi oldugu géruldd.
Baska bir isleme gerek gérilmeyerek vaka sonlandirildi.

Sekil 1. Stent balonu guiding kateter icinde
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PO-012[Interventional Cardiology / Coronary]

Management of ST-segment elevation
myocardial infarction in a patient with
coronary artery aneurysm

Hasan Tokdil', Utku Raimoglu’, Kardelen Ohtaroglu Tokdil?,

Alpin Mert Tekin', Hakan Yalman', Eser Durmaz', Bilgehan
Karadag'

'Department of Cardiology, istanbul University, Cerrahpasa Faculty
of Medicine, istanbulPClinic of Cardiology, Kanuni Sultan Sileyman
Training and Research Hospital, istanbul

A 40 year old male admitted to the hospital with recent-on-
set retrosternal chest pain. He declared that he had a myo-
cardial infarction two years ago which was managed med-
ically and besides there was no remarkable clinical history.
Physical findings were normal. ECG was suggesting acute
inferoposterior STEMI and transferred to the cath lab. Pre-
loading with ticagrelor 180 mg, ASA 300 mg and enoxaparin
8000 IU was prescribed. Bedside echocardiography revealed
hypokinesis in basal and mid portions of inferior and infero-
lateral walls. Coronary angiography has demonstrated giant
aneurysmatic dilatationin the left coronary system and right
coronary artery aneurysm. In addition, remarkable thrombus
burden at the mid and distal part of the RCA was observed.
Due to high risk of noreflow phenomenon and distal emboli-
zation, in addition to already existing distal TIMI |l blood flow
and diffuse coronary aneurysm, percutaneous coronary in-
tervention was omitted. Intracoronary tirofiban was admin-
istered and intravenous tirofiban infusion has been initiated
and no further intervention has been performed. Control
echocardiography has been performed and it revealed there
was no mechanical complication of myocardial infarction.
Triple antithrombotic therapy was initiated; ticagrelor 90 mg
bid, ASA 100 mg and LMWH. Patient was transferred to the
coronary intensive care unit, and consulted to rheumatology
department. Since RCA aneurysm caused thrombus forma-
tion and patient had a history of myocardial infarction, we
decided to prescribe long-term oral anticoagulation using
warfarin in addition to DAPT with targeting INR 2.0-3.0. In
rheumatologic evaluation, patient has been diagnosed with
Behcet's disease, and pulse steroid therapy has been initiat-
ed. In the follow-up, cyclophosphamide has been initiated
and prednisolone 20 mg 1x1 has been maintained. Coronary
angiography has been performed after 3 months of medical
therapy and revealed complete resolution of thrombusin the
aneurysmatic right coronary artery and distal TIMI Il flow
was observed. Patient was complaint-free at the end of 3
months.

The procedural success rates are very low in patients with
high thrombus burden particularly due to coronary artery
aneurysm. Medical treatment in order to resolve thrombus
formation and subsequent coronary intervention is a feasi-
ble management strategy in these patient subset. Moreover,
since revascularization of coronary artery disease due to
vasculitic disorders are not clarified due to inflammatory mi-
lieu, immediate PCI should be avoided until the suppression
of inflammation with anti-inflammatory disease.
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Figure 1. Koroner Arter Anevrizmalarina Yaklasim/Right Coro-
nary Artery (LAO30)

Video 2. Immediate coronary angiography after diagnosed
acute inferoposterior STEMI

PO-013[Interventional Cardiology / Coronary]

Koroner girisim esnasinda gelisen iatrojenik
Aort diseksiyonuna yaklasim

Sedat Sakalli, Ozkan Karaca, Veysel Ozgiir Baris
Gaziantep Dr. Ersin Arslan Devlet Hastanesi, Gaziantep

66 yas kadin hasta gégis agrisi sikayetiyle klinigimize bas-
vurdu. Hasta 6zge¢misinde hipertansiyon, diyabetgecirilmis
CABG &6ykust vardi. Hastanin elektrokardiyografisinde (EKG)
75/ dk sinls ritmi olarak degerlendirildi(Sekil 1). Hastanin 2-D
transtorasik ekokardiyografisinde (TTE); Ejeksiyon Fraksi-
yonu (EF) %55 olarak degerlendirilerek, sol ventrikulseptal
duvarinda segmenter duvar hareket kusuru izlendi, kapak
patolojisi saptanmadi.

Video 1. Control Coronary Angiography after triple antithrom-
botic treatment Right Coronary Artery (LAO30)

Hastaya koroner anjiografi planlandi. Yapilan koroner an-
jlografisonrasinda;LMCA plak. LAD ostial %95 lezyon d1son-
rasi %100 cto,LIMA-LAD acik olarak izlendi. CXproksimal
plak om1 %80-90 diffuz lezyon, RCA ostial plak proksimal
%95 lezyon midbg¢lgede %70 lezyon olarak degerlendirildi.
Yapilan aortagrafide AO-OM1 ? giduk izlendi, RCAgref-
ti saptanmadi. 7F introducersheath yerlestirildikten sonra
IMA kateter ile RCA ya oturuldu. Sag aort kékiinde RCA os-
tiumundan baslayan arcus aorta ilerleyen diseksiyon izlendi.
RCA total olup bu bélge gecildi. Bu bélge 1.50x15 mm solarice
ve 2.0x20 mm Shunmei balonlar ile dilate edildi. 2.75x48 mm
Evermine ilag kapli stent deforme oldu. Ardindan midpor-
tiona 2.75x25 mm cre8 ila¢ kapli stent sisirilerek yerlestirildi.
Daha sonra proksimale 3.0x33 mm Microport ilag kapli sten-
timplante edildi. Basarili agilim saglandi.(RESIM 1) RC ostiu-
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mundanarcusaortaya dogru opak tutulumunun devam ettigi
ancak ilerlemedigi gérildd, hastanin gégis agrisinda artis
olmamasinedeniyleislem sonlandirildi.Koronerybi de takibe
alinan hastaya bilgisayarli tomografi ile kontrasth aort an-
jlografi yapildi. Sag sinusvalsalvadanbaslayan aort kdkin-
den arcusaortaya kadar uzanan limende yarim ay seklinde
dolum defektiyalanci limeni tromboze olmus diseksiyon ve
muralhematom gériniimii mevcuttu.(RESIM 2) Hasta KVC
ye konsulteedildi gégis agrisinin olmamasi ve sinirlanmis
aort diseksiyonu bulgusu olmasi Gzerine klinik takip ve kon-
trol btanjiografi énerildi. Hastanin ¢ekilen kontrol kontrastli
btanjiografilerindediseksiyon hattinin  kapandigr yalanci
limenin kiiglldigi gérilda. (RESIM 3) Kontroltranstorasik
ekokardiyografisinde (TTE); Ejeksiyon Fraksiyonu (EF) %55
olarak degerlendirilerek, sol ventrikulseptal duvarinda seg-
menter duvar hareket kusuru izlendi, kapak patolojisi sap-
tanmadi, asendan aortu 34 mm olarak 6l¢lldi diseksiyonfle-
bi gézlenmedi. (RESIM 4) Sonrasinda hasta taburcu edildi.

Akut koroner sendrom esnasinda yapilan koroner anjiogra-
fi esnasinda iatrojenik aort diseksiyonu %0,19 oraninda
nadir olarak gérilmektedir. Mevcut klavuzlarspontan tip
A aort diseksiyonlarinda cerrahi tedaviyi ilk sirada éner-
mesine ragmen iatrojenik aort diseksiyonuicin acik ve net
bir 6neri bulunmamaktadir. Yapilan ¢alismalarda iatroje-
nik aort diseksiyonlarinin cerrahi olarak tedavisi esnasinda
%50 oraninda mortalite goérilmektedir. Biz karsilastigimiz
bu ciddi komplikasyonudiseksiyonflebini RCA ostiuma tasan
stentleme islemiyle kapatip diseksiyon hattinin ilerlemesini
onleyerek basarili bir sekilde yonettik

Resim 1. RCA ostiumundan baslayan diseksiyon ve RCA sten-
tleme islemi
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Resim 2. iatrojenik aort diseksiyonunun BT Anjiografi
goriintisi

Resim 3. Kontrol BT anjiografidediseksiyonflebinintromboze
olarakrezorbe olmasi

Resim 4. Ekokardiografik goriintii
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PO-014[Interventional Cardiology / Coronary]
MINOCA demeden 6nce iki kez diisiin

Yakup Yunus Yamantiirk, Mehmet Emre Ozerdem, Selen
Cansu Altun, Turkan Seda Tan, Cagdas Ozdsl

Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Akut Miyokard Enfarktisl (AME) tanisi alan hastalarin %10'a
varan béliminde koroner anjiyografide enfarkttan sorum-
lu epikardiyal koroner arter lezyonu goérilememektedir. Bu
vakalar bazen Non-obstriktif koroner arterlerle birlikte
miyokart enfarktisid (MINOCA) veya koroner vasospazm
olarak degerlendirilebilmektedir. Ancak detayl ileri deger-
lendirme yapilmamasi bu hastalarin optimal tedavi almalari
ve prognozu agisindan olumsuz sonu¢lar dogurabilmektedir.
Aktif remodelling gésteren proksimal sol 6n inen arter (LAD)

lezyonuna bagl tekrarlayan miyokart enfarktist klinigi mev- e asta glise 0 onu d da iken re
cutolan gerek tanisal gerekse tedaviagisindan zorlandigimiz akter gogus ag olma erine cekilen kontro
vakamizda glincel kilavuz temelli yaklasimin yani sira birey- elnid=rkelr [pAAEcetel e 1] (G Ae ) el feleke Sk elnlle

sellestirilmis degerlendirmenin ve birden fazla gérintileme
modalitesinin basarili uygulanma érnegdini sunmak istedik.

Sekil 4. Acil invaziv anjiyografi yapilan hastada alinan sol
koroner sistem filmlerinden kareler: Sol 6n inen arterde her-
hangi bir obstriiktif lezyon gériintiisii izlenmemekte.

Sekil 1. Hastanin g s agrisi sikayetiyle kli
vurusunda ¢ekilen EKG'si

Sekil 5. Hastaya ¢ekilen BT koroner anjiyografide aktif re-
modelling goésteren plak yorumu iizerine tekrar yapilan
invaziv anjiyografisinden kareler: Sol 6n inen arter proksi-
malindeki lezyonun 6nceki anjiyografiye kiyasla daha ciddi
oldugu ancak okliizyon yaratmadigi goriilmekte.

Sekil 2. Hastanin dis merkezde benzer sikayetler nedeniyle
yapilan ve plakli koronerler seklinde yorumlanan invaziv an-
jiyografisi sonrasinda ¢ekilen EKG'si
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Sekil 6. Lezyon ciddiyeti Fraksiyonel Akim Rezervi(FAR) ile
degerlendirilen hastada FAR degerinin 0,67 olarak gorilmesi
tizerine yapilan perkiitan koroner girisim sonrasi alinan nihai
goriinti

PO-015 [Interventional Cardiology / Coronary]

Distal koroner perforasyona bagh tamponad
gelisen hastada coil embolizasyon
uygulamasi

Nergiz Aydin, Ahmet Soylu, Yakup Alsancak

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

Koroner arter perforasyonunun (KAP) insidansi %0.2-0.5 dir.
Cok nadir gérilmesine ragmen mortalitesi ¢ok ylksektir.
Kadin cinsiyet, ileri yas, kalsifiye-kompleks lezyon varligi risk
faktorleriarasindadir. Ensik nedenler arasinda tele bagliper-
forasyonlar, rotasyonel aterektomi, uygun olmayan boyutta
balon ve stent kullanimi yer alir. Perforasyonun ciddiyetine
ve lokalizasyona bagl olarak klinik 6nemsiz olabilecegdi gibi
kollaps ve 6lime neden olabilir. Proksimaldeki blytk ¢aph
damarlarda greft stent tercih edilirken, daha distal ve ince
¢aplidamarlarda uzun sireli balon sisirme, coil embolizasyon
tercih edilen tedavi yontemleridir. Ayrica uygun hastalarda
perikardiyosentez ve acil cerrahi de distintlmelidir. Biz de bu
yazimizda tele bagli LAD distalinde ekstravasazyon gelisen,
coil embolizasyon uygulanan vakamizi sunmayi amagladik.

38. Ulusal Kardiyoloji Kongresi

Bilinen hipertansiyon ve obezite Oykisi olan 56 yasinda
erkek hasta kararsiz angina ile klinigimize basvurdu. Anjiyo-
grafide RCA CTO (kronik total okliizyon) olarak degerlendi-
rildi. LAD gévdede ikincidiagonal hizasinda %80 lezyonizlen-
di.(Sekil 1). Oncelikle LAD lezyonunun revaskilarize edilmesi
planlandi, RCA lezyonuna elektif islem planlandi. LAD 7 F 3.5
EBU(Ekstra back-up) kateter ile kanile edildi. LAD ve diag-
onal lezyonlari 0,014 floppy tel ile gegildi. Diagonalde lezyon
olmamasi nedeniyle provizyonel stentleme planlandi. LAD
ye 3.0*18 mm DES (ila¢ kapli stent) implante edildi. Ardindan
3.0*15 mm NC (non-kompliyan) balonla yiksek atmosferde
postdilate edildi. islem sonrasi diagonalde akim bozulmadi,
yeterli aciklik saglandi, islem sonlandirildi. (Sekil 2). Hastanin
anjiyo sonrasi takiplerinde nefes darligi ve hipotansiyon
gelisti. Yatakbasi bakilan transtorasik ekokardiyografide
tamponad ile birlikte masif perikardiyal eflizyon gértldi He-
modinamisi instabil hastaya perikardiyosentez yapildi, ar-
dindan femoral vendz kateter yoluyla 500 ml ototransflizyon
yapildi. Koroner riptir distntlerek tekrar anjiyografi lab-
oratuvarina alindi. Kontrol gérintilerde LAD distalde ince
dalda ekstravazasyon izlendi. LAD distaline iki adet 2 mm
*6 cm concerto helix ev 3 coil yerlestirildi. (Sekil 3). Kontrol
gorintilerde ekstravazasyonun olmadigi gorildi. Hemodi-
namik stabilite saglandi.

KAP izlenen hastalarda greft stent, coil embolizasyon ve
diger tedavilere ek olarak heparin antagonisti olarak pro-
tamin kullanimi tartismalidir. Trombotik komplikasyona yol
acgabilmesinin yaninda perikardiyal mayinin pihtilasmasini
hizlandirabilir ve potansiyel olarak bosaltmayi zorlastirabilir.
Ancak literatirde protamin kullaniminin glivenli oldugunu ve
stent trombozuna yatkinlik olusturmadigini bildiren ¢alisma-
lar da mevcuttur. Koroner perforasyon, anjiyoplastinin
potansiyel olarak 6limcil bir komplikasyonudur ve bu kom-
plikasyonu yénetmeye yénelik adimlara asina olmak, erken
tani ve uygun tedavinin uygulanmasiyla birlikte olumsuz
sonugclarin en azaindirilmesii¢in olduk¢a énemlidir.

Sekil 1. Sorumlu lezyon LAD olarak degerlendirildi
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& > plakh, LAD proksimal %95, CX plakli, RCA plakl saptandi.
iy vacessizens s e ies  LAD proksimal %95 lezyona 3,5x26 mm DES stent 12 ATM'de

yerlestirildi. Hasta KAG sonrasi koroner yodun bakima
transfer edildi. Takiplerinde hipotansiyon gelisen hastanin
alinan hemograminda hemoglobinde birim disis saptandi
(14,7-10,2-7,3 g/dL). Hastaya 3 Unite eritrosit slispansiyonu
verildi. Takiplerinde sirt agrisi gelisen hipotansiyonu derin-
lesen hastada periferik komplikasyon disintlerek hastaya
BT anjiografi ¢ekildi. BT'de sag derin femoral arter kaynakli
ekstravazasyon ile uyumlu goérinim izlendi. Pelvik ve su-
prapelvik bolgede sagda daha belirgin olmak Ulzere genis
boyutlu hematom ile uyumlu doku dansiteleri gérildd. Bunun
Uzerine hasta tekrar anjiografi salonuna alindi. Yapilan an-
jiografk incelemede derin femoral arterden ekstravazasyon
oldugu gériildiu. Skopi gorintilerinde mesanenin kontralat-
eral tarafa deviye oldugdu izlendi. Selektif derin femoral ar-
ter gorintidlenmesi ardindan greft stentle basarili bir sekil-
de riuptir tamir edildi. Islem sonrasi hastanin hemoglobin
degerlerinde disme izlenmedi. Hasta 3 giin takip edildikten
sonrasifaile taburcu edildi.

Sekil 2. Revaskiilarizasyon sonrasi LAD

BT_ANJIOGRAFI, TORASIK A(
Mediasten, iDos4

Sekil 3. A: LAD distalde ince dalda ekstravazasyon izlendi. B:
LAD distaline iki adet 2 mm *6 cm concerto helix ev 3 coil yer-
lestirildi

PO-016 [Interventional Cardiology / Carotid and Peripheral
Vascular]

Transfemoral girisime bagli gelisen e JEea, 00024
retroperitoneal kanama olgusu ve yénetimi , Shfgcar

Ayca Gimisdag, Ziya Apaydin, Sinan Yildiz, Hiseyin Oguz,
Hasan Ogur, Ali Atam, Halil ibrahim Biter, Mehmet Mustafa
Can

Haseki Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, istanbul

34 yasinda erkek hasta dort saattir devam eden gégts agrisi
sikayeti ile acil servise basvurdu. Cekilen elektrokardiyo-
grafisinde sinus ritmi, kalp hizi 85 atim/dk ve V3-Vé minimal
ST depresyonu mevcuttu. Yapilan kan tahlillerinde troponin
87.28 ng/L(normal dederi:< 14 ng/L) saptandi. Hemoglo-
bin degeri 14.7 g/dL idi. Diger kanlarinda 6zellik yoktu. Has-
ta ST ylkselmesiz miyokardiyal infarktis tanisiyla koroner
yodun bakima yatirildi. Hastaya koroner anjiografi (KAG)
yapilmasi planlandi. Yapilan koroner anjiografide LMCA

Sekil 2. Ekstravazasyon, derin femoral arterden ek-
stravazasyon
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PO-017 [Interventional Cardiology / Carotid and Peripheral
Vascular]

An Endovascular treatment of aortic
coarctation and aneurysm with graft stent

Muhammet Micahit Tiryaki, Géokhun Akkan, Sadik Volkan
Emren, Cem Nazli

Department of Cardiology, izmir Katip Celebi University Faculty of
Medicine, izmir

Introduction: Aortic Coarctation (CoA) is one of the com-
mon congenital anomalies which an accounting for %5-8 of
all congenital cardiac anomalies. Patient with coarctation
have a higher incidence of associated congenital lesions
such as bicuspid aortic valves (up to 85%), ascending aortic
aneurysm, sub or supra aortic stenosis, Shone complex, mi-
tral valve stenosis. Here in we present a 37-years-old female
patient with aortic coarctation and aneurysm which were
detected ten years after the diagnoses of hypertension.

Case: A 37-year-old female patient presented with a hy-
pertension. She had known ten years of hypertension. At
first admittion blood pressure in right arm 200/100 mmhg,
inleftarm 180/90mmhg and heart rate 100 bpm. There was
a systolic murmur in her back and her femoral pulse was
weak. On electrocardiogram (ECG) rhythm was in sinus and
there was no ischemic findings. Laboratory parameters
were unremarkable. Echocardiography revealed an ejec-
tion fraction of 60%, there was no major valvular patholo-
gy. However there was an increased gradient between ar-
cus and descending aorta (which was more than 20 mmhg).
Computed tomography (CT) results demonstrated an aortic
coarctation at aortic isthmus and aneurysms. Patient was
planned to undergo stent replacement therapy after heart
team decision. Angiography revealed a coarctation atisth-
mus side. In addition to coarctation there was a 36*14 mm
of aneurysms atisthmus side and 25*15 mm of aneurysms at
descending aorta. Arcus aortic pressure was 220/110 mmhg
and abdominal aortic pressure was 130/90 mmhg. There-
fore there was a 90 mmhg peak to peak systolic gradient
between ascending and descending aorta. At first after
femoral vein cannulation a temporary pacemaker was im-
planted into right ventricle then femoral artery was cannu-
lated. The stenotic and aneurysmatic segment was crossed
with a hydrophylic wire through multipurpose catheter.
Then a stiff wire was replaced with hydrophylic wire inside
multipurpose catheter. 14F Mullins sheath was pushed over
the stiff wire.20*37 mm and 20*27 mm BeGraft stents were
consecutively implanted by means of Mullins sheath. As the
aneurysms segments was still persistant despite stenting
we implanted 18*38 mm and 18*29 mm BeGraft stents to
cover the aneurysms. Postdilatation was performed with
20*60 mm and 20*40 mm balloon catheters. Final images
showed that aneurysms was fully covered and the coarc-
tation disappered. The gradient between ascending and
descending aorta was decrease to 5 mmhg. Patient was
discharge from the hospital the day after the operation.
During the follow-up period patient still normotensive
without medical treatment.

Sekil 5. Stent, derin femoral arterde greft stent
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Discussion: Aneurysm and coarctation may be happen to-
gether. Therefore covering the aneurysmatic segment of a
coarctation is an essential part of endovascular treatment.

Figure 2. Angiographic view of an aortic coarctation at aortic
isthmus and aneurysms
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Figure 3. Final angiographic images showed that aneurysms
was fully covered and the coarctation disappered

Figure 4. Final CT image

PO-018 [Interventional Cardiology / Coronary]

Spontan sol ana koroner arter diseksiyonuile
gelen hastaya basarili perkutan girisim

Onur Yildirim, ®zcan Ozdemir, Bilgehan Kara Cadir

Lokman Hekim Universitesi, Kardiyoloji Ana Bilim Dali, Ankara

Kirk alti yasinda, 2005 yilinda Mitral kapak replasmani
6ykust olan kadin hasta siddetli gé6gus agrisi ve nefes darhidi
sikdyetiile acil servisimize basvurdu. Cekilen EKG'si Subakut
Anterior Mlile uyumlu olan hastanin yapilan ekokardiyograf-
isinde normal fonksiyonda mitral protez kapak, 2-3 TY, LVEF:
%20 izlendi. Hasta koroner yogun bakim Unitesine yatirildi.
izlemlerinde hastada VF gelisti ve defibrile edildi. Hasta acil
koroner anjiografi laboratuvarina alindi. Koroner anjiografi-
ye baslanmadan hastada tekrar VF gelisti ve hasta arrest
oldu. Hastaya 2-3 dakika CPR uygulandive hasta entibe edil-
di. Yapilan koroner anjiografisinde LMCA'dan LAD'ye uzanan
diseksiyon flebi, CX ve RCA normal olarak gérildid.Hastanin



anjiografi gériintlsd acil olarak KVC ekibi ile birlikte deger-
lendirildi ve hastaya PCI karari alindi. Sag femoral yoldan
guiding kateterile LMCA kanule edildive LAD tellendi.2,0x20
mm ve 3,0x20 mm balonlarile LAD'ye PTCA uygulandi. PTCA
sonrasi LAD akimi gérildi. Ardindan distal kisma 4,0x36 mm
DES, LMCA'dan LAD 'ye dogru 4,5x40 MM DES implante edil-
di. Stent balonu ile 2 stent cover yeri post-dilate edildi. Cx
akimi da bozulmayan hastanin islemine |ABP takilarak son
verildi. Hasta 3 giin KVC yodun bakim tinitesinde izlendikten
sonra |ABP ¢ekilerek servise alindi. Servis takiplerinde sikinti
olmayan hasta medikal tedavisi diizenlenerek sifa ile tabur-
cu edildi. 1. ay kontrollerinde EF halen distk ise hastaya ICD
takilmasi planlandi.

PO-019 [Interventional Cardiology / Valve and Structural
Heart Disease]

Transcatheter closure of a high-risk patent
foramen ovale (PFO) using coronary
guidewire for transseptal puncture

Yemlihan Ceylan, Medeni Karaduman, Yiksel Kaya

Department of Cardiology, Yizinci Yil University, Faculty of
Medicine, Van

A 46-year-old male patient was referred to us from the
neurology clinic with the complaint of loss of left visual field
(homonic hemianopsia) to investigate the etiology of isch-
emic stroke originating from the right posterior cerebral
artery. A patent foramen ovale (PFO) was detected in the
transesophageal echocardiography of the patient who had
no pathology in his physical examination. PFO morphology
showed characteristics of high risk group (mobile septal an-
eurysm, long tunnel structure, presence of eustachian valve,
pfo width) (Figure 1). Neurological vascular causes, hyper-
coagulability and no pathology were detected in 24-hour
Holter ECG. The ROPE score was 7. Therefore, percutaneous
closure of the PFO was planned. Since he had a clearly mo-
bile septal aneurysm, it was decided to place the device via
septostomy so thatthe aneurysm could be completely closed
with the device, not through the tunnel, and there would be
no residual shunt. A safer septostomy was performed with
the stiff part of the 0.014 inch coronary guide wire, consider-
ing that the Brockenbrough needle could make the puncture
dangerous and difficult due to the mobile septal aneurysm
and damage the left atrial wall (Figure 2-3). Afterwards, the
PFO was successfully closed with the Amplatzer 30mm oc-
cluder device. Septal aneurysm was completely closed and
no residual shunt was observed (Figure 4).

PFO is approximately 25% in the general population and is
significantly associated with CS. Thereis a higher prevalence
of PFO (40-50% incidence) in CS compared to the gener-
al population. Transcatheter PFO closure can reduce stroke
recurrence compared to medical treatment. Therefore, it is
important to identify cases of PFO that are likely to be as-
sociated with CS. The functional and anatomical high-risk
features of PFO have been revealed in some recent studies.
Atrial septal aneurysm, tunnel length, PFO width, presence

38. Ulusal Kardiyoloji Kongresi

of eustachian valve constitute the high risk group. In the per-
cutaneous transcatheter closure technique, an appropriate-
ly sized closure device can be left through the tunnel, or in
some cases where a mobile septal aneurysm and along-tun-
nelis evident, the device should be fully grasped by septosto-
my. Brockenbrough needle is generally used for septostomy.
In the presence of significant mobile septal aneurysm, the
septostomy process involves difficulties and risks. Therefore,
in this case, we were able to perform a successful and safe
septostomy by providing septal tenting with the stiff part of
the 0.014 inch coronary guidewire. Afterwards, the PFO was
successfully closed with the closure device. In the presence
of high-risk PFO, percutaneous transcatheter closure is an
effective treatment option in CS. The use of the stiff part of
the coronary guidewire for safe septostomy is also an option.

Adult Echo
X7-2t
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8.1cm

20
58%
C 50
P Off
Gen

Figure 1. PFO TEE images

Figure 2. TEE septal tenting
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A 67-year-old female patient, diagnosed with chronic kid-
ney disease stage 5D and cardiac resynchronization therapy
(CRT-D) implantation due to heart failure. She has been re-
ceiving hemodialysis treatment for 4 years. Since effective
hemodialysis could not be

performed, she was referred to us for fistula occlusion. In the
upper extremity doppler USG, the patient was determined
to have a stenosis in the fistula tract in the left forearm and
venous thrombosis after fistula. Thrill was weak in the fistula
line. The left forearm arterial system,

fistula line and venous return were evaluated by entering
antegrade with 6F sheath from the left brachial artery ac-
companied by USG (Figure 1A). Afterwards, the stenosis of
before fistula was passed with microcatheter support and
0.014mm floppy guidewire and PTCA was applied witha 4.5 *
15mm non compliant (NC) coronary balloon (Figure 1B). Sub-
sequently, the guidewire was replaced with 0.35 guidewire
and dilatations were applied from the cubital region to the
fistula line with a 6 * 40mm peripheral balloon on the part
with venous

thrombosis (Figure 2C). It was seen that full clarity was
achieved in control imaging, and the procedure was termi-
nated after the strong thrill was taken on the arm. (Figure
2D). The patient was discharged on warfarin therapy. Writ-
teninformed consent was obtained from the

Figure 3. Septostomi-skopi

patient for publication. Symptoms of hypervolaemia due to
fistula occlusion and inability to perform effective hemodi-
alysis are common in hemodialysis patients (1). Providing and
protecting fistula patency in hemodialysis patients is very
important in terms of mortality in acute and chronic periods
(2). Percutaneousinterventions can be used as an alternative
to preserve fistula patency in these patients due to anesthe-
sia and surgical risks.

Figure 4. Amplatzer occluder cihaziile pfo kapatilmasi

E

Figure 1. Left forearm angiography image, A. The critical ste-
PO-020 [Interventional Cardiology / Carotid and Peripheral nosis (80-90%) in the fistula line (white arrow) and complete

thrombosed flow in the forearm vein (red arrow) after the
fistula, B. PTCA was applied to the stenosis before the fistula

Percutaneous treatment of fistula tract with a 4.5 * 15mm NC coronary balloon (white arrow).
stenosis and post-fistula venous thrombosis
in hemodialysis patients

Vascular]
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'Edirne Sultan 1. Murat Devlet Hospital, Edirne

2?Deparment of Cardiology, Trakya University, Edirne
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Edirne
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Figure 2. C. The dilations were applied from the cubital region
to the fistula line with peripheral balloons (white arrow) to
the venous thrombosed part, D. Control image after balloon
dilatations. The white arrow is the last view of the stenosis
before the fistula, the red arrow images the opening of the
venous thrombosis

PO-021[Interventional Cardiology / Carotid and Peripheral
Vascular]

iatrojenik derin femoral arterin hayati tehdit
edenruptird ve basarili perkiitan miidahele
Muhammet Genes, Ferit Bagirov, Selen Eski, Pelin Mese

Coskun, Erkan Yildirim, Serdar Firtina, Baris Bugan, Murat
Celik, Uygar Cagdas Yiksel

Gllhane EAH Kardiyoloji AD, Ankara

Femoral riptirt vaskiler acil bir durumudur. Klinik stiphe ve
goriuntileme teknikleri, erken teshisin ve mevcut tablonun
uygun sekilde yonetilmesinin temel taslaridir. Bu vaka sunu-
munda koroner arter anjiografisi sonrasi hayati tehdit eden
derin femoral arter riptird gelisen ve perkitan olarak tedavi
edilen 77 yasinda bir kadin hastayi sunuyoruz.

77 Yasinda DM ve HT tanilari ile takipli kadin hasta anji-
na sikayeti ile acil servise basvurdu, hasta AKS 6n tanisi ile
klinigimize yatirildi. Basvuru sirasinda hasta hemodinamik
ve klinik agidan stabildi.Hemodinami labaratuvarina alinan
hastanin obez olmasi nedeniyle tekrarlayan basarisiz fem-
oral arter ponksiyonu yapildi.Hastaya 7F sag femoral sheat
yerlestirilerek standart Judkins kateterler kullanilarak
koroner anjiografiyapildi. LAD lezyonuizlendi, hedef damara
PCIl yapilarak izlem amaciyla yogun bakim Gnitesine alindi.
Takiplerinde islemden yaklasik 2 saat sonra hastanin bulanti,
kusma ve biling bulanikhdr yasamasi tzerine hasta deger-
lendirildi.Fizik muayenede hipotansiyon, sag alt kadran arka
bdlgede ele gelen hematomla uyumlu kitle, ekimoz ve kan
gazinda hemoglobin distst izlenmesi Gzerine hipovolemik
sok klinigi gelisen hastaya hemodinamik destek amaciyla iV
inotrop ve voliim genisletici verildi. Hasta acil olarak hemodi-
nami labaratuvarina alindi.Mevcut sag kasik femoral sehat-
ten sag femoral arter anjiografik olarak goérintilendi.Sag
derin femoral arterde riptir izlenmesi Gzerine kvc konsilta-
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syonu istendi.Hastanin ileri yas,komorbitelerinin ve anato-
mik uygunlugunun olmasi Uzerine perkitan girisim karari
alindi.Oncelikle ipsilateral olarak 6.0¥*80 mm periferik balon
CFA dasisirilerek 3 dakika beklendi.Balon sonrasi gériintile-
mede ekstravazasyonun devam etmesi lizerine sol femoral
arterden cross-over olarak gelinerek DFA'ya 3.5*16 mm greft
kapl koroner stent implante edildi,ekstravazasyon izlenme-
mesi Uzerine islem sonlandirildiYogun bakim takiplerinde
hastanin hemodinamisi stabil izlendi,hemoglobin dislsu
izlenmedi.Hasta yatisinin 4. gininde medikal &neriler ile
taburcu edildi.

Femoral arter rlptird sebeplerinin arasinda iatroje-
nik travmalar énemli bir yer tutmaktadirFemoral arter
kanulasyonundan sonra iyatrojenik femoral arter riptir
olusumu riskini artirabilecek faktérler, prosedirel veya hasta
bazli faktérler olarak siniflandirilir.

Ruptir tanisini koymak i¢in Doppler USG'de, BTA ve dijital
substraksiyon anjiyografik gérintilemeler kullanilabilinir.

Rlptir tedavisine yaklasim anatomik konum ve hastanin
ozelliklerine gore degismektedir. Femoral riptlr tedavisi su
sekilde siniflandirilabilir: 1)Doppler ultrason kilavuzlugunda
kompresyon, 2) Embolizasyon kullanimiyla endovaskdler te-
davi, 3) Perflizyon balonlari 4) Kapali stentlerin yerlestiriime-
si/ endoluminal protezler 5)Cerrahi yéntem((ligasyon, rezek-
siyon ve greftleme)

Son yillarda endovaskdler stent-greftleme hem viseral hem
de ekstremite arter riptirlerinde cerrahiye iyi bir alternatif
olusturmaktadir..

/

Resim 1. Femoral arter riiptiirii, DSA goriintiilemesi
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Resim 2. Sag ana femoral arterde periferik balon sisirilmesi

Resim 3. DFA greft kapli stent implantasyonu
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Resim 4. Final DSA goriintiilemesi, DFA ekstravazasyon
izlenmesi

PO-022 [Interventional Cardiology / Carotid and Peripheral
Vascular]

iliak islem sonrasi gelisen komplikasyonun
basarili yénetimi

Gunay Asgarli, Gilsiim Ograg, Habibe Sena Yildirim,
Umuttan Dogan

Akdeniz Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali,
Antalya

Periferik arter hastaligi (PAH) sikligi yasla birlikte artan ve
ozellikle 70 yas ve lGzerinde %15- 20'lere ulasan bir klinik an-
titedir. Hastalar karsimiza degisik seviyelerde intermitant
klaudikasyo ile gelebilecedi gibi ilerleyen vakalarda kritik
bacak iskemisi gelisebilmektedir. Altta yatan patolojiden
%90'nin Uzerinde ateroskleroz sorumlu olup beraberinde
arterit, radyasyon, travma ve emboli de gérilebilmektedir
Aorto-iliak lezyonlarin endovaskdiler tedavisinde, cerrahiye
kiyasla hastanede yatis siiresi daha kisadir ve komplikasyon
oranidaha azdir.

48 yas erkek hasta son 2 aydir artan kladikasyo sikayeti
ile basvurdu. Oz gecmisinde 6zellik olmayan hastaya per-
iferik anjiyografi yapildi ve sag common iliak arterin kritik
izlenmesi Gzerine endovaskiler tedavi icin isleme devam
edildi(video-1). Oncelikle sol femoral arterden crossover gi-
risim planlandi ancak tel ilerletildi. iliac bifurkasyon agisinin
dar olmasi nedeni ile kateter ilerletilemedi ve sag femo-
ral artere ponksiyon yapildi. Retrograd 0,018 Gladius telle
lezyon gecildi ve ardindan 5x40 mm perifer balonla PTA
yapildi. Sonrasinda 9,0*47 mm periferik stent lezyona im-



plante edildi, islem sonlandirildi(video-2). islem sonrasinda
alinan DSA'daki hava dansiteleri seklindeki gérinttler bar-
sak ansi lehine degerlendirildi(video-3). Hasta takiplerinde
sol alt kadranda siddetli agri sikayeti ve hipotansiyonu oldu.
Batin i¢i kanama siphesiyle tim batin Bt ¢ekildi ve pelvik
alanda en genis boyutlari yaklasik 151x91 mm dl¢llen genis
hematom sahasi, etrafinda lineer sivi formasyonlari izlendi.
Hastaya girisim planlanarak acil anjiografi laboratuvarina
alindi. DSA gérintisinde stent proksimalinde diseksiyon
izlendi(video-4). 0,018 Gladius telle lezyon gegildi ve 9*38
mm periferik stent 6nceki stentle ovarlap olacak sekilde
lezyona implante edildi, islem sonlandirildi(video-5). Post-
operatif koroner yogun bakima interne edildi. Takipte sikay-
etleri gerileyen, hemogram dislsit olmayan hasta 6nerilerle
taburcu edildi.

PAH tedavisinin temel amaci, hastalarin semptomlarini hafi-
fletmek, ekstremiteyi korumak ve ampitasyon oranlarini
azaltmaktir. Endovaskiiler tedavi, minimal invaziv olmasi,
hizli iyilesme stiresi ile daha az komplikasyon oranlarina sa-
hip olmasi, lokal anestezi altinda uygulanabilmesi gibi 5nemli
avantaijlara sahiptir. islem sonrasi akimi bozan diseksiyon-
lar, rezidlel stenozlar, uzun dénemde stent i¢i stenozlar gibi
proseddrle iliskili komplikasyonlar ise dezavantaijlari olarak
dikkat ¢ekmektedir. Bizim vakamizda kanama 2 sebepten
dolayi olabilecegi dislnildi. Bunlar, telin subintimal ilerle-
mesi ile olusan diseksiyon veya iliac arter lezyonunun kalsifik
olmasi nedeni ile implante edilen stent stratlarinin disek-
siyona sebep olmasidir. Sonu¢ olarak DSA gérintilemenin
normal anjiyografik gérintilemeye goére Gstinligl mevcut
olmakla birlikte komplikasyon olabilecegdi distinidlen durum-
larda normal anjiyografi ile de kontrol yapilmasi énerilmek-
tedir.

PO-023[Interventional Cardiology / Coronary]

An unusual complication: chest wall
hematoma following transradial cardiac
catheterization

Burak Sahinoglu’, Zakariyya Vali?

'Department of Cardiology, Glenfield Hospital, Leicester
?Department of Cardiovascular Sciences University of Leicester,
Leicester

Introduction: Transradial cardiac catheterization has be-
come the mainstream access route for coronary angiogra-
phy andintervention due toits high safety profile and quicker
recovery times. Although rare when compared to the femo-
ral route, vascular complications after trans-radial cardiac
catheterization may still occur. The most common compli-
cations are forearm haematoma, radial artery occlusion and
spasm.

Case: We report a very rare delayed complication of chest
wall haematoma occurring after transradial coronary inter-
ventionina71-year-old female admitted to the hospital with
a non-ST-elevation myocardial infarction (NSTEMI), which
was managed conservatively. Her medical history included
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type 2 diabetes mellitus and hypertension. Coronary angiog-
raphy and primary coronary intervention (PCI) with stenting
to the right coronary and left circumflex arteries was per-
formed, via the right radial artery, 2 days after admission.
The procedure was lengthy due to calcification and required
Shockwave intravascular lithotripsy.

Upon returning to the ward, the patient collapsed on the bed
with loss of consciousness for a few seconds, with sponta-
neous recovery. Physical examination was unremarkable. A
focused bedside echocardiogram did not show any pericar-
dial effusion or cardiac tamponade. She remained confused
and agitated and her speech was incoherent suggesting a
dysphasia. She underwent a CT head scan to exclude an in-
tracranial event. The following day there was a sudden drop
in systolic blood pressure to 76 mmHg. Urgent blood tests
revealed a drop in haemoglobin of from 120 to 102g/dl. On
physical examination, there was new bruising on the right
side of her chest extending into the axillary region (Figure 1).

She underwentanurgent CT scan of the thorax. This showed
a large right chest wall hematoma in between the pectora-
lis major and pectoralis minor muscles, measuring an axial
width of 9 cm and a depth of at least 3.5 cm. There was no
active extravasation of blood. Blood pressure improved with
blood transfusion. She was managed conservatively with
close observation on the coronary care unit. A repeat CT
scan to monitor hematoma after two days showed apparent
complete resolution of the chest wall hematoma, and she
was subsequently discharged from hospital 2 days later.

Discussion: The use of hydrophilic guidewires can increase
the risk of perforation of a side branch of the axillary artery.
Another previous case of pectoral haematoma reported by
Pandit et al. presented much sooner after the procedure and
required vascular intervention. Our case presented atypical-
ly with an episode of syncope shortly after the procedure,
but bruising and hypotension appeared the day after the
procedure. We were also able to successfully manage the
patient conservatively without the need for any further in-
tervention.
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Figure 1. Chest wall hematoma after transradial coronary an-
giography
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Figure 2. Urgent CT thorax

Figure 3. Urgent CT thorax

Figure 4. Repeat CT scan after 6 weeks

P

Figure 5. Repeat CT scan after 6 weeks

PO-024 [Heart Valve Diseases]

mitral anterior leaflet perforation resulting
in severe mitral regurgitation after subaortic
membrane surgery

Cuma Yesildas, Emrah Yesil

Department of Cardiology, Mersin University, Faculty of Medicine,
Mersin




Introduction: Mitral leaflet perforation (MLP) is arare clinical
condition that can result in acute severe mitral regurgitation
(MR). MLP may be found together with mitral valve aneurysm
orinisolated form. Mitral anterior leaflet perforationis more
common than mitral posterior leaflet perforation and is of-
ten seen in the early or late course of mitral valve infective
endocarditis. Degeneration of valve tissue is the other cause
of MLP. Rare cases of MLP have been reported after surgi-
cal or interventional cardiac procedures involving the mitral
valve or left ventricular outflow tract. Here we reported a
patient with mitral anterior leaflet perforation two years
after surgical resection of the subaortic membrane without
infective endocarditis.

Case: 40-year-old female patient who had undergone heart
surgery for subaortic membrane resection two years ago
was admitted to our clinic with complaints of new onset of
shortness of breath, palpitations and cough, especially when
lying on her back at night. On physical examination revealed
a 4/ pansystolic murmur at apex of heart. Electrocardiogra-
phy showed sinus tachycardia. Transthoracic echocardiogra-
phy (TTE) revealed severe eccentric regurgitant jet from the
LVOT to the left atrium through the perforated segment of
the basal part of mitral anterior leaflet just below the aor-
tic non-coronary cusp. Transesophageal echocardiography
(TEE) revealed mitral anterior leaflet perforation and severe
MR caused by the perforation.(Figure: 1A-B) In real-time
three-dimensional TEE imaging, and 8x5 mm diameter per-
forated area was detected in the A3 scallop of the mitral an-
terior leaflet.(Figure: 2) Preoperative coronary angiography
showed normal coronary arteries in the patient for whom
valve repair surgery was decided. Afterwards, the patient
was referred to the cardiovascular surgery department for
mitral valve repair.

Discussion: Although mitral leaflet ruptures can be seen as
an acute complication during subaortic membrane resec-
tion, rare cases of mitral anterior leaflet perforation have
beenreportedinthe late postoperative period.We think that
the complication observed in the case we presented was
due to trauma that occurred during subaortic membrane
resection surgery. In this case, we associated the long-term
asymptomatic course of the clinic with the gradual enlarge-
ment of the defect over time. We present this report to em-
phasize that mechanical complications related to cardiac
surgery are sometimes overlookedin the early postoperative
period and toremind that the defect can only be detected by
repeated imaging methods in cases where clinical suspicion
arouses.
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Figure 1A and 1B. Figure 1A. The perforated area (arrow) in
the anterior mitral leaflet is shown by transesophageal echo-
cardiography. Figure 1B. Transesophageal echocardiography
image showing severe regurgitation jet (arrow) from left
ventricular to left atrium.
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Figure 2. Real-time 3D-transesophageal echocardiography
shows alocalized perforation (arrow) in the A3 scallop of the
anterior mitral leaflet during systole.

PO-025[Heart Valve Diseases]

Anunknown intracardiac mass: ruptured
papillary muscle

Ayca Nair, Saadet Bilig, Halil ibrahim Balsak, Volkan Dogan,
Hande istar

Department of Cardiology, Mugla Sitki Kogman Universtiy, Faculty
of Medicine, Mugla

Tricuspid regurgitation after blunt cardiac traumaiis rare and
may present with nonspecific symptoms such as fatigue. In
this article, we present a case of an asymptomatic patient
admitted to the hospital with multiple fractures after an
in-vehicle traffic accident. The patient was consulted for
routine preoperative evaluation and diagnosed with severe
tricuspid regurgitation caused by the rupture of the tricuspid
papillary muscle. The patient underwent tricuspid valve sur-
gery and was discharged 7 days after the surgical correction.
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Figue 1. Transthoracic echocardioaraphy four chamber view
showing right atrium (RA), right ventricle (RV) and a massim-
age of 19x10 mm in the anterior leaflet of the tricuspid valve.

Figure 2. Surgical view of the ruptured tr anterior leaf-

let's chordae.
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PO-026 [Heart Valve Diseases]

Riiptiire olmamis dev siniis valsalva
anevrizmasi olgusu

Taner Sen, Mevlit Demir, Mehmet Ali Astacioglu
Kitahya Saglik Bilimleri Universitesi, Kiitahya

Aort kapak anulusu ile sinotubller bileske arasinda yer alan
sinls valsalvalarin asil islevi, aort kapagi acgildiginda sistol
sirasinda koroner arter ostiumunun tikanmasini dnlemektir.
Sinus valsalva anevrizmalari ise siklikla aortik media ile anu-
lus fibrozisinin birlesim bélgesinde elastik laminanin zayifligi
sonucu olarak ortaya ¢ikar riiptire olmalari halinde dlimcil
komplikasyonlara yol a¢abilir.

Biz vakamizda oladandisi dev boyutlarda sinis valsalva
anevrizmasi olgusunu sunduk. 59 yasinda, kardiyak 6ykusi
olmayan erkek hasta, ilge hastanesine akut gogis agrisi ile
basvurmustur. Elektrokardiyografisinde sag dal blogu mor-
folojisi mevcuttu ancak ST degisikligi yoktu. Laboratuvar
incelemesinde kardiyak belirte¢lerde troponin | dederi 115
ng/mL olarak hafif ylkselme saptandi ve akut koroner sen-
drom 6n tanisi ile sevk edilen hasta koroner yogun bakim
Unitemize yatirildi. Yapilan ekokardiyografisinde ejeksiy-
on fraksiyonu %65 olarak izlendi, segmenter duvar hareket
bozuklugu izlenmedi. Sag bosluklar normal izlendi fakat
48x58 mm boyutlarinda dev sag sinls Valsalva anevrizmasi
saptandi. Total sinis Valsalva boyutu 7.8 cm ¢apindaydi (Vid-
eo 1-2-3). Ardindan koroner anjiyografi yapildi. Koroner ar-
terleri normaldi ancak dev sag sinls Valsalva anevrizmasi
saptandi (Video 4-5-6). Kontrasth toraks tomografi ile dev
sag sinls valsalva anevrizmasi gosterildi. Kalp cerrahisi ekibi
ile konsilte edildi ve operasyon planlandi. Ancak hasta oper-
asyonu kabul etmedi ve kendiistegiile metoprolol ve ramipril
tedavisiile taburcu edildi.

Bu vakada sinls valsalva anevrizmalarinin uzun siire asemp-
tomatik ilerleyebildiklerini, ayrica gégis agrisinin etyolojik
sebepleri arasinda da degerlendirilebilecedini vurguladik.

HR

Resim 1. Sinlis valsalva anevrizmasinin transtorasik ekokardi-
yografik gériinimii
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PO-027 [Congestive Heart Failure]

An unique case report: adverse cutaneous
drugreaction wasinduced by Empagliflozin

Ali Manav', Ezgi Gen¢ Erdogan?

'Clinic of Cardiology, Private Center, jstanbul
?Deparment of Pathology, Trakya University, School of Medicine,
Edirne

A 60 year-old man with a 4-year history of heart failure (HF)
presented with acute decompensated state. He had myo-
cardial infarction history and ischemic heart failure 4 years
ago, atrial fibrillation and hypothyroidism. Diabetes mellitus
history does not exist. His medications include ARNI 24/26
mg BID, Levothyroxine sodium 75 mcg daily, Furosemide 240
mg daily, Eplerenone 25 mg daily, Apixaban 5mg BID, Panto-
prozole 40 mg daily, Carvedilol 6,25 mg BID.

HR
Resim 2. Siniis valsalva anevrizmasinin transtorasik eko-
kardiyografik goriinimii

On examination, his blood pressure was 98/70 mmHg and
heart rate was 85 bpm with atrial fibrillation. There was
bilateral leg edema. The rest of the physical examination
was within normal limits. His NT-proBNP level was 9414 pg/
ml, the estimated glomerular filtration rate was 46 ml per
minute per 1.73 m2 of body surface area, hemoglobine level
was 13.6 g/dl, thrombocyte count was 194.000 ppm. Ejection
fraction was %28.

After acute decompensated phase, it was initiated 10 mg
Empagliflozin. 48 hours after the initiation of Empagliflozin
treatment, he developed nonblanchable, red- brown purpu-
ric macules and patches on bilateral legs predominantly on
pretibial regions on his lower extremities ( Figure 1). He had
no history of atopic dermatitis or other allergic disease. A
skin biopsy specimen taken from lesion area on his leg.

Histopathological evaluation showed skin punch biopsy
was performed on one of the left lower extremity macules.
Histopathologically, in the sections of the punch biopsy, re-
vealed findings such as orthokeratosis, focal parakeratosis,
prominent granular layer, mild spongiosis, perivascular lym-
phocytic infiltration accompanied by plasma cells and rare
neutrophilsin the dermis, increase in the number of vascular
structures, hyalinization in the vessel walls and erythrocyte
extravasation (Figure 2). The vascular damage findings ob-
served in the biopsy of the patient with a history of drug use
were primarily evaluated as drug-induced vascular damage.
Though the skin biopsy was compatible with drug eruption.
After cessation of therapy, all skin signs started to resolve in
48 hour and they regressed almost completely in two week.
(Figure 3)

SGLT2 inhibitors are now a mainstay in the management of
diabetes with or without cardiovascular disease and heart
failure. Skin reactions are infrequent but may rarely be se-
vere enough to warrant discontinuation of this group of
e drugsThe mechanism underlying this effect is uncertain.
But it was thought that vascular damage might be hypo-
tension side effect of drug and insufficent blood flow into
lower extremities because of undiagnosed peripheral artery
disease.The authors suggest that clinicians should be aware
of side-effects of SGTL2 inhibitors as a rare cutaneous reac-

Resim 4. Siniis valsalva anevrizmasinin aortagrafik gériiniimii
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tion. To our knowledge, we here describe the first case of a
druginduced cutaneous eruption caused by an empagliflozin
in the English literature.

Figure 2. A-C. Histopathology of alesion from the left? Right?
lower extremity. A, B, C. Superficial perivascular dermal in-
filtrate of lymphocytes, neutrophils and plasma cells, with
associated extravasated red blood cells. A. H&E X100 B. H&E
X200 C. H&E X400

PO-028 [Congestive Heart Failure]

A rare cause of cardiomyopathy: propionic
acidemia

Betiil Ayca Yamak’, Serkan Unli’, Sabire Go6kalp?

'Department of Cardiology, Gazi University, School of Medicine,
Ankara

?Department of Pediatric Metabolism and Nutrition, Gazi
University, School of Medicine, Ankara

Twenty years old female patient diagnosed with propionic
acidemia (PA) at 6 years old was evaluated in the cardiology
outpatient clinic. She didn't have any diagnosis except PA.
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She didn't mention any complaints. She was born of a cous-
in's marriage. She didn’t have echocardiography before. Her
medication was coenzyme-Q and ubiquinone. Her physical
examination was revealed systolic murmur. Laboratory tests
were unremarkable except for pro-BNP (539 pg/ml). Elec-
trocardiography (ECG) showed sinus rhythm and prolonged
QT interval (QT/QTc: 465/491 msec) (Figure 1). Transthoracic
echocardiography revealed dilated left ventricle (LV) and
systolic dysfunction (LVEF % 35) (Video 1-2-3). Beta-blocker
and ace inhibitor treatments were started in line with cur-
rent guideline recommendations.

PA results from the deficiency of the propionyl-CoA car-
boxylase enzyme. Propionyl-CoA carboxylase enzyme par-
ticipates in the metabolism of amino acids like methionine,
threonine, valine, isoleucine, and some fatty acids. It cata-
lyzes the carboxylation reaction of propionyl-CoA, resulting
in methylmalonyl-CoA. Methylmalonyl-CoA enters the cit-
ric acid cycle after it turns into succinyl-CoA. PA deficiency
leads to the accumulation of propionic acid, propionylcar-
nitine, propionylglycine, glycine, 3-hydroxypropionic acid,
and methyl citrate. These toxic substances can affect multi-
ple organs like the liver, kidney, brain, and heart. The primer
treatment of PA includes the limitation of protein intake.

Cardiomyopathy and prolonged QTc interval, both of which
can be lethal, may present in PA patients. The etiology of
cardiac complications is not well understood. There have
been reports of cardiomyopathy improving following liv-
er transplantation in PA patients. Screening with ECG and
echocardiography may be a lifesaver for PA patients.

Figure 1. The 12-lead ECG of the patient showing prolonged
QTcinterval.
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PO-029 [Cardiac Imaging/Echocardiography]

SERVIS TISO6 MI13
§5-1

A 0 - o A rare complication of pericardiocentesisina
' patient with COVID-19: pneumopericardium

Mustafa Yilmaz', Pelin Karaca Ozer?, Okan Gurkan3, Elif Nur
Arslanboga®

'Department of Cardiology, [stanbul Medipol University, istanbul
2Department of Cardiology, istanbul University — Istanbul School of
Medicine, Istanbul

’Deparment of Internal Medicine, Gaziosmanpasa Taksim Training
and Research Hospital, istanbul

Pneumopericardium is the presence of air in the pericardial
sac. Pneumopericardium after pericardiocentesis has been
rarely reported in the literature. In the present case, we re-

- tjf’bpm port a patient who presented with tamponade physiology
during COVID-19 and developed pneumopericardium after
Video 1. Transthoracic echocardiography parasternal emergency pericardiocentesis. Immediate recognition and
long-axis view treatment are crucial and chest X-ray, thorax computerized
tomography and transthoracic echocardiography are used

SERVIS TISOE MI13 for diagnosis.
e o - o A 56-year-old male patient with active COVID-19 disease

presented to the emergency department with worsen-
ing general condition and exacerbation of dyspnea. Upon
detection of approximately 3 cm of pericardial effusion in
thorax computed tomography (CT), cardiology consulta-
tion was requested with the preliminary diagnosis of car-
diac tamponade. A transthoracic echocardiography (TTE)
showed normal biventricular volumes and systolic functions,
with a left ventricular ejection fraction of 60%. There was a
large pericardial effusion, especially along the lateral wall.
Pericardiocentesis was planned, but it was difficult to drain
the fluid with the subxiphoid or apical method. Therefore,
. pericardiocentesis was performed by an interventional ra-
_ s diologist by placing a drainage catheter with alateral-apical

" bpm approach and 750 ml of pericardial fluid was drained. After
the procedure, his clinical condition improved and saturation
increased. However, the patient started to complain of chest
pain three hours after the procedure. ECG was taken and
SERVIS 1506 MI13 there was no feature. No pericardial effusion was observed
set » - o on bedside TTE. Also, the echogenicity was found to be much
15cm ' ‘ . worse than the TTE done before the pericardiocentesis. On
D TTE, there was a finding of imaging loss during systole, which
is called the 'air gap sign’ (Video 1, supplementary material).
Air in the mediastinum was suspected due to crepitation at
the catheter insertion site. Chest radiography showed air in
the pericardial cavity surrounding the heart (Figure 1). Se-
vere pneumopericardium, pneumothorax and subcutaneous
emphysema were detected on thorax CT (Figure 2). Before
underwater drainage, emergency pericardiocentesis was
performed to remove pericardial airand 400 cc of air was as-
pirated. After the procedure, the patient’s symptoms allevi-
ated and his clinical condition improved. Four hours after the
procedure, while the patient was going to be transferred to

Video 2. Transthoracic echocardiography parasternal
short-axis view

- .jf’b atertiary hospital, respiratory and cardiac arrest developed.
pm . . . . . . .
Despite prolonged resuscitation, the patient’s circulation did
Video 3. Transthoracic echocardiography apical four-cham- notimprove and he died.

ber view
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Figure 1. Chest x-ray shows the large air around the heart

PO-030 [Cardiac Imaging/Echocardiography]

A pedunculated right atrial thrombus
mimicking as a myxoma: a case report

Harun Akarsu, Yigit Davutoglu, Girsel Sen

Department of Cardiology, Pamukkale University, School of
Medicine, Denizli

A 48-year-old female patient who had a previous pulmonary
embolism consulted us due to pleuritic chest pain and dyspnea.
Transthoracic echocardiography showed a dilated right atrium
and right ventricle, and a pedunculated mobile mass which had
a stalk attached to the interatrial septum of the right atrium.
The mass was highly mobile and protruding into the right ven-
tricle. Differential diagnosis was that of atrial myxoma or atrial
thrombus. The mass was surgically removed. Histopathologic
analysis showed that the mass was a thrombus. Atrial thrombus
can mimic the echocardiographic features of atrial myxoma,
and may require histological diagnosis.

Intracardiac masses constitute a group of diseases that are
encountered more frequently due to the increasing use of
transtorasic echocardiography (TTE). The differential diag-
nosis of right atrium RA) massesinclude benign tumours, ma-
lignant primary or metastatic tumors, tricuspid valve vege-
tations, and thrombi. Thrombus formation in the right side
of the heartis extremely rare, despite a review from Sweden
reporting a prevalence of RA thrombiin 31% in 23,796 autop-
sies. The distinction between thrombi and myxoma is im-
portant because of the difference in treatment. Most cardi-
ac myxomas and thrombi can be distinguished based on size,
origin, shape, mobility, and prolapse. However, sometimes
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RA thrombus can mimic myxoma. Here, we describe a case of
thrombus in the RA, mimicking as a myxoma.

A 48-year-old female patient was hospitalized in the gyne-
cology service due to tuboovarian abscess. The patient was
referred to us because of pleuritic chest pain and dyspnea.

The patient had a history of hypertension, asthma and pul-
monary embolismin 2019. The ptient was also obese and had
a sedentary lifestyle. She was not using anticoagulant med-
ications due to pulmonary embolism and hospital control ex-
aminations were inadequate.

On physical examination, blood pressure was 110/80 mmHg
and heartrate was 90 bpm. Findings of systemic venous con-
gestion, right-sided S4 and Kussmaul sign were observed.
WBC was 21.68 k/ul and CRP was 237 mg/L.

Electrocardiogram (ECG) revealed sinus tachycardia, incom-
pleteright bundle branch block (IRBBB) with STIQ3T3 pattern.

In thorax, computed tomography (CT) findings of previous
massive embolism, filling defectsin the lobar and segmental
branches of the right pulmonary artery, mosaic attenuation
pattern secondary to embolism in the lung parenchyma, en-
larged heart cavities and pulmonary arteries, and hypodense
suspicious filling defect that cannot be clearly distinguished
in the right atrium were observed.

Atwo-dimensional echocardiogram revealed dilated RA and
right ventricle (RV), a pedunculated mobile mass (19x20 mm)
(Fig.1), which had a stalk and was attached to the interatrial
septum of the RA. The mass was highly mobile and protrud-
inginto the RV(Video.l).
Adult Echo
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Figure 1. Transtorasic echocardiographic visualization of the thrombus

PO-031[Cardiac Imaging/Echocardiography]

Aortic greft defect and new aneurysm
formationin a case of Marfan Syndrome

Derya Baykiz!, Zeynep Gizem Demirtakan!, Pelin Karaca
Ozer', Berrin Umman', Sabahattin Umman', Fuat Bilgen?
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'Department of Cardiology, istanbul University — [stanbul School
of Medicine, Istanbul 2Clinic of Cardiovascular Surgery Acibadem
Kadiksy Hospital, istanbul

Most important cardiovascular complication of Marfan's
Syndrome is aortic aneurysms. With increasing aortic diame-
ter, therisk of aortic dissection and rupture increases. Bentall
operation is a surgical therapeutic modality but reoperation
may be needed in follow-up, as other aortic aneurysms or
pseudoaneurysms at operation site may occur. Herein we
present a case of Marfan syndrome who had aortic valve re-
placement and Bentall operation 20 years ago for ascend-
ing aorta aneurysm and aortic valve insufficiency. When the
patient was consulted to us due to symptoms of cardiac in-
sufficiency, he was diagnosed with a defect on aortic greft
into the left atrium. In addition to that, the computerized to-
mography also showed that there was another aneurysmatic
region over the original one, which caused an appearance of
two beadsonastring. He was then succesfully operated with
modified Cabrol procedure. It is the first case with ruptured
aortic greft and fistulization to left atrium accompanied by
new aneurysm formation distal to first one.

TIS0.7 MIi0.4
ISTANBUL TIP FAKULTES X7-2t/Adult

Figure 3. Intraoperative view of aortic greft defect
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PO-032[Cardiac Imaging/Echocardiography]
Safety of low-dose, ultra-slow thrombolytic

therapy in a patient with ovarian cancerin
the treatment of prosthetic valve thrombosis

Ezgi Glltekin Gliner, Cemalettin Akman, Ahmet Giiner

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

Mechanical heart valve thrombosis (MHVT) is a life-threat-
ening complication necessitating immediate intervention.
Herein, we describe a successful treatment of low-dose, ul-
tra-slow thrombolytic therapy (TT) in a patient with mitral
MHVT and ovarian cancer, under the guidance of transosep-
hageal echocardiography (TEE).

56

Figure 1. TEE view, showing jet flow from aorta into left atri-
um through defect on aortic greft

A 65- year- old female with bileaflet mechanical aortic and
mitral valves prosthesis, was admitted to our hospital with
progressive dyspnea for over a period of 8 days (NYHA- IlI-
IV). Her history showed that she had sub-optimally debulked
followed by chemotherapy (carboplatin, paclitaxel) per-
formed for epithelial ovarian cancer (high-grade serous)
6 months ago. The anticoagulant therapy was changed,
warfarin was stopped, and her gynecologist prescribed her
enoxaparin sodium (60 mg; 6000 anti-Xa IU-60 mg/0,6 mL)
twice a day. Bedside transthoracic echocardiography (TTE)
il - A showed transaortic gradients of 141 mm Hg (peak)/83 mm
o 1 -!;, V3 £ Hg (mean) (baseline gradients: 54 mm Hg (peak)/ 30 mm Hg
(mean)), (Fig.1A) and normalleftand right ventricular dimen-
sions and function. The obstructive aortic MHVT with a total
thrombus area of 1.0 cm2, and moderate-severe intravalvu-
lar aortic regurgitation were disclosed by transoesophageal

Figure 2. CT image showing another aneurysm formation in
the ascending aorta

S97 m——



38. Ulusal Kardiyoloji Kongresi

TEE (Fig. 1B-D). Moreover, cine fluoroscopy (CF) was done. It
was found that only one leaflet had motion, with the other
being was stuck with no motion (video 1). An ultra-slow infu-
sion (25 hours) of low dose (25mg) tissue plasminogen acti-
vator (t-PA) was admininstered. After a total of 34 mg t-PA,
repeated TTE, TEE and CF revealed that the thrombus disap-
peared and the transaortic gradient and leaflet motion were
normalized (64 mm Hg (peak)41mm Hg (mean) (Fig. 2, video
2). Anticoagulation therapy was continued with increased
dose of warfarin and 100 mg/day acetylsalicylic acid. During
the 3 months uneventful follow-up, the patient’'s TTR value
was 100%. Thereis no standard approach to treatmentin pa-

1 ; w0 A8 wmo

Figure 1. A-D. Transthoracic echocardiography (TTE) demon-
strates that transaortic gradients of 141 mm Hg (peak)/83
mm Hg (mean) (A). Transoesophageal echocardiography
(TEE) shows an obstructive aortic prosthetic valve thrombo-
sis with a total area of 1.0 cm2, and moderate-severe intra-
valvular aortic regurgitation (B-D).

Figure 2. TTE, TEE and cinefluoroscopy indicate disappear-
ance of thrombus and normalization of transaortic gradient
and leaflet motion (64 mm Hg (peak)/41 mm Hg (mean).

messsmmm S98

PO-033 [Cardiac Imaging/Echocardiography]

Aort kapak replasmaniile takipli hastada
aciklanamayan hipoksi ve siyanoz: tanisi
gecikmis hepatopulmoner sendrom vakasi

Ogulcan Adak, Burcu Kodal, Merih Kutlu, Cihan Orem, Selcuk
Akkaya

Karadeniz Teknik Universitesi, Tip Fakiiltesi. Kardiyoloji Anabilim
Dall, Trabzon

Hepatopulmoner sendrom (HPS) ileri evre karaciger
hastaliginda intrapulmoner vazodilatasyona neden olacak
maddelerin temizlenememesi ve karacigerden salinan vazo-
dilatér maddelerde artisa bagl olarak oksijenizasyonda bo-
zulmaya neden olan pulmoner komplikasyondur. Spesifik ol-
mayan semptomlari olmasi ve baska komorbid hastaliklarin
olmasi hepatopulmoner sendrom tanisinin gézden kagmasi-
na neden olabilir. HPS nin etkili bir medikal tedavisi olmayip
oksijenizasyonu ve sagkalimi arttirmak igin en iyi tedavi
se¢enegikaraciger transplantasyonudur.

44 yasinda daha énce 2 kez kardiyak cerrahi gegirip oksijen
konsanratori ile taburcu edilen belirgin efor dispnesi ve si-
yanozu olan tanisi gecikmis hepatopulmoner sendrom vakasi
sunmayi amagladik.

Resim 1. Kontrast madde ile sag atriyum opasifikasyonundan
4 atim sonra mikrobubblelarin sol bosluklara yogun gegisi
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kadrandahassasiyetiolmasidisinda bir bulgu yoktu. Hastanin
' ' 6zgecmisinde 1 paket/glin sigara kullanimi mevcuttu.

‘ ' Hastanin hikayesinde son 3 ay i¢cerisinde pnédmoni nedeniyle
§ £ hospitalizasyonu mevcuttu. Hastaya istenen kardiyoloji kon-

‘ ‘\g ; o sultayonunda yapilan ekokardiyografik degerlendirmede:

Sol ventrikil fonksiyonlari normal, aort ve mitral kapakta
patolojiizlenmedi. Hastanin sag ventrikill dilate, orta dere-
( cede triklspityetersizligi mevcuttu ve sistolik pulmoner arter
Bl | basinci 75 mm/Hg 6l¢lldld. Sag ventrikil apeksinde sag ven-
7 X \ 4 trikllin yarisidan fazlasini dolduran kitle imaiji izlendi (Sekil
1). Ayrica hastanin parasternal kisa aks goérintilemesinde
ana pulmoner arteri tamamen dolduran kitle veya trombis
imajrizlendi (Sekil 2).

oy
™\

Hastaya yapilan ultrasonografik incelemede sag bdbrek
Resim 2. Sag akciger alt lobmediobazal segmentte pulmoner boyutlari artmis olup sag bébrekte ézellikle orta kesimde to-
arteriovendz fistiiller playici sistem trasesi boyunca yerlesmis, kortikal uzanimlari
olanyaklasik10*7 cm boyutlarinda heterojen hiperekoik solid
lobile kontirlt kitle izlendi. Cekilen dinamik kontrastli bilgi-
sayarl tomografi incelemesinde: sol bébrek normal boyutta
olmakla birlikte Sag bébrekten renal pelvise uzanan solid ki-
tle izlendi. Ayniincelemede kalpte sag ventrikiilde ve pulmo-
ner arterde de dolum defekti saptandi (Sekil 3A-B). Deger-
lendirmelerin ardindan hastaya kardiyovaskdler cerrahi ve
Uroloji ile beraber cerrahi planlandi. Hastaya Groloji tarafin-
dan lenf nodu disseksiyonu ve sag radial nefrektomi yapildi.
Kalp damar cerrahi tarafindan ise sag ventrikil igerisindeki
metastik doku eksziyonu ve pulmoner arterden trombek-
tomi yapildi. Patolojik incelemesinde; seffaf hicreli renal
karsinom ve pulmoner arter kaynakli materyal trombds, sag
ventrikil kaynakli kitle ise metastaz olarak degerlendirildi.

RCC'nin intrakardiyak metastazi olduk¢a nadirdir. intra-
kardiyak metastaz siklikla primer hastaligin ileri evresine
isaret eder. Bu durumda hastalarin tedavisi genelde paly-
atiftir. Cerrahi eksizyon primer timérin total eksizyonu ile
iyi prognaza sahip oldugu durumlarda ve intraventrikdler ve
valvuler obstriksiyona neden olan durumlarda uygulanmak-

Resim 3. Sag akciger ortalob medial ssgmentte pulmoner ar-
teriovenoz fistiiller

PO-034 [CardiacImaging/Echocardiography] tadir. Ozellikle bu hastalarin atipik sikayetlerle gelebilecedi
ve hastalar tani aldiktan sonra nadir de olsa intrakadiyak
metastaz olabilecedi akilda tutulmalidir.

Intrakardiyak metastazile prezente olan
renal hiicreli karsinoma olgusu

Selami Demirelli’, Halime Tanriverdi’, Ramazan Asik?

'Kayseri Egitim ve Arastirma Hastanesi, Kardiyoloji Klinigi, Kayseri
?Kayseri Devlet Hastanesi, Kalp ve Damar Cerrabhisi Klinigi, Kayseri

Kalbin timaorleri arasinda primer timorleri olduk¢a nadird-
ir. Metastatik timérleri de nadir olmakla birlikte primer
timorlerinden daha sik goridlmektedir. Renal timorler tim
kanserlerin %3'Gnli olusturmaktadir. Boébrek timorlerinin
%90'ini renal hiicreli karsinom (RCC) olusturmaktadir. Renal
htcreli karsinomlarin %10 ‘unda renal ven ve inferior vena
kavaya yayilim gdsterirken bunlarinda %1 den daha azi sag
atriuma uzanmaktadir. RCC'nin nadir bir komplikasyonu olan
intrakardiyak metastaz ile prezente olan RCC olgusunu sun-
mak istedik.

44 yasinda erkek hasta nonspesifik dispne ve yan agrisi Sekil 1. Ekokardiyografide apikal 4 boslukta sag ventrikiil
ile hastahaneye basvurdu. Hastanin fizik muayenesinde apeksini dolduran kitle imaij
mezokardiyak odakta 3/ sistolik Gftrim ve batin sag Ust
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Adult Echo
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Sekil 2. Ekokardiyografide pulmoner arterdeki kitle veya
trombiis imaii

Sekil 3. Bilgisayarli tomografi sag ventrikiildeki kontrastlan-
ma ve pulmoner arterde dolum defekti goriiliiyor

PO-035[Cardiacimaging / Echocardiography]

Cardiac causes may be another cause of
dyspneain patients with a mediastinal mass:
Giant mass pressing right atrium!

Omer Ferudun Akkus', Fethi Emre Ustabasioglu?, Servet
Altay’

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

?Department of Radiology, Trakya University Faculty of Medicine,
Edirne

In the case, a 22-year-old young male patient applied to the
pulmonology clinic with complaints of shortness of breath,
weight loss, cough and night sweats that had started for
about 4 months. PET/CT (Positron emission tomography—
computed tomography) taken to investigate the focus of
the patient with a mediastinal mass of unknown primary as
aresult of the examinations, does not show FDG-18 (Fluoro-
deoxyglucose (18F)) involvement outside the thorax and me-
diastinum. A biopsy is performed from the mediastinal mass
for definitive diagnosis. As a result of the biopsy, the patient
is diagnosed with mediastinal germ cell yolk sac tumor. The
patient, who does not have shortness of breath that will re-
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quire hospitalization in the follow-ups andis planned to start
chemotherapy, applies to the emergency service due to in-
creased dyspnea. The patient’'s room air saturation is 92%,
respiratory rate is 27/min, heart rate is 130/min, and blood
pressure is 9060 mmHg. Echocardiography was performed
on the patient, who was started on symptomatic treatment,
had a 4-56 severe murmur in the tricuspid focus in the phys-
ical examination, and suspected cardiac compression on
the computed tomography (Figure 1). Echocardiography re-
vealed an isoechoic mass compressing the right atrium. This
detected mass caused a secondary stenosis of the tricuspid
valve (Figure 2). It was decided to follow up the patient med-
ically, since the present mass was chemosensitive and had a
high surgical mortality risk. It was determined that the medi-
astinal mass regressed in the follow-up of the patient, whose
chemotherapy was started and his complaints decreased.
Cardiac pressure disappeared and a successful response to
chemotherapy was obtained (Figure3). Cardiac causes may
be another cause of dyspnea in patients with a mediastinal
mass. It should be kept in mind that cardiac pressure may
cause sudden increased dyspnea in these patients. We think
thatin cases such as newly developing dyspnea and arrhyth-
mia in these patients, cardiology should be consulted and
echocardiography performed.

Figure 1. Mediastinal tumor compressing heart on the com-
puted tomography. * black star indicates mass. (A) Axial wiev
of chest CT (B) Coronal wiev of chest CT
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Figure 2. Mediastinal tumour pressing theright atriumand caused
secondary stenosis of the tricuspid valve on transthoracic echo-
cardiography (A) Modified apical four- chamber wiev. (B) Color
doppler echocardiography. (C) Parasternal short axis aortic wiev
(D) Continuous wave doppler echocardiography
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Figure 3. Cardiac pressure disappeared after treatment on
transthoracic echocardiography. (A) apical four- chamber
wiev. (B) Parasternal short axis aortic wiev

PO-036 [Cardiacimaging / Echocardiography]

RVOT Mural and Tricuspid Valve Endocarditis
Yigit Davutoglu, Girsel Sen, Harun Akarsu

Department of Cardiology, Pamukkale University Faculty of
Medicine, Denizli

Mural endocarditis along with valvular endocarditis is a
very rare condition. In our case, we presented a 35-year-
old male patient with a history iv drug use who had bloody
sputum, fever. Echocardiography has an important role in
the diagnosis of Infective Endocarditis (IE), and we found
endocarditis in the valve and right ventricular free wall in
our case. Methicillin-susceptible Staphylococcus aureus
(MSSA), which is the most common cause of right-sided
endocarditis, was grown in blood cultures taken. Right-sid-
ed endocarditis is rare among all endocarditis, and mural
endocarditis is even rarer among it. In this case, we talked
about the diagnosis, complications and treatment of this
rare patient.

Introduction

Despite the availability of powerful antibiotics and ad-
vanced microbial culture and imaging techniques, infec-
tive en docarditis (IE) carries a high morbidity and mor-
tality with ris ing prevalence, especially those who use
intravenous drugs (IVDU) [1] Well recognized among re-
ports of IVDU-IE is the right-sided predominance of af-
fected valves. RSIE accounts for approximately 10% of the
total IE cases [2] The distribution of the valves involved in
RSIE is estimated to be as follows: tricuspid valve (90%),
pulmonary valve (5%), and Eustachian valve (3%).[3] Con-
comitant LSIE and RSIE are not uncommon and account for
approximately 13% of total IE cases.[4] Moreover, involve-
ment of the interventricular septum and right ventricular
free wall has also been reported.[5] Among them, the last
mentioned is mural endocarditis, and the right-sided ones
were observed in 15 cases in the literature review. In ad-
dition, the addition of valvular endocarditis is a very rare
combination. In this case, we present the mural endocar-
ditisin the right ventricular outflow tract and endocarditis
involving the tricuspid valve.
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Case

A 35-year-old male patient with a history of previous hospital-
ization due to IV drug use, who has been using IV drugs almost
every day for the last 4 months, applied to the emergency de-
partment of another center 2 days ago with complaints of fe-
ver, cough, bloody sputum, shortness of breath and muscle pain.
Later, the patient was referred to us for further examination
and treatment. On physical examination, he had a fever of 37.4,
tachypnea (38 breaths/min) and tachycardia (131 beats/min)
and other vital signs were normal. On examination in the emer-
gency room, diffuse rales were heard in the lung sounds, but
no heart murmur was heard. In laboratory analysis, eleveated
inflammatory markers (sedimentation 30 mm/h, crp: 177 mg/|,
procalcitonin 25.3ng/ml), d dimer 4772 ng/ml, bistopenia (hb 8.8
g/dl, plt 48 k/ul) ) had neutrophilia, hypoalbuminemia (15.19 g/dl)
and microscopic hematuria. Electrocardiogram showed sinus
tachycardia. Chest computer tomography showed bilateral
pleural effusion, multiple cavitating nodules in both lungs, and
multifocal consolidation areain the middle lobe and lower lobe
basal segments of both lungs.

Adult Echo
X7-2t
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Figure 3. Large tricuspid vegetation of the transesophageal
echocardiography

PO-037 [Kardiyovaskiiler Hemsirelik / Teknisyenlik]

Transhepatik pacemakerimplantasyonu.
Tim yollar Roma'ya ¢ikar mi?

Filiz Aylang, Hande Cetin, Ozcan Ozeke, Serkan Cay, Ahmet
Korkmaz, Firat Ozcan, Serkan Topaloglu

Ankara Bilkent Sehir Hastanesi, Ankara

Giris: Son dénemde artan intrakardiyak cihaz implantasyon-
lari beraberinde cihaz enfeksiyon vakalarinda da artis ge-
tirdi. Ozellikle uzun dénem pacemaker bulunan hastalarda
tekrarlayan islemler enfeksiyon riskini daha da arttirmak-
tadir. Bu hastalarda 6nemli bir sorun yeni pacemakerin hangi
yolla yerlestirilecegidir. Bu olgumuzda 50 yasinda, konjenital
kalp blogu nedeniyle pacemaker ihtiyaci bulunan ve tekrar-
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layan cihaz enfeksiyonuile takipli hastada transhepatik yolla
pacemaker implantasyonu olgusunu tartismayi amagladik.

Olgu: 50 yasinda erkek hasta, konjenital AV blok ile takipli
ve bu nedenle 23 yil 6nce DDDR pacemaker implante edilm-
istir. Hasta Kasim 2021'deki basvurusunda lead disfonksiyonu
tanisi ile yatirildi ve lead ekstraksiyonu yapildi. Cerrahi yolla
epikardiyal ventrikiler lead konuldu. Takibinde pacemak-
er cebinde akinti gérilen hasta tekrar enfeksiyon nedeni ile
yatirildi ve antibiyotik terapi sonrasinda tekrar implantasyon
planlandi. Diger vendz yollar dederlendirildi ve konseyce tran-
shepatik yolla pacemaker implantasyonu uygulanmasi karari
alindi. Ultrasonografi rehberliginde 5-French kilif (12 cm uzu-
nlugunda) orta hepatik venden yerlestirildi. Orta hepatik veni
dogrulamak i¢in venografi yapildi. Transhepatik yolla dnce-
likle sag atrial lead yerlestirildi. Hastanin uzun dénemde pil
bagimliligr géz éniine alinarak sol dal pacing denendi fakat
uygun yerlesim saglanamadi, bunun Gzerine hastanin koroner
sinlis dalina sol ventrikiller lead konuldu. Pacemaker jener-
atérl sag 11. ve 12. kaburgalarin ylzeyine deri alti yag ve kas
fasyasi arasina yerlestirildi. Lead esigi 0,4 V pulse width 0,5
ms idi, R dalgasi genligi > 12 mV idi ve empedans 740Q) olarak
lctldi. islem sonrasinda karacigerde laserasyon gériilmedi.
islem prosediri ve kontrolleri Sekil 1" de gdsterilmistir.

Sonug: intrakardiyak cihaz enfeksiyonlari giderek artmakta ve
bu hastalarin yonetimi de hayati 6nem arz etmektedir. Tekrar-
layan cihaz enfeksiyonlarinin yanisira, superior vena cava izerin-
den erisimin saglanamadigi konjenital kalp hastalari veya vendz
darlik bulunan hastalarda transhepatik yolla intrakardiyak cihaz
implantasyonu akilda tutulmasi gereken bir segenek olabilir.

Sekil 1.

PO-038 [Kardiyovaskiiler Hemsirelik / Teknisyenlik]

Senkronize Kardiyoversiyonile Ventrikiler
Fibrilasyona Dejenere Olan Atriyal
Fibrilasyon

Sima Annag, Hatice Avsar, Yusuf Uzkar, Anil Kémirctoglu,
Zulfaye &z, Mehmet Kaplan, Hakan Duman, Gékhan

Altunbas, Berna Kagar, Zehra Kinaci, Melike Ozdinc, Anil
Osman Korkusuz

Kardiyoloji Anabilim Dali, Gaziantep Universitesi Tip Fakiiltesi,
Gaziantep
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Atriyal fibrilasyon (AF) genel popllasyonun %1-2'sinde
gorilen, en yaygin rastlanan sirekli kardiyak aritmidir.
Alti milyondan fazla Avrupall bu aritmiden sikayetg¢idir ve
hastaligin prevalansinin popilasyonun yaslanmasi ile ge-
lecek 50 yilda en az iki katina ¢ikmasi beklenmektedir.

AF 6lim, inme ve diger tromboembolik olaylarin oranlarinda
artis, kalp yetersizligi ve hastaneye yatislar, bozulmus yasam
kalitesi, azalmis egzersiz kapasitesi ve sol ventrikil (LV) islev
bozuklugu ile iliskilendirilmektedir.

AF'ye bagl komorbiditeler nedeniyle 6lim riski 1.5 ila 3.5 kat
artar.

Akut ritim kontrolli, hemodinamik olarak stabil olmayan
bir AF hastasinda acil mekanik kardiyoversiyon olarak
gergeklestirilebilir. Senkronize dogru akim elektriksel kardi-
yoversiyon, farmakolojik kardiyoversiyondan daha etkili old-
ugundan tercih edilen segenektir.

Genel hemodinamiyi bozan aritmilerde elektriksel kardiy-
oversiyon yogunbakimlarda elektif islem olarak planlanip
yapilmaktadir.

Daha dnce ¢arpinti sikayeti i¢in elektrofizyolojik ablasyon
islemi de yapilan 68 yas erkek hasta; DM,HTmevcut,2018
den bu yana KML+,5-6 yil 6nce KAG, ayni seansta ablasyon,l
hafta sonra 140 nabiz ile tekrarlayan ventrikiler tasikardisi
ve kirilamayan kalp hiziigin(resim 1)elektriksel kardiyoversi-
yon yapilmis, hasta Vf ye girmis sonrasinda acil sok ile ritmi
dondurdlmds, hizi gerilemis ve medikal tedavi diizenlenmis;
Cordorone 200mg tb 2*1,Candexil 8 mg Ator 10mg1*1, Darob
80mg1*1, Plaviks tb1*1

Ancak; tekrarlayan ¢arpinti ve bulanti i¢in Acil Servise bas-
vuran hasta Koroner Yogun Bakim Klinigimize interne edilip,
tedavisi diizenlenmis ve elektriksel kardiyoversiyon planlan-
mistir. Kisa etkili sedasyon yapilarak defibrilitér cihaziile 170
J enerji ile antero —lateral pozisyonda DC kardiyoversiyon
yapildi. Ancak ilk sok verme isleminde hemen sonra hasta
Ventrikiler Fibrilasyona girdi. (Resim?2)

Acil olarak hastaya tekrar sok islemi uygulandi. Hasta yavas
AF ritmiile dondu. Tedavisidizenlenen hasta sifayen taburcu
edildi. (Resim 3)

Bircogu benign ve kendi kendini sinirlayan karakterde ol-
makla beraber, kardiyoversiyon sonrasi atriyal ve ventrikiler
aritmiler gozlenebilir. Bradikardi nadirdir ancak &zellikle an-
tiaritmik ila¢ kullanilan hastalarda gelisebilir ve pacemak-
er ihtiyaci olabilir. Ozellikle elektrolit bozuklugu hastalar ile
digitalintoksikasyonu olan hastalarda kardiyoversiyonun he-
men sonrasi 'R on T" fenomenine baglh ventrikiler fibrilas-
yon gelisebilecegi literatiirde bildirilmistir. Bizim vakamizda
da bu iki tablonun olmamasi daha énceden de kardiyoversi-
yon sonrasi ventrikiler fibrilasyona girme 6yklsi vakamizi
ayri kilmakla beraber; VF sebebinin 'R on T'' hassas dénemi
ile iliskili oldugunu distnlp; bu vakanin literatlrde yerini al-
masi gerektigini disinmekteyiz.
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PO-039 [Konjenital Kalp Hastaliklari]

Patent Foramen Ovale Perkitan Kapatilmasi
Sirasinda Gelisen Bir Komplikasyon ve
Basarili Yonetimi

Yakup Yalcin, Serkan Unld, Emrullah Kiziltung, Salih Topal,
Mustafa Candemir, Muhammet Kiclikbardasli, Abdullah
Akbulut, Adnan Abaci

Kardiyoloji Anabilim Dali, Gazi Universitesi Tip Fakiiltesi, Ankara
Girig

Patent foramen ovale (PFO), yetiskin poptlasyonun %20
-30'unu etkileyen yaygin bir anormalliktir. Cogu insan igin
asemptomatik olsa da, bazi kisilerde PFO genis bir sekilde
acilarak paradoksal emboli ile iliskili olabilir. Kriptojenik in-
meli (Ki) hastalarda PFO'nun perkiitan yolla kapatiimasi, bu
amag igin Uretilen kapama cihazlariyla uygulanmaktadir.
Bu olgu sunumunda perkitan yolla PFO kapama isleminde

kapama cihazinin serbestlestiriimesi sirasinda gergeklesen
bir komplikasyondan bahsedecegiz.

Olgu Sunumu

53 yasinda erkek hasta konusma bozuklugu ve ylizde kay-
ma sikayeti ile basvurdu. Ozge¢misinde herhangi kardiyo-
vaskdler risk faktérid ve ilag kullanimi bulunmamaktadir. Be-
yin manyetik rezonans gériintilemede sag temporal lobda
milimetrik enfark saptanmistir. Hastanin sikayetleri 24 saat
icerisinde tamamen dizelmistir. SVO ileri tetkikleri sonucun-
da Ki tanisi konulan hastanin transtorasik ekokardiyograf-
isinde interatriyal septumun (IAS) anevrizmatik saptanmasi
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lzerine transézefageal ekokardiyografi (TEE) yapildi (Res-
im 1-3). TEE'de |AS'de sagdan sola ciddi ge¢is gésteren PFO
saptandi (Resim 4-5). Parodoksik emboli risk skoru (RoPE)
6 olarak hesaplandi ve PFO kapama karari verildi (Tablo 1).
Hasta uygun sedasyon ve heparinizasyon altinda, kapama
cihazi sag perkitan girisimle inferior vena kava (VCI) yoluy-
la sag atriyumdan PFO aracihdiyla sol atriyuma gegilerek
yerlestirildi. TEE ve floroskopik kontroller yapilarak uygun
pozisyon saglandiktan sonra cihaz serbestlestirilmesi plan-
landi. Ancak kapama cihazi yerlestirilirken sag VCl'a geri
distl ve tasiyici sistemden ayrilarak sag pulmoner (PA) ar-
tere gitti. Cesitli denemeler sonunda cihaz Pigtail katater ile
gecildi ve geri ¢ekilerek cihazin hub kismi snailin tutabilecedi
pozisyona getirildi. 15 mm snail ile cihaz yakalanarak femoral
vene yerlestirilen 14F kilif icerisinden basarili sekilde ¢ikarildi.
Cihaz distlikten sonra IAS lzerinde atriyal septal defekt
izlendi ve kapama cihazi ile basarili sekilde kapatildi (Resim
6-10).

Tartisma

Ki'de kardiyak embolinin en sik nedenlerinden biri, vendz
kaynaktan PFO yoluyla olabilen paradoksal embolidir. Yakin
zamanda yapilan randomize kontrollii ¢calismalar, Ki hasta-
larinda PFO kapatilmasinin, daha distk tekrarlayan inme
oranlari ile iliskili oldugunu gdstermistir. Daha 6nce PFO
ile iliskili inme geg¢irmis 18 ile 60 yas arasindaki hastalardq,
SCAI kilavuz paneli tek basina antitrombosit tedavi yerine
PFO'nun kapatilmasini 6nermektedir.

Perkitan PFO kapamanin, nadirde olsa prosediirel ve ci-
hazla ilgili komplikasyonlarla sahip oldugu, ayrica oral an-
ti-pihtilastirici tedavilerin dnemli kanama olaylariyla iliskili
oldugu unutulmamalidir.

13.736 implant Gzerinde yapilan bir anket ¢alismasi, bir PFO
kapatma prosediriinden sonra sadece %0,2 oraninda cerra-
hiye ihtiya¢ oldugunu ortaya koymustur.

Sonug

Herhangi bir klinik senaryo i¢in PFO kapatma karari, en
6nemlisi hastayi ve bir nérolodu icermesi gereken, ¢ok di-
siplinli ve son derece kisisellestirilmis olmahdir.

Resim 1. TEE'de IAS'de PFO gériiniimii

s S104

Resim 4. TEE baloncuk ¢alismasinda anevrizmatik IAS ve
sagdan sola ciddi gecisin gosterilmesi
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Resim 6. PFO araciligiya sol atriyuma gecildikten sonra gegil-
dikten sonra kapama cihazi yerlestirilmesi
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Tablo 1.

Hipertansiyon oykisi yoklugu Tpuan

Diyabet Mellitus 6ykisi yoklugu Tpuan
inme/GIA &ykisii yoklugu 1puan

Sigara kullanimi yoklugu Tpuan
Goriuntllemede kortikal enfarkt varhgi Tpuan

Yas 18-29 yas 5 puan

30-39 yas 4 puan
40-49 yas 3 puan
50-59 yas 2 puan
60-69 yas 1puan
>70 yas O puan
Maksimum puan 10'dur. Hastada hesaplanan puan 6'dir. Bunun anlami

inmenin PFO'ya bagli olma olasiligi %62 ve 2 yilhik inme/GIA riski %8'dir.
*GlA: Gegiciiskemik atak

PO-040 [Congenital Heart Diseases]

Allin one: a case presenting with coronary
arteries all originating from the right
coronary sinus, bicuspid aorta, coronary
artery aneurysm, aortic aneurysm, and
coronary slow flow phenomenon

Fuat Polat, Zeynettin Kaya, Mehmet Dogru, ismail Ates
Clinic of Cardiology, Sisli Kolan International Hospital, istanbul

Background: The prevalence of coronary artery anomalies
(CAA) in patients undergoing coronary angiography is in the
range of 1-5%. CAA are examined under two main headings
as isolated (without congenital heart disease) and non-iso-
lated (with congenital or acquired heartdisease). Inthe study
of Tuzcu et al., 101 of 1000 CAA patients had accompanying
congenital anomalies: mitral valve prolapse in 29, bicuspid
aortic valve in 18, tetralogy of Fallot in 16, corrected trans-
position in 11, univentricular heartin 10, aortic coarctation in
6, ventricular septal defectin 3. In cases where the left main
coronary artery or isolated Left anterior descending(LAD)/
Circumflex(Cx) artery originates from the right coronary os-
tium, if there is an interatrial course, myocardial perfusion
may be impaired, especially after exercise, as the coronary
arteries may be compressed.

Case: A 59-year-old male patient with a diagnosis of hyper-
tension and diabetes applied to the emergency unit with
complaints of chest pain and numbness in the left arm for
2 days. The patient was admitted to the coronary care unit
with the diagnosis of unstable angina pectoris. There was no
ischemic finding in the electrocardiography of the patient,
who also had a family history of extensive cardiovascular
disease. Echocardiography revealed bicuspid aorta and aor-
tic aneurysm. Coronary artery was not observed in the left
coronary sinus in coronary angiography. All coronary arter-

s 5106

ies were observed to originate from the right coronary sinus.
Right coronary artery was dominant and aneurysmatic, slow
flow phenomenon was present. Coronary Computed tomog-
raphy angiography was performed on the patientin terms of
risky coronary artery course. LAD coronary artery with aret-
roaortic course was observed. The patient’'s medical treat-
ment was arranged and a follow-up decision was made.

Discussion: Although rare in the general population, coro-
nary artery anomalies are the second most common cause
of sudden cardiac death (SCD) among young athletes. CAA
may indicate high-risk anatomy for hemodynamic or myo-
cardial perfusion abnormalities or accelerated atheroscle-
rosis. CAA most likely to cause myocardial infarction, isch-
emia or ventricular tachycardia: Abnormal exit of the left
coronary artery from the pulmonary artery, large coronary
arteriovenous fistulas, and coronary artery in the aorta-pul-
monary space. In the presence of cardiovascular anomalies
accompanying CAA, serious complications may develop in
the presence of alow-risk coronary course. In our case, even
without severe coronary artery stenosis, ischemic symp-
toms were observed due to coronary aneurysm, coronary
slow flow, and aortic dilatation. Ischemic findings may occur
when aneurysmatic aorta compresses the retroaortic left
anterior descending coronary artery during exertion.

Figure 1. Coronary arteries could not be visualized in the left
coronary sinus
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Figure 2. All three coronary arteries arise from the right cor-
onary sinus
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Figure 3. Circumflex coronary artery progresses with a
prepulmonic course
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Figure 4. The left ant
gresses with aretroaortic course

r descending coronary artery pro-

PO-041[Congenital Heart Diseases]

Management of decompensation due to
atrial fibrillation and premature delivery
in pregnant woman with pulmonary
hypertension secondary to univentricular
heart

Emrah Erdogan, Medeni Karaduman, Muhammed Ensar
Aslan, Yiksel Kaya

Department of Cardiology, Yizincd Yil University, Faculty of
Medicine, Van

Introduction: Univentricular heart (UVH) is a rare condition
accounting for 3.2% of congenital cardiac abnormalities.
Half of these patients are women, pregnancy and childbirth
are very rare. If these patients become pregnant, maternal
and fetal mortality and morbidity rates are higher thanin the
normal population.

In this case, we describe how the process was managed in
our patient who had an uncorrected univentricular heart
(U-UVH) and delivered successfully.

Case

The history of a 22-year-old female patient, whom we start-
ed to follow when she was 24 weeks pregnant, begins with
the incidental finding of UVH 9 months ago. (Fig. 1) The pa-
tient, who was diagnosed with pulmonary hypertension by
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right heart catheterization, was treated with macitentan,
spirinalactone, and furosemide. When it was learned that
she was 14 weeks pregnant, macitentan and spirinolac-
tone were stopped and sildenafil, frusemide and metoprolol
were started. Obstetrics and gynecology were also followed
closely. The patient was hospitalized with a prediagnosis of
atrial atrial fibrillation (AF) with rapid ventricular response
after she presented with palpitations and dyspnea at the
32nd week of pregnancy. The patient had decompensation
due to AF. BNP, liver and kidney function tests were elevated.
The patient, whose blood pressure was 102/70 mmHg and
O2 saturation was 80%, had rales in the lung bases. The pa-
tient was started on sildenafil, ilioprost, furasemid infusion,
amiodoron loading and maintenance doses, diltiazem and
enoxaparin treatments. Betamethasone was started upon
his recommendation for gynecological diseases. After the
rate control of the patient was ensured, the patient was ur-
gently taken to cesarean section under epidural anesthesia.
A baby weighing 1670 g with an Apgar score of 7 was deliv-
ered. The patient, who was followed closely for 15 days, was
discharged after his laboratory and clinical improvement.

Discussion

Unlike biventricular circulation; When there is an increase
in volume in UVH, the increase in cardiac output is relatively
less. Therefore, the required increase in flow is not sufficient
in UVH pregnancies, leading to material and fetal cardiac
complications. While miscarriages and premature births
were observed in fetuses, premature birth occurred in our
case.

Although maternal death is low in these pregnant wom-
en, especially; heart failure, arrhythmias, embolisms can be
seen. In our case, cardiac decompensation developed due to
AF.

In conclusion, pregnancy is possible in patients with UVH,
but it is highly associated with complications. In order for
the process to be good for both the mother and the fetus, a
multidisciplinary approach of a team consisting of cardiolo-
gy, obstetrics, anesthesia and newborn specialistsis required
in the pregnancy, birth and postpartum period. This caseis a
good example of successful delivery as aresult of aclose and
multidisciplinary approach despite the development of car-
diac decompensation.

Keywords: atrial fibrillation, pregnancy, pulmonary hyper-
tension, univentricle
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Figure 1. Echocardiographicimages. A) Parasternal short axis
view, yellow arrow shows mitral valve, red arrow shows ven-
triculoseptal defect. B) A double inlet left ventricular defect
is seen in the apical four-chamber view, the right and left
atria open directly into the left ventricle. Right atrium blue
arrow, left atrium red arrow, and left ventricle yellow arrow
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Figure 2. A) first electrocardlogram when admitted to hos-
pital emergency, atrial fibrillation with rapid ventricular re-
sponse, B) postpartum electrocardiogram sinus rhythm with
medical cardioversion therapy




PO-042[Congenital Heart Diseases)

Anuncorrected tetralogy of Fallot with a
history of four consecutive pregnancies
presenting with cardiac tamponade

Cemalettin Akman', Sinem Aydin?, Gamze Babir Giler’, Enes
Arslan', Ahmet Guner’

'Department of Cardiology, [stanbul Mehmet Akif Ersoy Education
and Research Hospital istanbul

2Department of Radiology, istanbul Mehmet Akif Ersoy Education
and Research Hospital stanbul

A-72 year old male patient was admitted to our emergen-
cy department increasing dyspnea and palpitations lasting
pasttwo weeks. Targeted medical history was unremarkable
and she had a history of four live births and all of them took
place in the village without medical supervision. Physical
examination revealed signs and symptoms of hypotension,
slightly cyanosis, clubbing, and a systolic murmur along the
left sternal border, and pretibial edema. An electrocardiog-
raphy indicated atrial flutter with a heart rate of 75 (Figure
1A). Chest X-ray showed increased cardiac silhouette as-
sumed a rounded, flask-like appearance (Figure 1B). Bedside
transthoracic echocardiography (TTE) demonstrated alarge
amount of pericardial fluid in the apical wall (depth 5.3 cm)
and right atrium (depth 2.4 cm), an early diastolic collaps of
the right ventricle (RV), and exaggerated respiratory varia-
tion in LV and RV size during inspiration. Thoracic computed
tomography was performed in the patient to exclude ma-
lignant lung pathologies. It also confirmed a large pericar-
dial effusion (Figure 1C, D, 2A), and then pericardiocentesis
was successfully performed. Detailed TTE evaluation was
carried out in the patient whose hemodynamic status was
stable and revealed typical signs of tetralogy of Fallot (TOF)
including ventricular septal defect (VSD), pulmonary valve
stenosis, aorta overriding the VSD, and RV hypertrophy (Fig-
ure 2B-D). Right heart catheterization was planned but the
patient refused. The patient was discharged uneventfully
and did well.

In this case, we present the oldest patient with uncorrected
TOF in our country and also the patient who had the highest
number of live births in the world.
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Figure 1. Electrocardiography shows atrial flutter with a
heart rate of 75 (A). A chest X-ray shows an increased car-
diac silhouette assumed a rounded, flask-like appearance
(B). Axial reformatted computed tomography angiography
image shows classical findings of tetralogy of Fallot, over-
riding aorta (arrows) and perimembranous ventricular septal
defect (arrowhead), alarge pericardial effusion (asterisk)(C).
Coronal reformatted computed tomography angiography
demonstrates subpulmonic stenosis (arrows) and right ven-
tricular hypertrophy (arrowheads) (D). Ao: Aort; IVS: Inter-
ventricular septum; MPA: Mean pulmonary artery; RV: Right
ventricle

Figure 2. Horizantal axis computed tomography image shows
alarge pericardial effusion (A).Transthoracic echocardiogra-
phy (TTE) parasternal long-axis view indicates a ventricular
septal defect, overriding aorta, and right ventricular hyper-
trophy (B). TTE apical four-chamber view demonstrates bi-
atrial dilatation and right ventricular hypertrophy (C). TTE
image in the parasternal short-axis view demonstrates that
the pressure gradient across the pulmonic valve reached 106
mm Hg (peak) (D). Ao: Aort; IVS: Interventricular septum; LV:
Left ventricle; LA: Left atrium; RV: Right ventricle; RA: Right
atrium; VSD: Ventricular septal defect
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PO-043 [Congenital Heart Diseases]

Patent duktus arteriosus ile karisan malign
sag koroner arter anomalisi

Girsel Sen, Isik Tekin, Yigit Davutoglu, Harun Akarsu

Pamukkale Universitesi, Tip Fakiiltesi, Kardiyoloji Anabilim dali,
Denizli

Olgu: 21 yasinda erkek hasta, 2-3 haftadir olan batici vasifta
g6glis agrisiile merkezimize basvurdu. Ozge¢misinde ek 6zel-
lik bulunmuyordu. Fizik muayenesinde ek patoloji saptan-
madi. EKG'sisinls ritmindeydi ve iskemik bulgu yoktu. Yapilan
ekokardiyografide parasternal kisa aks penceresinde aort-
tan pulmoner trunkusa dogru patent duktus arteriosus ola-
bilecegini distindigimuz bir akim izlendi (resim 1,2). Tanimizi
dogrulamak Gzere ¢ekilen kardiyak BT'de sag koroner arter-
in sol koroner sinlsten ¢iktigr ve ¢ikim dizeyinde agilanma
yaparak %50 dolaylarinda darhk olusturdugu goérildid. Sag
koroner arterin ¢ikan aort ve pulmoner trunkus arasinda sey-
rettigi ve malign koroner arter anomalisi ile uyumlu oldugu
izlendi (resim 3,4). Koroner ¢ikis anomalisi ve darlik nedeniyle
iskemi arastiriimak Gzere miyokardiyal perfiizyon sintigrafisi
istendi ve sol ventrikil anterior duvarda %2 diizeyinde stiph-
eli iskemi saptanmasi Gzerine medikal takip karari ile hasta
izleme alindi.

Tartisma: Konjenital koroner arter anomalileri olduk¢a na-
dirdir ve genellikle tesadiifi sekilde bulunur. Sag koroner ar-
terin ¢ikis anomalileri bu tir konjenital anomalilerin nadir bir

I Wy
tlrd olup sikligi %0.03- 0.017 arasinda seyretmektedir. Sinls ' ' ' '
valsalvadan ¢ikis gésteren RCA anomalileri olgumuzda old-

udu gibiinterarteriyal, retroarteriyal veya prepulmoner seyir
gosterebili. RCA'nin pulmoner arter ve ¢ikan aorta arasin-
da seyretmesi malign seyir olarak adlandirilir. Bu anomalinin
aterosklerozdan bagimsiz olarak gégts agdrisi, miyokard in-
farktisil ve olgumuzdaki gibi ani agcilanma gibi ek 6zellikler
tasimasi halinde ani kardiyak 6lime yol agcabilecedibelirtilm-
istir. Buolgularin tedavisinde ise net bir gérus birligi yer alma-
maktadir. Olgumuzda oldugu gibi hafif diizeyde iskemi olus-
turan durumlarda beta bloker tedavisi tercih edilebilecegi,
semptomlarin ve iskeminin belirgin oldugu vakalarda ise
koroner arter bypass greft cerrahisi uygun tedavi segcenedi

olabilecegi belirtilmistir.
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Resim 2. Transtorasik ekokardiyografi pulse wave

Sonug¢: Olgumuzda TTE sonrasi 6n tanimiz PDA'ydi fakat to-
mografi sonrasinda koroner ¢ikis anomalisi oldugunu gérdik
ve TTE'deki PDA benzeri akimin RCA'nin sol koroner sinlsten
¢ikmasi sebebiyle olustugunu saptadik. Sonrasinda miy-
okardiyal perflizyon sintigrafisinde belirgin iskemi saptan-
mamasi nedeniyle medikal tedaviile takip karari aldik.

Resim 3. Kurdlyuk BT
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PO-044 [Coronary Artery Disease / Acute Coronary Syn-
drome]

ewe

Antirombin lll eksikliginde revaskiilarizasyon
stratejisi

Samatar Mohamed Adan, Cetin Alak, Amer Uluuysal,
Orkhan Yunisli, Alparslan Birdane

Uludag Universitesi, Tip Fakdltesi, Kardiyoloji Anabilim dali, Bursa

Olgu:52 yasinda erkek hasta gégus agrisi sikayeti olmasi tize-
rine koroner anjiografi(KAG) ile degerlendirildi. LMCA nor-
mal gorilirken, LAD ostialde %90, mid %70, distalde %70,
D1 ostialde %80, Cx proksimalde %80, RCA proksimalde %70
mid, %95 darliklar saptandi. Anjinal yakinmalari devam et-
mesi ve multiple lezyonlari olmasi nedeniyle koroner arter
by-pass (KABG) karari verildi.

Hasta 2013'ten beri Antitrombin Il eksikligi ile warfarin te-
davisi altinda takip edilmekteydi. Mezenter iskemi, portal
ven trombozu, iskemik serebrovaskiiler olay(SVO) dykiist de
olan hastada operasyon sirasinda Antitrombin Il konsantresi
ihtiyaci olmasi 'de bu ilacin bulunamamasi, warfarinin kesil-
ip yerine heparin verilmesinin mimkin olmamasi nedeniyle
koroner by-pass yerine warfarin altinda perkitan koroner
girisimle(PCl) revaskdlarizasyon yapilmasina karar verildi.
Kanamanin azaltilmasi i¢in bilateral radyal girisim denendi
fakat ikisinde de vazospazm gelismesi Gizerine femoral yol
kullanildi. INR(International Normalized Ratio) degeri 2.6
iken islem yapildi. RCA ve Cx'e basarili sekilde stent implan-
te edilerek LAD D1 bifurkasyon lezyonunun bir sonraki sean-
sta yapilmasina karar verildi. Girisim yeri kanama ihtimaline
karsi angioseal ile kapatildi. islem sonrasi herhangi bir komp-
likasyon gérilmedi.

Tartisma: Antitrombin 1ll eksikligi, otozomal dominant
kalhtimiolan, 20'li yaslarda ortaya ¢ikan, siklikla ven6z trom-
boemboliye yol a¢an ve d6mir boyu oral antikoagulan tedavi
gerektiren bir bozukluktur. Antitrombin Il eksikligi heparine
direng ile sonuclanmakta ve heparin kullanilan KABG ve PCi
islemlerinde heparinin etkisiz olacagi akilda tutulmalidir.
Bundan dolayr KAG, KABG gibi islemlerde islem dncesinde
stratejinin ayrintili belirlenmesi gerekmektedir. KABG oper-
asyonunun farkh ¢alismalarda da belirtildigi gibi, 6ncesinde
Antitrombin Il konsantresi ve heparin birlikte verilerek An-
titrombin Ill aktivitesi %80-120 arasinda tutulacak sekide
planlanmasi ve heparin sonrasinda ACT(activated clotting
time)'nin >400 Uzerinde olacak sekilde tutulmasi énerilme-
ktedir. 2009'da yapilmis Strategy for Cardiovasculer Sur-
gery in Patients with Antitrombin Il Deficiency ¢alismasinda
KABG yapilan hastalarda bu strateji benzer sekilde uygulan-
mis ve operasyonlar komplikasyonsuz sonug¢lanmistir. KABG
ileilgili strateji mevcutiken PCl'in nasil yapilacagi konusunda
heniz bir fikir birligi yoktur. Biz strateji olarak islemi warfarin
altinda ve radyal yoldan yapmayi planlandik. Fakat bilateral
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radyal vazospazm olmasinedeniile islemin femoral yapilmasi
planlandi. Femoral girisim sonrasi kanama komplikasyon-
lari goéz 6niinde bulundurularak angioseal cihazi ile kapat-
ma islemi uyguladik. KABG yapilamayan bu hastalarda PCi
stratejisi warfarin altinda, éncelikle radyal girisim yolu tercih
edilerek planlanabilir. Eger radyal yol ile islem yapilamiyorsa
femoral yoldan yapilan islemlerde kasik kapatma cihazlari
kullanilmasi iyi bir alternatif olabilmektedir.

Resim 1. RCA

Resim 2. RCA'nin PCl sonrasi gériintiisii
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Resim 4. Cx'in PCl sonrasi gérintiisii

PO-045 [Coronary Artery Disease / Acute Coronary Syn-
drome]

Kounis syndrome with pericarditis
epistenocardica

ibrahim Etem Dural, Mehmet Hakan Uzun, O©mer Faruk
Yilmaz

Department of Cardiology, Afyonkarahisar University of Health
Sciences, Afyonkarahisar

A19-year-old female patient who was a beekeeper developed
urticaria, chest pain, vomiting, palpitations and cold sweats
approximately 20 minutes after the bee sting. On presenta-

e 5112

tion, the patient was drowsy with cold extremities, was hypo-
tensive with a blood pressure of 80/35 mmHg, with heart rate
120 bpm, respiratory rate 25/min and O2 saturation was 94%.
She received anaphylactic shock diagnosis and was immedi-
ately treated with 2 doses of 0.5 mg adrenaline I.M, 3000 cc's
of LV. fluids, |.V. anti-histaminic and corticosteroids. After clin-
ical stabilisation, control ECG showed sinus rythm with 2 mm
ST depressions in precordial and extremity leads, accompa-
nied with 1.5 mm ST elevation in aVR lead. Laboratory results
showed elevated levels of hs-Troponin T and CK-MB. The pa-
tient was consulted with Cardiology department and admit-
ted to Cardiology Intensive Care Unit (CICU) with the diag-
nosis of Kounis Syndrome. At the admittance in the CICU, the
patient had minor nausea and mild stabbing-like chest pain,
and the vital signs were within normal range. Control ECG was
obtained and showed sinus rythm with almost complete nor-
malisation of ST segments. Bedside echocardiography showed
LVEF %65 with no systolic disfunction, mild mitral valve pro-
lapse with mild mitral regurgitation, and normal pericardial
structure without pericardial effusion. Control blood samples
were obtained and results showed hs-Troponin T - 0,198 ng/mL
(upper limit 0,014 ng/mL), CK-MB 5,27 ng/mL (upper limit 4,88
ng/mL) and leucocytosis with total WBC of 21,16 x 10*3/uL and
other laboratory results were within normal ranges. Blood lev-
els of histamine, tryptase, chymase and IgE weren't in labora-
tory workup due to absence of test kits. Supportive treatment
was started with anti-histaminic drugs for late-phase ana-
phylaxis and IV. hydration. Due to increased hs-Troponin T and
CK-MB levels, coronary CT. angiography was performed. CT.
angiography results showed normal coronary, cardiac and aor-
tic anatomy, with no coronary obstructions. After follow-up in
CICU, patient was transferred to service on the third day. One
day later, the patient developed a new onset chest pain char-
acterised as stabbing-like, increasing with leaning forward.
Control ECG showed PR segment depressions and concave ST
elevations in precordial leads. Physical examination was nor-
mal with absence of frotman, and control echocardiography
imaging was ordered, showing normal pericardial structure
with no other abnormalities. The patient was diagnosed with
Pericarditis epistenocardica. Follow-up therapy was modified
due to new findings, and the patient’s pain resolved within 2
days. During follow-up, physical examinations and control lab-
oratory samples showed no deterioration with no additional
symptoms, ECG showed resolved ST segment changes and the
patient was discharged with treatment for pericarditis and
was referred to Immunology subspecialist.

EKG

[10 ma/mV 25 mm/sn  Filtro: H50 d 35 ¢

Figure 1. Electrocardiogram at first medical contact (ST seg-
ment depression)
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Figure 2. Electrocardiogram compatible with pericarditis
CT Anjiography

Figure 5. Coronary Computed Tomography Angiography -2

PO-046 [Coronary Artery Disease / Acute Coronary Syn-
drome]

Ciddi Covid-19 enfeksiyonu seyrinde
tedavide kulllanilan Anakinra'ya bagl
gelisen akut koroner vazospazm olgusu
Samim Emet, Mustafa Litfi Yavuz, Mlcahit Tasdemir, Batuhan

Bayraktar, Mira¢ Tonyali, Emre Yal¢in, Fahriye ismailova,
Begiim Demir, Bezirgan Balliyev, Damla Durmus, ilyas Kavak

Figure 3. Coronary Computed Tomography Angiography -1
CT Anjiography istanbul Universitesi, istanbul Tip Fakiltesi, Kardiyoloji Anabilim
dali, istanbul

Giris: Klinigimize basvuran ve ciddi Covid enfeksiyonu se-
bebiyle yatirilarak tedavi edilen bir hastada literatirde
daha 6nce hig bildiriimemis olan Anakinra tedavisi sirasinda
gorilen akut koroner vazospazm vakasinin sunumu yapila-
caktir.

Olgu: Daha énceden bilinen kronik hastaligi olmayan 64
yas erkek hasta acil servise bas agrisi ve halsizlik sikayetleri
ile basvurdu. Covid PCR testi pozitif saptan hasta evde izo-
lasyona ydénlendirildi. 5 glin sonra sikayetlerine nefes darligi
ve Okslrik eklenen hasta Covid servisine yatirildi. Tedavisine
distk molekdl agirlikli heparin eklenen ve ferritin diizeyleri
ylUksek saptanan hastanin tedaviye steroidle birlikte tocili-
ziumab eklendi. Serviste takip edilen hastanin oksijenihtiyaci
artmasi Uzerine Anakinra baslandi. Anakinra enjeksiyonu
sonrasi sikistirici vasifta 5 dk stiren gogis agrisi olmasi lize-
rine ¢ekilen EKG'de V1-2-3 derivasyonlarinda ST elevasyonu

Figure 4. Coronary computed tomography angiography -3 gézlendi. (Resim 1a)

CT Anjiography Acil yatak basi yapilan Ekokardiyografik incelemede
apikoseptum duvar hipokinetik izlenmesi Uzerine hasta
primer perkitan koroner girisim amaciyla kateter laborau-
tarina alindi. Yapilan Koroner anjiografide LMCA kisa ve nor-
mal, LAD Proksimalinde %30 darlik diagonal arter hizasinda
%50 darlhk, diagonal sonrasi mid LAD'de %50-60 darlik yapan
muskuler bridge mevcut olup bununla beraber vazospazm
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izlendi. (Figure 1b1, 1b2) CX OM1arter ostealide %50 darlik ve
OM2 arter sonrasi CX arterde %50 darlikizlendi. Nitrogliserin
uygulamasi sonrasi vazospazmin belirgin geriledigi géraldd.
(Resim 1c1, 1c2)

islem sonrasi koroner yodun bakima alinan hastanin
EKG'sinde ST elevasyonlarinin tamemen geriledigi gézlem-
lenen (Resim 1d) hastada Anakinra'ya bagh vazospazm
distnulerek medikal tedavisi dizenlendi. Kardiyoloji po-
liklinik 6nerileriile hasta ayaktan takibe alindi.

Tartisma: Literatirde benzer sekilde Anakinra kullanimina
bagli vazospazm vakasi daha 6nce hig bildirilmemistir. Anak-
inra interlokin 1(IL-1) reseptér antagonist proteininin rekom-
binant analogudur.

IL-1, inflamasyonun 6nemli bir aracisi ve otoinflamatuar
hastaliklarin gelisiminde ana rol UGstlenen sitokinlerdendir.
IL-1 reseptér antagonisti ajan yani Anakinra; 6zellikle Covid
enfeksiyonunun ciddi solunum yetersizligine ilerleme ris-
kinde %70 oraninda bir azalma gdstermisti.

Anakinra'ya bagli vazospazm literatiirde daha énce hig bildi-
rilmemistir. Mekanizmasi net ortaya konulamamakla bera-
ber, Anakinra kullanim endikasyonunun bulundugu hasta-
larin yodun sitokin firtinasina, yogun inflamatuar ortama ve
yodun otoimmun yanita maruz kaldigi ve bdyle bir ortamin da
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PO-047 [Coronary Artery Disease / Acute Coronary Syndrome]

Akut koroner sendrom sonrasi korkutucu
mekanik komplikasyon

Selin Bisra Cakir', Selim Yazici', Tuba Gig¢tekin', Micahit
Yasin Gigtekin?, Mustafa Kirsat Tigen'

'Marmara Universitesi, Tip Fakdiltesi, Kardiyoloji Anabilim dali, jstanbul
2Marmara Universitesi, Tip Fakiltesi, Kalp Damar Cerrahisi Anabilim
dali, istanbul

Bilinen diyabetes mellitus, hipertansiyon, koroner arter hastaligi
tanilari,201MLAD PCI,2021CXPCl éykdileriolanhasta3aydirolan
gogus agrisi ve son glinlerde artan nefes darhdi sikayeti ile acil
servise basvurdu. Hastanin yapilan degerlendirmesinde EKG'de
ST segment elevasyonu izlenmeyip inferior derivasyonlarda pa-
tolojik Q dalgalari izlenmis. Troponin takiplerinde anlaml artis
olmasi ve yapilan yatak basi ekokardiyografide ejeksiyon frak-
siyonu % 45-50, inferoseptum ve inferior duvar tim segmentle-
rde hipokinetik olarak gérilmesi tzerine hasta ST ylkselmesi
olmayan miyokard enfarktlsd tanisi ile koroner yogun bakim
Unitesine yatirildi. Takibinde elektriksel instabilizasyon gelismesi
nedeniile acil olarak kateter laboratuvarina alindi.

Hastaya yapilan koroner anjiografi sonrasi CX primer PCI
karari verilmis olup islem basariile uygulandi.

Hastanin koroner yodgun bakim takiplerinde perkutan
koroner girisim sonrasi yapilan detayl kontrol ekokardiyo-
grafide; ejeksiyon fraksiyonu %48 olarak hesaplandi, hafif
orta mitral yetersizligi, inferoseptum, inferior duvar tim se-
viyelerde hipokinetik izlendi, inferolateral duvarda mid seg-
mentte, icerisine renkli doppler akimi gegisi izlenen, genis
boyunlu agiklikizlendive psédoanevrizma lehine yorumlandi.

Hastaya yapilan ekokardiyografi kontrasth BT

gorintidleme yapildi.

sonrasi

Hastanin yapilan gérintilemelerde sol ventrikil inferolater-
al duvarda psédoanevrizma saptandi. Hasta kardiyoloji-kalp
ve damar cerrahisi konseyinde degerlendirilerek sol ventrikdl
psédoanevrizma onarimi ve koroner arter bypass greft cer-
rahisi yapilmasi kararlastirilarak operasyon gergeklestirildi.
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Resim 5. Kontrasth torakal bt'de horizontal kesitte psédo-
anevrizma

Resim 2. Cx proximalinde subtotal darhik. Diyagnostik
Koroner Anjiografi

Resim 3. Cx proximal lezyona basarili PCl uygulandi. Cx
basarili PCl sonrasi

Resim 6. Operasyonda psédoanevrizma

Coronary Artery Disease / Acute Coronary Syndrome

PO-048

- ' Bee sting envenomation associated

e Zoom myocardial infarction: a case of Kounis

Resim 4. Parasternal uzun aks gériintiide LV inferolateral du- Syndrome

varda psédoanevrizma diisiindiiren gériniim. . . .
Harun Akarsuy, Yigit Davutoglu, Girsel Sen
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resolved and the echocardiogram showed improved ejection
fraction and no wall abnormality.
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and anaphylactic or anaphylactoid insults(1). It has a clini-
cal spectrum that accompanies a subclinical, clinical, acute
or chronic allergic reaction and extends from chest pain to
acute myocardial infarction (MI). Medications, foods, envi-
ronmental factors (such asinsect bites, bee stings, pollen, la-

Figure 1. A 12-lead electrocardiogram shows inferior ST-seg-

ment elevation
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tex contact) and intracoronary stent placement may trigger :
an allergic reaction(2). It is recognized that Kounis Syndrome TR T D T e e e e e e Tt
is not uncommon but underdiagnosed, so new triggers are ——— N

m
constantly being reported through case presentations. The - R - i .
three type of Kounis syndrome were described as myocar- B
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dial ischaemia following toxin effect of bee sting in normal e
coronary artery, pre-existing coronary atherovascular dis-
ease and coincidence of hypersensitivity reaction following
implantation of drug-eluting stent, respectively, in litera-
ture(3). Signs and symptoms of this syndrome may include
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chest pain, with or without raised troponins and cardiac \;—fﬂ‘/u-vﬁ’,,/\f—fwﬁ/\,_ﬁ/\“ﬁ e o P Ay A ‘/\
enzymes, dyspnea, faintness, nausea, vomiting, syncope, B /\\.,H-‘/\\.‘A/L,v, KA“ /\\,,N'/L, A e
pruritus, urticaria, diaphoresis, pallor, palpitations, hypoten- i ! | | I ‘ | % \
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Inferior Wall ST-Elevation Myocardial Infarction (STEMI) that T‘Aiw~f e L L L

occurs as hypersensitivity reaction after multiple bee stings. . .
Figure 2. The ST elevations on the ECG were resolved after

Case: A 66-year-old male patient was admitted to the emer- the abciximab infusion
gency service with erythema on the body, darkening in the
eyes, feeling faint and chest pain after multiple bee stings.
The patient was given intravenous antihistamine and steroid
medication due to an allergicreactionin the emergency unit. PO-049 [Coronary Artery Disease / Acute Coronary Syn-
The patient was consulted to us because of chest pain. drome]

The patient, who had established coronary artery disease Ateslisilah yaralanmasma bd§|l akut
with a percutaneous coronary intervention and drug-elut- . v e
myokard infarktiisi

ing stent placement to RCA about 6 months ago,did not have
any other comorbid disease. Dilek Aksoy, Gékhun Akkan, Murat Atalay, Emre Ozdemir

After the bee sting, he had a complaint of intense chest dis- izmir Katip Celebi Universitesi, Tip Fakiltesi, Kardiyoloji Anabilim
comfort that was pressure-like for about 5 hours. His pulse ~ dal;, [zmir

rate was 52 beats/min and his blood pressure was 88/51
mmHg. His respiratory rate was 18 per minute with satura-
tion of 96% on room air.

Giris: Kalp yaralanmalari olus sekline gére penetran veya
kint olarak siniflandirilabilir.Kiint gégus travmalarini her ne
kadar siklikla gériyor olsak da kiint gégls travmasinin sebep
His high sensitivity Troponin T was 3987 ng/L and CK-MB was oldugu koroner arter diseksiyonuna sekonder myokard en-
184 ug/L. farktist (Ml) son derece nadirdir. Ateslisilah yaralanmalarina
bagliakut Ml;koroner arterin hasarina,mermiveya sa¢ma ta-
nesinin embolizasyonuna veya miyokardin dogrudan hasari-
na bagl olusabilir.

Echocardiogram(Echo) revealed regional wall motion abnor-
mality (RWMA) ininferior segments and left ventricular ejec-
tion
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Olgu: Kirk bes yasindaki erkek hasta, dis merkez acil servise
atesli silah yaralanmasi ile basvuruyor. Sirt ve bel bdlgesin-
den multipl yaralanmasi mevcut olan hastanin es zamanlh
olan tipik g6égts agrisi nedenli ¢ekilen elektrokardiyograf-
isinde(EKG) inferior derivasyonlarda elevasyon gérilmesi
lzerine hasta inferior Ml 6n tanisi ile tarafimiza yénlendirili-
yor(Sekil 1).Fizik muayenede solunum sesleri solda azalmis
olarak duyuldu ve tansiyonu 110/70 mm Hg olarak &lgtldd.
Ozgec¢misinde 1yil 6nce unstabil angina nedenli sol ana koro-
nere stent implantasyon 6yklsli mevcut. Kronik hastalik
olarak diyabet ve hipertansiyonu mevcut.

Hastanin tomografisinde sol akcigerde hemopndmotoraks
goridntldsl mevcuttu (Sekil 2). Kardiyak yaralanmayi belirle-
mek amagli yapilan ekokardiyografisinde(EKO) perikardiyal
mai izlenmedi, ejeksiyon fraksiyonunu normal olarak yorum-
landi. Hastanin hayati durumu g6z éniine alinarak katater
laboratuvarina alindi. Sol koroner arterlerin gérintileme-
sinde kritik bir lezyon gorilmeyen hastanin, sag koroner ar-
ter goériintilemesinde proksimal ve mid bdlgelerde lezyon
goridlmeyen hastanin distal kesimde akimin total tikali old-
ugu gorildi ancak bu gorintiye ek olarak ilgi ¢eken bir bas-
ka detay daha vardi ki o da sag ana koronerin akiminin gittigi
distal kismin trasesinin hizasinda kalp atimi ile birlikte hare-
ket ettigi gorilen bir adet sa¢gma tanesinin izlenmesiydi(Sekil
3-4-5).Herhangi bir ek islem yapilmadan anjio salonunda
kalp damar cerrahisiile dederlendirildi. Sag ana koroner dis-
tal kisminda akimi durdurarak hastanin inferior Ml gegirme-
sine sebep olan durumun o kisma saplanan bir adet sagma
tanesinin oldugu kanisina varildi ve hasta ameliyata verildi.

Tartisma ve Sonug: Atesli silah yaralanmalarina bagh kalp
yaralanmalarinda; miyokard riptird, kontlizyon, laserasyon,
perikardiyal mayi, koroner yaralanma, kapaklarda hasar,
aritmiler ve ileti anormallikleri gérilebilir. Travmatik miy-
okard enfarktlsinlin patofizyolojisi; koroner damarlarda
dogrudan hasar olusturarak intimada yirtilma ve damarda
riptir veya travmatik okltzyon ile agiklanmaktadir.

Penetran kalp yaralanmasi olan hastalarin yénetimi; eslik
eden komplikasyonlarin erken dénemde teshisini gerektirir.
Kalpigerisine penetre mermiveya sa¢gma tanesinin teshisiise
genellikle torakotomi, floroskopi veya EKO ile konmaktadir.
EKO kardiyak yapilarin ve blyik damarlarin degderlendir-
ilmesi icin dogru bir tani araci olmakla beraber, bu vakada
oldugu gibi, bu hastalara EKG ¢ekip akut koroner sendromu
saptamak da olduk¢a 6nemlidir.
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Sekil 1. inferolateral derivasyomlarda ST elevasyonu
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Sekil 3. Yaygin sagma taneleri

Sekil 4. Sag koroner arter distalinde akimin olmamasi ve buna
sebep olan sagma tanesi
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Sekil 5. Sag koroner arter distalinde akimin olmamasi ve buna
sebep olan sagma tanesi

PO-050 [Koroner Arter Hastaligi / Akut Koroner Sendrom]

Ciddi trombotik ylikte invaziv ve medikal
tedavinin uygun kombinasyonu

Kerim Esenboda, Kiibra Korkmaz, Nil Ozyiinci, Yusuf Atmaca
Ankara Universitesi Tip Fakiiltesi, Kardiyoloji Anabilim Dali, Ankara

Girig: Koroner trombis formasyonu akut miyokard enfark-
tlsl ve kararsiz anginaya neden olan akut koroner sendrom-
lara yol agabilen énemli mekanizmalardan biridir. Koroner
anjiyoplasti ve diger girisimsel teknikler koroner trombdstn
akut tedavisinde yaygin olarak kullaniimaktadir. Fakat
her olguda koroner invaziv girisim tek basina dogru tedavi
se¢enegi olmayabilir. Biz bu vakada koroner trombds yéneti-
minde koroner anjiyoplastiile kombine edilebilen olasi medi-
kal tedavise¢eneklerini tartismayi amagladik.

Olgu: 62 yas, bilinen ht, bph tanilari olan; éncesinde KAG
6ykust olmayan erkek hasta sabah baslayan gégis agrisi ve
terleme sikdyeti ile acil servise basvurmus, EKG'si akut infe-
rior M| olarak degerlendirilerek koroner anjiyografi yapildi.
RCA ektazik ve plakli, RV dalisonrasinda tam tikaliidi. Lezyo-
naPTCAyapildi2 adetISSimplante edildi. Kontrol gérintile-
rde crux hizasindan PDA ve PL dalina uzanan yogun trombds
izlenmesi Gzerine aspirasyon denendi ancak trombdisin nis-
peten blylk ve organize yapida olmasi nedeniyle etkin as-
pirasyon yapilamadi. intrakoroner tirofiban pusesi yapildi,
yodun trombis yiUkl ve no reflow riskinin ylksek oldugu
distnldlmesi nedeniyle stent implantasyonundan vazgegil-
di. Hasta 48 saat tirofiban inflizyonu planlanarak,koroner
yogunbakim Unitesine alindi. 48 saat tirofiban inflizyonu
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sonrasl kontrol anjiyografi yapildi ve yodun trombotik
goériinimin ¢ok minimal azalmakla birlikte sebat ettigi g6-
zlendi. Bunun lzerine hasta taburcu edilmedi. Yaygin trom-
bis gériinimu sebebiyle ek koroner girisimden ziyade medi-
kal tedaviuygulanmasinin daha uygun olabilecedi distnildi
ve medikal tedavide hastaya literatiirde daha énce sunulan
sinirli sayidaki vaka takdimlerinden ve kendi klinik tecribel-
erimizden yola ¢ikarak, hastanin gerekli aydinlatilmis onami
alindiktan sonra, asetil salisilik asit+klopidogrel+apiksaban
2*5 mg tedavisi verilmesi kararlastirildi. 5 giin sonraki anjiy-
ografide trombusin ilk kontrol anjiyografiye oranla belirgin
olarak azalmasina ragmen devam etmesi Gizerine bu tedavi-
nin 1ay daha verilmesi karari alinarak hasta taburcu edildi. 1
ay sonra yapilan kontrol anjiyografide t¢li tedaviile trombo-
tik gériinimin tamamen kayboldugu izlendi.

Tartisma: Koroner trombdis olusumlarinda girisimsel birgok
tedavi yontemi bulunmaktadir. TrombUs aspirasyonu, stent
implantasyonu gibi yéntemler trombsin distale go¢l ya da
embolizasyonu gibi komplikasyonlar barindirabilmektedir.
Bu vakada ilk vaka ézelinde, balon ve stent islemi ile devam
edilseydi cok muhtemel distal mikroembolizasyona bagl dis-
talde damar kaybiile karsilasilacakti. Bunedenle bdyle yogun
trombotik vakalarda invaziv tedavi proseddrleri ile medikal
tedavinin uygun zaman ve uygun sekilde kombine edilmesi-
yle basarili sonuglar alinabilecegi akilda tutulmalidir. Biz de
bu vakada medikal se¢enek olarak asa+klopidogrel+ noak
kombinasyonunun da uygun bir tedavi olabilecegdi Gzerinde
durmak ve bahsi gegen yan etkiler gézlenmeden bir tedavi
se¢cenegiolabilecegini belirtmek istedik.
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AXIOM-Arti
2-November-20821 12:55:2;
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JPEGLossless:Non-hierarchical-1stOrderPrediction
5: 357112 768 mA B5.88kV

WL: 134 WW: 143

Sekil 1. 1 ay sonraki anjiyografi. 1 ay sonra lg¢li tedavi son-
rasinda yapilan kontrol anjiyografi, trombiis gériintiisii kay-
boldu
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Sekil 2. 5 giin sonra yapilan kontrol anjiyografi. 5 glin sonra
yapilan kontrol anjiyografide trombiis azalmasina ragmen
sebat ediyor
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Sekil 3. ilk diagnostik gériintii. Alinan ilk diagnostik gériintii
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Sekil 4. Stent sonrasi goriinti. 2 adet ISS implante edildikten
sonraki yogun tromblis ylikii olan gériintii
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PO-051[Koroner Arter Hastaligi / Akut Koroner Sendrom]

inferior miyokard infarktiisiiile basvuran
hastada sol sinis valsalva ¢ikish RCA'ya basaril
perkitan koroner girisim: iki vaka 6rnegi

Burak Oztiirkeri, Onder Demirdz, Direng Yilmaz

S.B. Umraniye Egitim ve Arastirma Hastanesi, Kardiyoloji Anabilim
Dal, [stanbul

Girig: Sol sinls valsalva kaynakl sag koroner arter(Rca) geng
hastalarda iskemi, enfarktis ve ani kardiyak 6lim ile iliskilidir. Bu
anomalinininsidansi, ¢esitli koroner anjiyografiserilerinde %0.026
ile %0.92 arasinda degismektedir. Anatomik olarak anterior, inter-
arteriyel, septal ve retroaortik seyirli olabilir. Akut koroner sen-
dromiile basvuran hastalardaki bu koroner anomali, teknik olarak
islemi zorlastirmakta ve mortalite/morbiditeyi arttirmaktadir.

Olgu: ilk vaka 48 yasinda erkek, inferior derivasyonlarda ST
elevasyon ve nodal ritm(kalp hizi 45/dk) ile acil servise basvu-
ran hastaya ilk dnce sag ventrikile gegici pacemaker implan-
te edildi. Sol sistem goériintilemesi yapildi. Lad bifid yapida
mustachi diagonal segment veriyordu. Bifid Lad’'nin Diagonal
segmentinde %80 darlik gorildid. Cx non-dominant izlendi.
Sag Judkins kilavuz kateter ile Rca goriintilenemedi. Sol 4.0
Judkins tanisal kateter ile Sol sinls valsalva ¢ikish Rca oldugu
tespit edildi. Kolay manevra edilebilecegdi disulintilerek sol 3.5
Judkins kilavuz kateter Rca'ya entlibe edildi. Rca mid segment
Rv dali sonrasi tam okllzyon goriildd. Rca primer pci Lad elek-
tif pci karari verildi. Floppy telile lezyon gecildi. 2.0x15 mm ba-
lon ile dilatasyon yapildi. Ardindan 2,5x23 mm ila¢ kapli stent
lezyon igerisine yerlestirildi. TIMI 3 akim saglandi (Sekil 1).

71 yasinda erkek, Ekg'de inferior derivasyonlarda ST el-
evasyon gérilmesi Gizerine koroner anjiografi islemine alindi.
Kag'de Lmca plakl, Lad proksimal %80 darlik, Cx om2 lze-
rinde, iki dala ayrilmadan énce %50-60 darlik, Cx orta seg-
ment sonunda %90 uzun darhk izlendi. Rca sol sinls valsalva
¢ikish, proksimal total tikali gérildi. Rca primer pci, Lad ve
Cx elektif pci karari verildi. Rca'ya sol 3.5 Judkins kilavuz ka-
teterile entlibe edildi. Floppy telile lezyon gegildi. 2.0x15 mm
balonile dilatasyon yapildi. Ardindan 2,25x21mm, 2,5x23 mm
ve 2,75x16 mm ilag kapli stentler lezyon igerisine yerlestirildi.
2,5x8 mm ve 2,75x 15 mm non-compliant balonlar ile post-
dilatasyon uygulandi. TIMI 3 akim saglandi.(Sekil 2)

Tartisma: Sol sinls valsalva ¢ikisli Rca olan hastalarda geng
yasta ani 6lim riskinde artis olsa da ateroskleroz gelisi-
minde anlamli bir artisa neden olmadigi gérilmustir. Ancak
bu hastalarda interarteriyel ve/veya intramural seyir sta-
bil anginaya sebep olabilir. Stress testlerinde anlamli iskemi
goriiliirse cerrahi tedavi distintilebilir. inferior Ml ile Kag'ye
alinan vakalarda sorumlu lezyonun Cx olmadidi ve Rca
goridntilenemedigi zaman sol sinls valsalva ¢ikisl Rca ola-
bilecegdi akilda bulunmahdir. Aortografi yapilmasina ragmen
Rca bulunamamasi ya da Rca'ya angaje olunamamasi
halinde trombolitik tedavi de bir secenek olarak disunulebil-
ir. Cesitli serilerde bu hasta grubuna sol Judkins, AL2 ve sag
Judkins manipile edilerek islem yapildigi bildirilmistir. Bizim
sundugumuz her iki vakada da sol 3.5 Judkins kateter kulla-
narak basaril primer girisim yapildi.
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Sekil 2. Vaka 2: Ekg ve Koroner goriintiilemesi

PO-052 [Coronary Artery Disease / Acute Coronary Syn-
drome]

Hypersensitivity to proton pump inhibitors:
omeprazole-induced Kounis syndrome
Almina Erdem, Sahhan Kilig, Tufan Cinar, Samet Yavuz, Akin

Torun, Mert Babaoglu, Siiha Asal, Vedat Cicek, irem Yilmaz,
Mustafa Oguz

messssmm ST20

Department of Cardiology, Sultan Abdilhamid Han Training and
Research Hospital, jstanbul

Kounis syndrome is the concurrence of acute coronary syn-
dromes with conditions associated with mast cell activation,
such as allergies or hypersensitivity. The same mediators
from the same cells are present in both acute coronary syn-
dromes and hypersensitivity episodes, demonstrating that
there is a similar link between allergic and non-allergic cor-
onary events.

Kounis Syndrome has three variants. In this report, we pres-
ent a patient who experienced an adverse reaction to be
defined as Kounis Syndrome Type | variant after taking ome-
prazole 40 mg. A 48-year-old man was admitted to our hos-
pital with complaints of itchiness, sweating, chest pain and
numbness. His symptoms started 1 hour after taking 40 mg
of omeprazole for his dyspepsia. He hasn't cardiovascular
risk factors and any previous personal or family history of
allergy, drug sensitivity. On the physical examination wide-
spread redness and rashes on his chest and extremities were
remarkable. On echocardiography, ejection fraction was
60%. No valve pathology was detected. His blood pressure
was 100/70 mmHg. The pulse 75 beats/min regular and the
electrocardiogram(ECG) was sinus rhythm with ST segment
changes in lateral derivation. The blood tests were normal
except that the troponin level was 34.33 ng/L. (upper lim-
it was 14 ng/L) Coronary angiography was performed for
coronary events in the patient with ST segment changes on
ECG and chest pain.And his coronary arters was normal. The
patient was hydrated and some antihistaminic medications
was given for the allergic reaction. The patient’s chest pain
subsided. In the ECG of the patient the next day, it was de-
termined that the ST segment changes were regressed and
the troponin value tended to decreaseWe performed skin
prick tests with omeprazole and we confirmed that he has
omeprazole hypersensitivityThe main treatment for Kounis
syndrome is the management of acute coronary syndrome
and suppression of the allergic reaction. Since the main
mechanism s coronary vasospasm in young, healthy patients
who do not have risk factors for coronary artery disease and
who are thought to have Type | variant Kounis syndrome, the
first-line treatment option is nitrates and calcium channel
blockers. In these patients, even suppression of allergy with
steroids and antihistamines can relieve coronary vasospasm
alone.

There are various drugs capable to induce Kounis syndrome.
Few proton pump inhibitors used in everyday practice have
been incriminated in rare occasions to induce hypersensitiv-
ity reactions.

When treating hypersensitivity-related issues, physicians
should be aware of this and constantly take Kounis syndrome
into account.

With regard to the diagnosis and treatment of acute coro-
nary syndrome, a multifocal approach is crucial. As in our
case, allergic reactions should be kept in mind. The fact that
patients with cardiovascular disease have multiple drug use
highlights the importance of this situation.
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Figure 3. ECG at the first admission to the hospital. The pulse
75 beats/min regular and the electrocardiogram (ECG) was
sinus rhythm with ST segment changes in lateral derivation
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Figure 4. ECG at the second day in hospital. In the ECG of the
patient the next day, it was determined that the ST segment
changes were regressed
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PO-053 [Koroner Arter Hastaligi/ Akut Koroner Sendrom]

Sekonder hipokalsemiye bagli gelisen
Takotsubo Sendromu

Yasin Aktas, Dursun Topal, Selvi Oztas, Selma Kenar
Tiryakioglu, Hakan Erkan

T.C. 5.B Bursa Sehir Hastanesi, Kardiyoloji Anabilim Dali, Bursa

Giris: Takotsubo kardiyomiyopatisi, tipik olarak sol ven-
trikllin apikal segmentinde balonlasmaile birlikte gecici sol
ventrikll disfonksiyonu ile karakterize bir sendromdur. Yash
olgularda Takotsubo Sendromunun emosyonel streslerden
¢ok kronik hastaliklar gibi fiziksel streslerden sonra ortaya
¢iktigi bildirilmistir. Derin hipokalsemi dilate kardiyomiyop-
atinin nadir ve geri déndurdlebilir bir sebebi olarak karsimi-
za ¢ikmaktadir. Derin hipokalseminin tetikledigi Takotsubo
Sendromu ise olduk¢a nadir olarak bildirilmistir.

Olgu: 86 yasinda kadin hasta acil servise ani baslayan
halsizlik ve tipik olmayan gdégis agdrisi sikayetleri ile bas-
vurdu. EKG'sine goére yaygin 6n duvar miyokard infark-
tlsl duslntlerek acil koroner anjiografi laboratuvarina
alindi(Sekil 1).Hastaya radiyal yoldan koroner anjiografi
yapildi. Anlaml koroner lezyon tespit edilmedi($ekil2,3).
Ventrikilografide tipik apikal balonlasma goérilmesi lze-
rine($Sekil4) Takotsubo Sendromu tanisi konularak yodun
bakima alindi. Ekokardiyografide normal sol ventrikil ¢aplari
ile birlikte septal akinezi,apikal diskinezi ve LVEF'nin %35 old-
ugu tespit edildi(Video1,2).Hastaya antiagregan tedavi ile
birlikte beta bloker ve ACE inhibitéri tedavisi baslandi.EKG
takiplerinde ST segment elevasyonunda gerileme ile birlikte
belirgin QTc'de(502msn ) uzama tespit edildi(Sekil 5).Yapilan
kan tahlillerinde ciddi hipokalsemi (4.2mg/dL) ile birlikte
hafif derecede albumin distkltigi(34.8g/L), hiperfosfatemi
(6.Img/dL),parathorman diizeylerinde ylkselme (149ng/L)
ve ciddi D vitamini eksikligi(<3.00 mcg/L)tespit edildi. Bu du-
rumda hipokalseminin ciddi D vitamini eksikligine bagli ola-
bilecedi distnilldi ve replasman tedavisine baslandi. Aralikh
olarak yapilan ekokardiyografi takiplerinde kalsiyum ve D
vitamini replasmanlarindan sonra EF dederlerinin progresif
olarak iyilestigi gézlemlendi. Dizenli kalsiyum ve D vitamini
tedavisi altinda takipleri esnasinda hastada herhangi bir
kalp yetmezligi epizodu izlenmedi.

Tartisma: Kalsiyum ciddi seviyelerde ve uzun sireli eksikligi
nadir ve geri déndirlebilir bir dilate kardiyomiyopati sebe-
bi olarak akilda tutulmalidir. Bununla birlikte hipokalsemi-
ye bagh kalp yetmezIigi genelde sol ventrikilin global dis-
fonksiyonu seklinde ortaya ¢ikmaktadir. Bizim vakamizda
Takotsubo Sendromunun baska herhangi bir fiziksel veya
emosyonel sebebi tespit edilmemis bununla birlikte kalsi-
yum ve D vitamini replasman tedavileri sonrasinda progre-
sif iyilesme gorilmustir. Bu sebeplerden dolayr Takotsubo
kardiyomyopatisi hipokalsemi ile iliskilendirilmistir. Takotsu-
bo Sendromunun patolojik mekanizmalari olan katekolamin
aracih kardiyotoksisite,¢oklu damar vasospazmlari ve mikro-
vaskdler disfonksiyonun bir vaka 6zelinde hipokalsemi ile il-
iskilendirilmesi zor olsa da bu klinikle basvuran 6zellikle yash
ve frajilitesi ylksek hasta gruplarinda hipokalsemi ve vitamin
D eksikligi arastirilmalidir.
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Sekil 1. ilk gelis EKG'si

Sekil 2. Sag koroner sistem

Sekil 3. Sol koroner sistem
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Sekil 4. Ventrikiilografi gorintiileri
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Sekil 8. Tedavi sonrasinda ssistolik evre

PO-054 [Lipit / Koruyucu Kardiyoloji]

Ailesel hiperlipidemili hastada osteal koroner
arter darhginin eslik ettigi supravalvular aort
stenozu

Seyhmus Atan, Bisra Kuru, Volkan Kozluca, Tirkan Seda Tan,
Demet Menekse Gerede Uludag

Ankara Universitesi Tip Fakiltesi, Kardiyoloji Anabilim Dali, Ankara

Homozigot ailesel hiperkolesterolemi (HFH), genel
popilasyonda milyonda birden az kisiyi etkileyen son derece
nadir bir hastaliktir. HFH'ye temel olarak disik yodunluklu
lipoprotein (LDL) reseptériniin gen mutasyonu neden olur,
bu da LDL-R'nin yokluguna, bu reseptdérin sentezinde yer
aricus nsxier Gl S APIKAL DIsKINEZI alan diger fonksiyonel proteinlerin yokluguna veya kusuruna

5 yol agar. Ailesel hiperkolesterolemi otozomal dominant bir
hastaliktir. Siddetli yiksek LDL kolesterol (LDL-C) seviyeleri,
koroner arterlerde ve proksimal aortada aterosklerotik plak
birikimine yol ac¢ip; koroner arter hastaligi, supravalviler
aort darligi ve fel¢ dahil olmak Gzere énemli erken kardiyo-
vaskdiler hastaliga neden olur. Bu vakada, 1yasindan itibaren
homozigot ailesel hiperkolesterolemi tanisi olup 8 yasindan
itibaren lipit aferez tedavisi alan 21 yasinda bir kadin hastayi
sunuyoruz. Hasta efor dispnesi NYHA klas 2 sikayet ile
bolimimiize ayaktan basvurdu. Kardiyovaskdler risk faktori
olarak hiperlipidemi ve aktif sigara igiciligi mevcuttu. Kardi-
yovaskdler fizik muayene de oskiiltasyonunda sag Gst sternal

S
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kenarda boyuna yayilan sistolik ejeksiyon tftrim saptandi.
Elektrokardiyografi sinis ritmi, kalp hizi 88/dk, normal aks,
vl'de S dalga amplitidid 17 mm, vé'da R dalga amplitidi 14
mm di. Ekokardiyografide, aort kapak maksimum basin¢ gra-
dienti 74 mmHg, ortalama gradienti 44 mmHg &l¢llda. aort
kapagi trikUspit yapida, ancak sag koroner kiispis rudiment-
er ve kalsifik goruldi. Aort kapak yapisini dederlendirmek
amaciyla transézefagial ekokardiaografi planlandi. TOE'de
Aortkapak ¢ leafletten olusmakta ancakleafletler anormal
goérinimde, leafletlerin alaninin esit olmadigi 6zellikle sag
koroner kispis'in rudimenter oldugu, kapak u¢ kisimlarinin
hafif kalin ve kapak ac¢ikhdmnin hafif kisith oldugu goéruldi
ve hafif derece AY izlendi. Aort yapisi kiiglik ve duvari par-
lak-kalsifik gériinimde, STJ hizasindan hemen sonra aortada
kalsifikasyonlar olup Iimeni daralttigi ve ona bagli olarak da
aort kapak tzerinden gradiyent alindidi disitintldd. Koroner
bilgisayarl tomografide aort ¢aplari anulus diizeyinde 22x19
mm, sinls valsalva diizeyinde 22x22 mm, sinotibller bileske
diizeyinde 17x14 mm, midtibduler dizeyde 30x30mm Sl¢llda.
Supravalviler aort darligi olarak raporlandi.Sag koroner ar-
terde biraz daha belirgin olmak lGzere sag koroner arter ve
sol ana koroner arter ¢ikisinda ostial darliga ait olabilecek
gorinim mevcuttu. Erken yasta homozigot ailesel hiperlip-
idemi tanisialmis ve lipit aferez tedavisi uygulanmis olmasina
ragmen yaygin aterosklerotik kalp hastahgi, ostial koroner
arter darliklari, supravalviler aort darhgiile karsimiza ¢ikan,
literatirde az sayida érnegdi mevcut olan olgumuzu sunuy-
oruz.

T R o pree Surnanoomo
fEiektrkarctyograt smos ram. kai izi 880k narmalaks, v1 de S dige ampaeocD 17 mm, vé s A daipa ampiId 14

Resim 1. Elektrokardiyografi sinis ritmi. Elektrokardiyogra-

fi siniis ritmi, kalp hizi 88/dk, normal aks, v1'de S dalga am-
plitiidii 177 mm, vé6'da R dalga amplitiidii 14 mm

Resim 2. Hastanin transézefagial ekokardiografi125.derece-
ki gorintisi

LV:sol ventrikiil, Ao: aort, Yesil hat: siniis valsalva diizeyindeki ¢cap, Mavi
hat: sinotiibiiler diizeydeki cap

Resim 3. Hastanin transézefagial ekokardiografi 97.dereceki

goriintiisu
LV: sol ventrikiil, Ao: aort, Beyaz ok:Supravalviiler membran

-'J

Resim 4. Hastanin 3D trans6zefagial ekokardiografi 94. dere-

cedeki goriintlsu
Ao: aort, Mavi ok:Supravalviiler membran




Resim 5. Hastanin transézefagial ekokardiografi125. derece-
deki gorintiisi
LV: sol ventrikiil, Ao: aort, Beyaz ok:Supravalviiler membran

Resim 6. Hastanin transézefagial ekokardiografi125. derece-

deki AY'nin renkli doppler goriintiisii
LV: sol ventrikiil, Ao: aort

PO-055 [Pulmonary Hypertension / Pulmonary Vascular
Diseases]

How easy is classification in pulmonary
hypertension?

Sefa Erdi Omiir

Department of Cardiology, Gaziosmanpasa University School of
Medicine, Tokat

Introduction: Pulmonary hypertension is one of the diseases
whose awareness is increasing day by dayThe diagnosis of
pulmonary hypertension can be made when the mean sys-
tolic pulmonary artery pressure (mPAP) is>20 mmHG.There
are many causes of pulmonary hypertension.Among these
causes,the most common group is the one due to left heart
diseases.In this article,we will present a patient who devel-
oped pulmonary hypertension due to ASD and obstructive
sleep apnea detected incidentally.

Case: A 68-year-old female patient was referred to us from
the pulmonology outpatient clinic with increased dyspnea
for the last 1 month.Atrial fibrillation was found electrocar-
diogram.As aresult of additional tests, the NT-proBNP result
was found to be 2500.In the echocardiography (ECHO) per-
formed on the patient,EF was 60%,1 mr,la:4.3 cm, -1 cm asd/
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pfo (figurel),and 3tr,sPAP:90mmHg.Transesophageal echo
was performed in the patient and a secundum type atrial
septal defect was detected in the patient.A jet flow of up
to 50 mmHg was detected on the patient's 1 cm ASDThe
patient was consulted with pulmonologist,and as a result,
severe obstructive sleep apnea was detected. Although the
patient's atrial septal defect was<2 cm,right heart catheter-
ization was planned for the patient due to the high jet flow.
No miss-macth defect was detected in the ventilation per-
fusion scintigraphy.In the right heart catheterization, mPAP
was 50 mmHg, PVR 6 WU,and PAWP 20mmHg. The patient
was diagnosed with combined post-precapillary pulmonary
hypertension.Diuretic, calcium channel blocker and antico-
agulant treatment was started by us,and CPAP was started
by pulmonogist.

Results: In the control made to the patient one month later;
It was determined that the NT-proBNP value was 1061, and
dyspnearegressed.Inthe ECHO, the EF 60%, Tmy, la: 4.3cm,
cmasd, and -3ty sPAP: 60 mmHg. It was determined that the
jet stream velocity on the ASD decreased by 30 mmHg.

Conclusion: The hemodynamic definition of pulmonary hy-
pertension was determined as mPAP>20, which was revised
with the meeting held at the é* world pulmonary hyper-
tension symposium (1). In patients with pulmonary hyper-
tension, patients with mPAP>20 mmHg,PVR>2 WU (2,3,4),
and PAWP=15 mmHg are precapillary pulmonary hyperten-
sion was detected. Patients with mPAP>20 mmHg,PVR>2
WU,and PAWP>15 were evaluated as combined precapillary
post capillary pulmonary hypertension. Although our case
is suitable for the diagnosis of hemodynamic combined pre-
capillary post capillary pulmonary hypertension, it is contro-
versial which group it will fall into for clinical classification. In
our case; Due to the presence of ASD and severe sleep ap-
nea, we considered group 2 and group 3 as pulmonary hyper-
tension and treated accordingly. The response from his cur-
rent medical treatment supports our view. In such complex
patients, it seems reasonable to evaluate the patient as a
whole and not to evaluate the calcification in a single group.

Figure 1. 1cm asd on echocardiography
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