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Left atrial compression by a mediastinal bronchogenic cyst
Mediastinal bronkojenik kist nedeniyle sol atriyal bast

Liitfii Bekar

Tokat State Hospital, Cardiology Clinic, Tokat

A 55 years old male patient presented to our clinic with the complaint of atypical chest pain. On the
physical examination; blood pressure was 110/70 mmHg, heart rate was 70/min with sinus rhythm
without murmurs. Echocardiographic examination revealed a large echolucent cystic mass com-
pressing the left atrium. There were no other cardiac or valvular abnormalities (Figure-1). Chest
computed tomography revealed a large mass with a maximum diameter of 4,8 cm compressing the
left atrium (Figure-2). Based on these findings, we diagnosed the lesion as a cystic mass located in
the middle mediastinum causing a sensation of heaviness in the chest, and considered the patient to
be a candidate for surgery. As histopathological examination of the resected cyst confirmed that it
was lined by ciliated columnar epithelium, it was diagnosed as a bronchial cyst.

Figure 1. Transthoracic echocardiographic view
of the mediastinal bronchogenic cyst compressing
left atrium (LA: Left atrium, RA: Right atrium, LV:
Left ventricle, RV: Right ventricle, BC: Broncho-
genic cyst).

Figure 2. Computed tomographic view of the me-
diastinal bronchogenic cyst compressing left atrium
(LA: Left atrium, BC: Bronchogenic cyst).

PO-002

Coronary to coronary fistula between normal coronary arteries
Normal koroner arterler arasinda koroner fistiil

Hiseyin Katlandur, Seref Ulucan, Ahmet Keser, Zeynettin Kaya

Mevlana University Medical School Department of Cardiology, Konya

Coronary artery fistulas are defined as abnormal communications between a coronary artery and a
cardiac chamber or major vessel, such as the vena cava, right or left ventricle, pulmonary vein, or
pulmonary artery. Major sites of origin of the fistulas are from the right coronary artery (40-60%),
left anterior descending (30-50%), circumflex and a combination thereof. The major places of
termination include the right side of the heart (90%), left ventricle, left atrium and the coronary
sinus. To our knowledge, coronary fistulas between normal coronary segments are not reported. A
48-year-old man admitted to our clinic with complaint of typical chest pain. He had no prior history
of cardiac disease and had coronary risk factors such as smoking and family history. In his physical
examination arterial blood pressure was 130/80 mmHg and heart rate was 88 bpm. The presenting
electrocardiography revealed sinus rhythm. Transthorasic echocardiography showed normal left
ventricular function. Coronary angiography showed that left anterior descending, circumfiex and
right coronary arteries were normal (Figure 1 and 2) abnormal communication (fistula formation)
was seen between the posterior lateral branch of the right coronary artery and the posterior lateral
branch of the circumflex artery (Figure 3 and Figure 3-arrow). Our case is the first reported case of
coronary to coronary fistula formation between normal coronary segments.

Figure 1. Coronary fistula formation between Figure 2. Normal left anterior descending and cir-
normal coronary segments. Coronary angiogra- cumflex arteries. The patients normal left anterior
phy showed that abnormal cc ion (fistula d ding and circumflex arteries.

formation) was seen between the posterior lateral

branch of the right coronary artery and the posterior

lateral branch of the circumflex artery.
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Chronic calcified pericardial haematoma: as a sequela of partial
pericardiectomy in a patient with constructive pericarditis

Kronik kalsifiye perikardiyal hematom: Konstriiktif perikarditli bir
hastada parsiyel perikardiyektomi sekeli

Hasan Giingor', Ufuk Eryilmaz', Cagdas Akgiillii', Cemil Zencir', Mithat Selvi', Sevil Onay',
Sefa Sural', Yasemin Durum?, Naim Ceylan®, Sanem Nalbantgil®

'Adnan Menderes University, Department of Cardiology, Aydin
“Adnan Menderes University, Department of Radiology, Aydin
SEge University, Department of Cardiology, Izmir

?‘Ege University, Department of Radiology, Izmir

In this case report we describe a case of 22-year-old female patient, who had a history of the
partial pericardiectomy for constructive pericarditis after tuberculosis 10 years previously with
chronic calcified pericardial haematoma compressing left ventricle inferoposterior basal segment
and atrioventricular groove.

Case: A 22-year-old female patient, who had a history of the partial pericardiectomy for construc-
tive pericarditis after tuberculosis 10 years previously, was admitted to our center with dyspnea and
palpitation. Transthoracic echocardiography revealed a heterogeneous pericardial mass of 29x30
mm in the inferoposterior segment of left ventricle and atrioventricular groove and pericardial
calcification in all segments (Figure 1). The mass compressed the left ventricle toward the mitral
posterior valve. Also transthoracic echocardiograpy showed the findings related to constructive
pericarditis. Cardiac magnetic resonance imaging revealed a complex chronic calcified pericardial
haematoma of 30x30 mm compressing inferoposterior basal segment of left ventricle (Figure 2).
Medical management and echocardiographic follow-up every six months was planned because of
the risk of the surgery.

Discussion: Chronic expanding hematoma was first described by Reid et al. as a lesion that persists
and increases in size more than 1 month after the initial hemorrhage. This disorder can occur at any
location in the body and can occur after, chest trauma, open heart surgery or epicardial injury. In
our case, the patient had a history of the partial pericardiectomy, 10 years previously. In this case,
the mass was located inferoposterior basal segment to the left ventricle, and it compressed the
left ventricle toward the posterior mitral valve. Mitral valve inflow was minimaly restricted. The
mechanism for the expansion of a haematoma is similar to the formation of a subdural hematoma,
but the detail of this pathogenesis has not been clarified yet and experimental evidence shows
an inflammatory cause. In our case, the mechanism was supposed to be associated with partial
pericardiectomy causing pericardial injury. Surgical trauma frequently causes bleeding into the
pericardium. After surgical trauma, however, the fibrinolytic and absorptive functions of the peri-
cardium are impaired, and adhesions may form between the pericardial layers. Cardiac magnetic
resonance imaging recommended as the best diagnostic modality for chronic calcified hematoma,
because the findings of T1- and T2-weighted images have characteristics.

Figure 1. A heterogeneous pericardial mass of 29x30 mm in the inferoposterior segment of left ventricle
and atrioventricular groove.

Figure 2. Cardiac magnetic resonance imaging showing complex chronic calcified pericardial haematoma
of 30x30 mm.
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Floating ring like right heart thrombus and massive
pulmonary embolism

Samandira halkasi tarzinda sag kalp trombiisii ve masif
pulmoner emboli
Liitfi Bekar, Miicahit Yetim

Tokat State Hospital, Cardiology Clinic, Tokat

65 years old female patient with history of immobilization referred to our emergency department
with the complaint of syncope. At the admission, blood pressure of the patient was 90/50 mmHg
and heart rate 122 pulse/min. ECG was sinus tachycardia and incomplete right bundle branch
block. On the transthoracic echocardiographic examination, an appearance was found in the right
ventricle consistent with floating ring like thrombus (Image-1). In addition, right cavities were di-
lated and estimated pulmonary arterial pressure was 65 mmHg. On the contrast enhanced thoracic
computed tomography thrombus was observed in both pulmonary arteries (Image-2). Patient was
administered thrombolytic therapy and blood pressure was normalized following the treatment.
TTE examination performed next day, thrombus was disappeared.

Figure 1. Transthoracic echocardiography showing floating ring like thrombus in right
ventricle (shown with arrow).

Figure 2. Contrast enhanced thoracic showing thrombus in both pulmonary arteries
(shown with arrow).
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Pulmonary embolism: a late complication of pectus excavatum repair
Pulmoner emboli: Pektus ekskavatum tamirinin ge¢ bir komplikasyonu

Okay Abaci', Gokhan Cetinkal', Cuneyt Kocas', Emre Evren?, Mustafa Yildiz',
Bedrettin Yildizeli®, Mehmet Yanartas*

!Istanbul University Cardiology Institute, Department of Cardiology, Istanbul
’Haseki Educational and Research Hospital,Department of Radiology, Istanbul
‘Marmara University School of Medicine, Department of Thoracic Surgery, Istanbul

n bl

‘Kartal Kosuyolu Training and Research Hospital,Department of C scular Surgery, I

We present a case of pulmonary embolism with pulmonary endarterectomy in a patient undergo-
ing Ravitch repair for pectus excavatum. A 22-year-old young man was admitted to emergency
department with dyspnoea and chest pain.Physical examination showed as follows:Blood pressure
of 110/85 mmHg,heart rate of 84/min,respiratory rate of 21/min.Oxygen saturation was 90%.His
lung sounds were clear and systolic murmur was noticed over the tricuspid area.Laboratory find-
ings was normal except elevated D-dimer level.Electrocardiography (ECG) revealed sinus rhythm
with ST-segment depression in leads V1-V3.Chest radiography showed the metallic sternal bar in
situ.Echocardiography revealed hypokinesia and dilatation of right ventricle with elevated pul-
monary arterial pressure.In addition, echocardiography showed a large thrombus (2.4xIcm) in
the right ventricle.The computed tomograhy (CT) revealed thrombus in the right and left main of
pulmonary artery(Figurel).After the diagnosis of pulmonary embolism,patient was hospitalized
and anticoagulant therapy was initiated. The lower extremity Doppler ultrasound demonstrated no
venous thrombosis. Thorax CT demostrates metallic bar compressing right atrium and right ven-
tricle. Thrombus is identified at the apex of right ventricle(Figure 2).A right heart catheterization
revealed elevated pulmonary artery pressure of mean 35 mm Hg,cardiac output (CO) of 4,3 L/min.
Pulmonary vascular resistance was calculated as 539 dynes/sec/cm-5.CT angiographic evidence
of obstruction of the pulmonary arterial tree despite 3 months of anticoagulation and exclusion of
other causes of PAH,pulmonary endarterectomy (PEA) and removal of the steel strut was decided.
Before PEA, removal of the steel was undertaken. Then pulmonary endarterectomy was performed.
Discussion: Although PE is seen as a cosmetic problem,this chest deformity can cause significant
cardiac dysfunction especially when it compresses the underlying right side of the heart and pul-
monary outflow tract.Although, minimally invasive repair of pectus excavatum is quite common
and procedure of choice in modern era of pectus excavatum surgery,our patient underwent a modi-
fied Ravitch operation with his sternum was supported with a metallic.Reported complications
are intrapericardial migration of dislodged metal struts or wires,cardiac tamponade and ascending
aortic injury.Our case is the first case that pulmonary thromboembolism associated with the com-
plication of Pectus excavatum repair by a modified Ravitch operation. In etiological investigation
of pulmonary embolism, the thorax CT scan revealed that right ventricle was compressed by pectus
metalic strut and there was a large thrombus on this area of right ventricle.In conclusion;although
surgical correction of pectus excavatum has few and minor complications,it may cause a life-
threatening complication as in our case. History of pectus excavatum repair should be considered
a rare cause of pulmonary embolism and pulmonary hypertension.

Figure 1

Figure 2

Figure 3
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An unusual reason of syncope: multiple coronary artery fistulas
Senkopun nadir bir nedeni: Coklu koroner arter fistiilii

Esref Tuncer, Ugur Onsel Tiirk, Emin Alioglu

Department of Cardiology, Central Hospital, [zmir

Background: Coronary artery fistula (CAF) is a rarely encountered coronary anomaly, in which
coronary artery blood flow bypasses the myocardial capillary network and usually drains to a
heart chamber or great vessel. Most patients are asymptomatic. However, symptoms and risk of
complications increases with age. High output heart failure, pulmonary hypertension, myocardial
ischemia and infective endocarditis may complicate the course of CAF. The appearance, and even
rupture, of a saccular aneurysm is one of the rarer fatal complications of CAF.

Aim: Here we describe a patient who had multiple chaotic coronary fistulas presenting with syn-
cope.

Case: A 70-year-old man was admitted to our hospital with recurrent syncope. During cardiac aus-
cultation a continuous high pitched murmur was heard on the apex. His electrocardiogram showed
normal sinus rhythm with ST segment depressions in leads D2-D3-aVF and V1-V4. During the
contrast media injection into right and left coronary arteries (RCA), multiple, thin lumened and
tortuous vascular communications. Multidetector computed tomography (MDCT) showed mul-
tiple coronary artery fistulas originating both from LAD and RCA. Due to ischemic symptoms and
syncope, surgical treatment recommended.

Conclusion: CAF are the most common coronary artery abnormalities causing hemodynamic
compromise. Development of symptoms depends on the volume of the shunt or the presence of
coronary steal. Patients with hemodynamic compromise signs like angina, syncope, heart failure
and high blood flow shunt, as in our case, should be treated surgically.

Figure 1
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Giant saccular aneurysm of the left main coronary artery
Sol ana koroner arterde dev sakkiiler anevrizma
Esref Tuncer, Ugur Onsel Tiirk, Emin Alioglu

Department of Cardiology, Central Hospital, [zmir

Coronary aneurysms represent anomalies identified in 0.15-4.9% of patients undergoing coronary
angiography. At present there is no uniform definition of this pathology. Aneurysms of the left
main coronary artery (LMCA) are extremely uncommon, with an incidence of 0.1%. It has been
demonstrated that atherosclerosis is the main cause of these anomalies in adults, and Kawasaki
disease in children and adolescents. Other causes include connective tissue disorders, trauma, vas-
culitis, congenital, mycotic, and idiopathic. These dilated sections of coronary artery are not benign
pathology because they are subject to spasm, thrombosis, and subsequent distal embolism, spon-
taneous dissection and rupture. Treatment options include anticoagulation, custom-made covered
stents, reconstruction, resection and exclusion with bypass. Our report on an old case illustrates the
giant saccular LMCA aneurysm leading myocardial ischemia due to coronary steal phenomenon.

Figure 1

Figure 2

Figure 3
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A rare cause of dyspnea; left atrial myxoma mimicking
pulmonary embolism

Dispnenin nadir bir nedeni; pulmoner emboliyi taklit eden
sol atriyal miksoma

Altug Osken', Yasemin Giindiiz2, Mehmet Biilent Vatan', Hiiseyin Giindiiz'

Sakarya University Medical Faculty, Department of Cardiology, Sakarya
Sakarya University Medical Faculty, Department of Radiology, Sakarya

Introduction: Atrial myxomas are the most common primary heart tumors. Symptoms are pro-
duced by mechanical interference with cardiac function or embolization. Signs and symptoms of
mitral stenosis, endocarditis, mitral regurgitation, and collagen vascular disease can simulate those
of atrial myxoma. However; until now, to our knowledge, there is no case study has been published
that admitted to emergency department with profound dyspnea mimicking pulmonary embolism.
We reported a case of a 76-year-old woman who presented with heart failure symptoms, and was
found to have left atrial myxoma mimicking pulmonary embolism.

Case Report: A 76-year-old woman admitted to the emergency department with a three weeks
history of progressive dyspnea and moderate extremity edema. The patient had history of type
2 diabetes mellitus and lumbar fracture operation two months ago. The diagnosis of pulmonary
embolism was considered because of the patient’s limited mobility and predisposing factors. Her
pressure was 120/70 mmHg, pulse rate 110 bpm/regular, respiratory rate 26 per minute and tem-
perature 37.1 °C. An apical 2/6 holosystolic murmur and bilateral crackles on the middle and lower
zones of lung was audible in oscultation. Hypocarbia and hypoxemia was observed in arterial
blood gas analysis and D-dimer level was mildly high, so pulmonary CT angiography was per-
formed in the emergency department. There was no consistent view of thrombus on the branches
of the pulmonary artery, but incidentally myxoma view in the left atrium connected with handle to
interatrial septum were detected in CT (Figure 1). Transthoracic echocardiography is compatible
with myxoma invading the left atrium with a size of 30x20 mm (Figure 2-3). Moderate mitral
insufficiency was detected, left ventricular systolic and diastolic functions were normal. Therefore,
the patient was admitted to the cardiology service with a diagnosis of decompensated heart failure
and she was held the optimal medical treatment. In the follow up, the patient’s cardiac symptoms
were decreased so she was referred to the cardiovascular surgery for the removal of myxoma.
Conclusion: We described the clinical features and imaging characteristics in an unusual case of
atrial myxoma. It will be useful to keep in mind pulmonary embolism in the differential diagnosis
of atrial myxomas.

Figure 1. CT scan view of left atrial myxoma connected with
handle to interatrial septum (arrowheads).

Figure 2. Echocardiographic parasternal long axis view of left
atrial myxoma (arrowhead).

Figure 3. Echocardiographic apical four chamber view of left
atrial myxoma (arrowhead).
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Hypertrophic cardiomyopathy associated with abnormal origin
of right coronary artery

Sag koroner arterin anormal kokii ile iligkilendirilmis hipertrofik
kardiyomiyopati
Murat Yalgin', Murat Atalay?, Zafer Isilak', Ersin Oztiirk®

'GATA Haydarpasa Training Hospital Department of Cardiology, Uskiidar, Istanbul
’Merzifon Military Hospital, Merzifon, Amasya
SGATA Haydarpasa Training Hospital Department of Radiology, Uskiidar, Istanbul

A 20-year-old man was admitted to our clinic with prolonged chest pain and shortness of breath.
His physical examination was normal and myocardial enzymes were not elevated. Electrocardi-
ography showed T-wave inversion in precordial leads. His transthoracic echocardiography (TTE)
demonstrated the hypertropy of interventricular septum and left ventricle posterior wall (Figure A).
There were no detectable gradient with Doppler echocardiography on left ventricular outflow tract,
neither at rest nor with provocation. There were no other pathological finding on TTE. Syncope or
family history of sudden cardiac death were not identified. 24 hours holter ECG monitoring was
normal. He underwent multidetector computed tomography coronary anjiography (MCTCA) to
exclude obstructive coronary artery disease. MCTCA revealed normal left coronary arteries and
abnormal origin of right coronary artery (RCA) with an interarterial course between the aorta and
pulmonary artery (Figures B, C,D). There were no luminal stenosis in coronary arteries. Myocar-
dial perfusion scintigraphy (MPS) with 99 mTc sestamibi was performed to invastigate any effect
of the interarterial course of RCA. After MPS no myocardial perfusion defect and ischemia was
detected. Beta blocker therapy was initiated and patient was discharged. The association of hyper-
trophic cardiomyopathy and interarterial course of RCA is not common in literature. Theoratically
myocardial ischemia can develop in these patients due to abnormal supply-demand balance.

Figure 1. (A) Transthoracic echocardiography (Parasternal long axis view) showed non-obstructive hyper-
trophic cardiomyopathy. (B) MCTCA volume rendering wiew showed RCA from left sinus valsalva. (C)
MCTCA showed RCA from left sinus valsalva and it had an interarterial course (between the pulmonary
trunk and aorta) (arrow). (D) MCTCA showed anomalous origin and interarterial course of RCA. Ao: Aorta,
LV: Left Ventricle, LA: Left Atrium, PA: Pulmonary Artery, RCA: Right Coronary Artery, LAD: Left De-
scending Artery, LCX: Left Circumflex Artery, MCTCA: Multidetector computed tomography coronary
anjiography.
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Anomalous right coronary artery arising from left anterior
descending coronary artery associated with spontaneous
coronary vasospasm: a case report

Spontan koroner vazospazmla iliskili sol én inen koroner arterden
kaynaklanan anormal sag koroner arter: Olgu sunumu

Miisliim Sahin, Mustafa Cetin, Emrullah Kiziltung, Zehra Giiven Cetin, Hiilya Cigekgioglu,
Harun Kundi, Ender Ornek, Feridun Vasfi Ulusoy

Ankara Numune Education & Research Hospital, Ankara

Single coronary artery (SCA) is a rare coronary anomaly that all coronary system arises from only
one coronary orifice. Right coronary artery (RCA) arising from left anterior descending (LAD) is a
very rare form of SCA anomaly. In general prognosis seems to be good in cases which anomalous
RCA does not pass through the aorta (AO) and pulmonary artery (PA). A 43 year old man admitted
to emergency room with resting chest pain. The first physical examination, electrocardiography,
complete blood count, biochemical parameters and thyroid functions were normal. He had no
risk factor for coronary artery disease. At follow up, cardiac markers did not rise and the patient
hospitalized with low risk unstable angina pectoris. Coronary angiography performed due to lateral
hypokinesia at dobutamine stress echocardiography and revealed RCA arising from LAD (Figure
1) and significant narrowing at left circumflex coronary artery (LCx) (Figure 2). Percutancous
coronary intervention to LCx lesion was decided. After cannulation of left main coronary artery
with guiding catheter we show that significant narrowing resolved spontaneously (Figiire 3). We
performed a multislice computed tomography to demonstrate the association of RCA with AO and
PA. We determined that RCA is arising from the mid part of LAD and passing from the anterior
of pulmonary artery. According to Modified Lipton classification, we determined our case as type
L-Ila. We prescribed Ca channel antagonist and take the patient to follow up. Spontaneously
resolving coronary artery spasm that accompany SCA anomaly (type L-ITa) makes our case inter-
esting. There are cases with coronary anomaly and vasospasm in literature but SCA anomaly with
spontaneous resolving vasospasm has not been published previously. In a patient with SCA and
significant coronary narrowing, vasospasm must be excluded before revascularization decision.

Figure 1. RAO caudal angulation. RCA originates
from the midportion of LAD (RAO: Right ante-
rior oblique).

Figure 2. RAO cranial angulation. Significant
narrowing at midportion of LCx (RAO: Right
anterior oblique).

Figure 3. Spontaneous resolution of the lesion at
midportion of LCx.

Figure 4. MSCT Image. RCA arising from the
midportion of LAD. (MSCT: Multislice computed
tomography; IMA: Intermediate artery)
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Multi-modality imaging of the giant left ventricular
pseudoaneurysm with concomitant severe ischemic mitral
regurgitation and successful surgical repair

Sol ventrikiildeki dev psédoanevrizmaya eslik eden ciddi
iskemik mitral yetersizligi olgusunun farkli modalitelerle
goriintiilenmesi ve basarii cerrahi tedavisi

Oguz Karaca, Filiz Kizilirmak, Mehmet Onur Omaygeng, Ekrem Guler, Murat Biteker,
Ayhan Olcay, Erkam Olgun, irfan Barutcu, Fethi Kilicaslan, Arda Ozyiiksel, Emir Cantiirk,
Halil Tiirkoglu, Muhsin Tiirkmen

Medipol University Hospital, Cardiology Clinic, Istanbul

A 58-year-old male presented with NYHA class III exertional dyspnea. He had a past history
of inferior myocardial infarction 6 months ago. He was treated with primary PCI for RCA and
unsuccessful intervention for the total occlusion at mid Cx. There were pathological Q waves
on the ECG. Transthoracic echocardiography revealed an ejection fraction of 30% with posteri-
orly egzantric severe ischemic mitral regurgitation and a giant left ventricular pseudoaneurysm
localized at the inferior-posterior wall. The size of the huge pseudoaneursym was measured as
5.5x7.5 cm with a neck of 4.5 cm. Since the patient was symptomatic despite optimal anti-ischemic
and heart failure treatment, surgical repair was planned. Pre-operative coronary angiography re-
vealed patent stent on RCA, mid-Cx total occlusion and non-critical plaques on LAD. There was
a huge pseudoaneurysmal sac on the inferior wall concomitant with severe mitral regurgitation
on left ventriculography. Real time 3 dimensional transesophageal echocardiography and cardiac
MRI were performed preoperatively in order to further investigate the borders and the size of the
pseudoaneursym, mitral valve anatomy and the mechanism of the regurgitation to give accurate
information to the cardiovascular surgeons about the anatomy. Left ventricular aneurysmectomy,
ventricular reconstruction and mitral ring annuloplasty operation was performed. The patient had
an uneventful recovery during the post-operative period and discharged on the first week. He was
asymptomatic on the control visit at the first month. 3 dimensional transthoracic echocardiography
revealed successful LV reconstruction with Dacron greft and significantly reduced left ventricular
cavity size with a global EF of 40%. There was an annular ring on the mitral position with no
mitral regurgitation.

58 yaginda erkek hasta NYHA smif III nefes darlig: sikayeti ile bagvurdu. 6 ay dncesinde inferior
MI sonras1t RCA’ya primer stent ve Cx mid %100 lezyona basarisiz girisim Sykiisii mevcuttu.
EKG’sinde inferior derivasyonlarda Q dalgalari tespit edildi. Transtorasik ekokardiyografide
EF%30, posterior egzantrik ciddi mitral yetersizligi ve sol ventrikiil posterior-inferior duvarmdan
apekse uzanan boynu 4.5 cm, boyutlari 5.5x7.5 cm olan dev psddoanevrizma tespit edildi. Optimal
anti-iskemik ve kalp yetersizligi tedavisi altinda semptomatik olan hastaya cerrahi onarim planlan-
di. Pre-op koroner anjiyografide RCA stenti agik, Cx mid %100 ve LAD’de non-kritik plaklar sap-
tand1. Ventrikiilografide inferiorda dev psddoanevrizma kesesi ve ciddi mitral yetersizligi izlendi.
Cerrahi onarim &ncesi anatomiye daha hakim olmak ve kardiyovaskiiler cerrahiye daha dogru bilgi
vermek amaciyla yapilan gercek zamanl 3 boyutlu transozafageal ekokardiyografi ve kardiyak
MR inceleme ile anevrizma kesesinin sinirlari, boyutlari, mitral kapak anatomisi ve mitral yeter-
sizlik mekanizmasi belirlendi. Intra-operatif TEE esliginde anevrizmektomi, ventrikiiler rekons-
truksiyon ve mitral ring annuloplasti ameliyati uygulandi. Hasta post-operatif dénemi problemsiz
olarak gegirdi ve 1 hafta i¢inde taburcu edildi. 1 ay sonra yapilan kontrolde hasta asemptomatikti.
Yapilan 3 boyutlu ekokardiyografide sol ventrikiil boyutlari kii¢iilmiis olup Dacron greft ile basarili
ventrikiiler rekonstruksiyon ve global EF%40 saptandi. Mitral kapakta annuler ring mevcut olup
mitral yetersizligi saptanmadi.

3D TEE. Cardiac MR.
Floro. Intra-op.
Post-op 3D TTE. TTE.
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Isolated interrupted aortic arch in adulthood: a case report
Eriskinlikte izole aortik ark interrupsiyonu: Olgu sunumu
ibrahim Renciizogullar1', Ismail Turkay Ozcan?, Abdullah Cirit?, Selcuk Ayhan®

'Division of Cardiology, Mugla Sitki Kocman University Education and Research Hospital, Mugla
’Division of Cardiology, Department of Medicine, Mersin University School of Medicine, Mersin

Introduction: Interrupted aortic arch (IAA) is a rare congenital malformation that occurs in 3 per
million live births. This anomaly is defined as a loss of luminal continuity between the ascending
and descending portions of the aorta. Prognosis of this anomaly depends on the associated congeni-
tal anomalies and it has very poor prognosis unless surgical treatment.

Case Report: A 56-year-old man presented at our hospital because of dyspnea and chest pain.
He had a history of hypertension. Also two years ago he had a hemorrhagic stroke but he had no
limitations. On physical examination, peripheral pulses were palpable over the carotid arteries and
in the upper limbs. Bounding pulses in the neck were also detected. The blood pressure was 135/70
mmHg in the right arm and 95/60 mmHg in the left arm. Lowerlimb pulses were not palpable.
Chest X-ray showed increased vascularity and cardiomegaly. Transthoracic echocardiography
showed concentric hypertrophy and moderate aortic regurgitation. Through cardiac catheterization
guide wire did not go beyond the proximal part of descending aorta. Aortography via femoral ar-
tery showed a complete interruption of the aortic arch just distal to the origin of the left subclavian
artery (Fig. la). We pushed pigtail distal to the subclavian artery via right brachial artery and we
could clearly demonstrate interruption and collaterals (Fig. 1b). Computed tomography angiog-
raphy revealed severe hypoplasia of the transverse aortic arch proximal to the origin of the left
subclavian artery (Fig. 1¢-d). Both common carotid arteries were dilated. The descending thoracic
aorta was supplied by extensive collateral vessels from the vertebrobasilar system down to the pos-
terior chest wall and the spine (Fig. 1 e-f). In accordance with the results of cardiac catheterization,
retrograde flow could be seen in the proximal left subclavian artery and the left vertebral artery.
A singlestage extra-anatomic repair was performed by placing a 16-mm Dacron graft between the
ascending and descending portions of the thoracic aorta. The patient recovered uneventfully and
was doing well at his 1st month visit.

Discussion: Several methods can be used for the diagnosis of IAA. Two-dimensional echocar-
diography plays an important role in the delineation of TAA. This technique is also necessary
for ruling out associated intracardiac anomalies that were not detailed at cardiac catheterization.
Cardiac catheterization is usually necessary for definitive anatomical evaluation in patients with
TAA. Treatment of the IAA is definitely surgical correction. IAA is rarely encountered in an adult
patient and the malformation may be repaired in a singlestage procedure by means of extra ana-
tomic approach with a low risk of morbidity and mortality. In conclusion, interrupted aortic arch is
rarely encountered in an adult patient. When it does occur, the malformation may be repaired in a
single-stage procedure with a low risk of morbidity and mortality.

Figure 1
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Chronic papillary muscle rupture: 14 years survival without
surgical treatment

Kronik papiller kas riiptiirii: Cerrahi tedavi olmaksizin
14 yillik sagkalim

Selcen Yakar Tuluce', Cahide Soydas Cinar?, Kamil Tuluce?, Alper Yuksel*,
Oguz Yavuzgil?, Cemil Gurgun®

Izmir Ataturk Research and Training Hospital, Department of Cardiology, Izmir
’Ege University Medicine Faculty, Department of Cardiology, Izmir

‘Karsiyaka State Hospital, Department of Cardiology, Izmir

Kent Hospital, Department of Radiology, Izmir

A 68-year-old woman complained of chest pain and diagnosed with myocardial infarction in 1997.
Transthoracic echocardiography (TTE) visualised a cardiac mass with systolic left ventricular
dysfunction. Transesophageal echocardiography recordings in 1997 showed a 1.91 x 2.4 cm echo-
dense multilobular mass (arrow) attached to the mitral valve (Figure 1A). Coronary angiogram re-
vealed multivessel coronary artery disease. She refused surgery. She presented with severe dyspnea
in 2006. Physical examination revealed a 3/6 systolic murmur best heard at the apex. Bibasillary
rales and bilateral mild pretibial edema were detected. Electrocardiogram displayed sinus rhythm
with a left bundle branch block. For further evaluation of the mass, she was investigated by true-
FISP sequence cardiac magnetic resonance (MR) imaging which clearly showed rupture of the
two heads of posteromedial papillary muscle (PM) (Figure 1B, arrow) and an aneurysm formation
(asterisk) at the apex. She again rejected surgical treatment. In 2009 and 2010 TTE demonstrated
swinging of the ruptured PM and a moderate to severe eccentric mitral regurgitation (Figure 1C).
She died due to heart failure in 2011. Papillary muscle rupture is a rare but life-threatening com-
plication of myocardial infarction. The prognosis was poor, with 33% of patients dying immedi-
ately, 50% dying within 24 hours, and only 6% surviving longer than two months before surgery.
However, we presented a case with posteromedial PM rupture who managed to survive 14 years
without surgical treatment.

Figure 1. A: TEE imaging in 1997 showing multilobular mass attached to mitral valve B: Cardiac MR
image in 2006 showing ruptured heads of posteromedial papillary muscle C: TTE image in 2010 showing
ruptured posteromedial papillary muscle and moderate to severe mitral regurgitation.
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Acute myocarditis or Kounis Syndrome? Role of cardiac MRI and
speckle-tracking echocardiography for differential diagnosis

Akut miyokardit mi? Kounis Sendromu mu? Aywici tamida kardiyak
MR ve speckle-tracking ekokardiyografinin rolii

Oguz Karaca, Ekrem Guler, Mehmet Onur Omaygeng, Filiz Kizilirmak, Murat Biteker,
Ayhan Olcay, Erkam Olgun, irfan Barutcu, Fethi Kiligaslan, Muhsin Tiirkmen

Medipol University Hospital, Cardiology Clinic, Istanbul

Introduction: In approximately 10% of coronary angiographies performed for acute chest pain
and increased cardiac enzymes, normal coronary arteries are detected. We report 2 cases in which
differential diagnoses and diagnostic imaging modalities are discussed in such clinical conditions.
Case 1: A 39-year-old male presented with acute chest pain lasting for 1 hour. He was on amoxi-
cilin therapy because of pharyngitis for 1 week. On the ECG, there were ST elevations at the
inferolateral leads. Coronary angiography revealed non-critical plaques without ant thrombotic
occlusion. On transthoracic echocardiography (TTE), there was hypokinesis at the posterolateral
walls with an EF of 45%. Troponin I value was 3.95 ng/mL (N: <0.01) on admission and rised
to a peak value of 20.44 ng/mL. Acute myocarditis and Kounis Syndrome (allergic myocardial
infarction) due to amoxicilin were considered as differential diagnoses. Left ventricular (LV) strain
analysis with 2 dimensional speckle-tracking echocardiography (2D-STE) showed reduced LV
global longitudinal strain (GLS) values and regional analysis revealed reduced local strain values
at the apical, anterolateral and posterolateral walls incompatible with any coronary artery area.
Cardiac MRI showed anterolateral and posterolateral hypokinesis and edema with late Gadolinium
enhancement at the subepicardial regions. Heterogeneous and subepicardial involvement of the
myocardium excluded Kounis Syndrome while supporting acute myocarditis. On routine heart
failure therapy, the patient was discharged after 5 days without any complications. 1 month later he
was asymptomatic and LV functions were normal.

Case 2: A 29-year-old male with chest pain lasting for 1 week presented with diffuse (D1-D2-aVL-
V4-5-6) ST elevations >1 mm on the ECG. He was on sefuroxim therapy because of tonsillitis
for 10 days. Troponin I was >25 ng/mL on admission. Coronary angiography revealed normal
coronary arteries. On TTE, EF was 40% with hypokinesis of the anterior and lateral walls. Acute
myocarditis and Kounis Syndrome (allergic myocardial infarction) due to sefuroxim were con-
sidered as differential diagnoses. 2D-STE showed reduced LV-GLS values and regional analysis
revealed reduced local strain values at the apical, anterior and inferoseptal walls. Cardiac MRI
showed anterolateral and inferior hypokinesis and edema with late Gadolinium enhancement at the
subepicardial regions. These findings supported the diagnosis of acute myocarditis and excluded
Kounis Syndrome. The patient was discharged after 1 week without any complications on routine
heart failure therapy. 3 months later he was asymptomatic and LV functions were normal.
Conclusion: Acute myocarditis and Kounis Syndrome should always be remembered in cases pre-
senting with acute chest pain and increased cardiac enzymes with normal coronary arteries. STE
and cardiac MRI are important imaging modalities for differential diagnosis.
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Girig: Akut gogiis agrisi ve kardiyak enzim yiiksekligi ile koroner anjiyografi yapilan hastalarin
yaklasik %10’unda koroner arterler normal saptanmaktadir. Bu klinik tabloda diisiiniilecek ayiric
tanilar ve tamisal goriintiileme yontemleri olgu sunumu olarak irdelenmistir.

Olgu 1: 39 yasinda erkek hasta acil servise 1 saatlik gogiis agrisi ile bagvurdu. Hastanin 1 haftadir
USYE tablosunda oldugu amoksisilin kullanmakta oldugu 6grenildi. EKG’sinde inferolateral de-
rivasyonlarda I mm ST elevasyonu saptandi. STEMI 6n tanist ile yapilan koroner anjiyografide ko-
roner arterlerde plaklar mevcut olup trombotik lezyon saptanmad: ve medikal izlem karari alind1.
Transtorasik ekokardiyografide EF%45 ve posterolateral hipokinezi saptandi. Bagvuruda bakilan
Troponin I: 3.95 ng/mL (N: <0.01) olup takiplerinde maksimum 20.44 ng/mL degerlerine yiikseldi.
Hastada ayirict tanida akut miyokardit ile USYE nedeniyle kullandig1 antibiyotik ile tetiklenen
allerjik miyokard enfarktiisii (Kounis Sendromu) tanilar1 diisiiniildii. 2 boyutlu speckle-tracking
yontemi (2D-STE) ile yapilan strain analizinde sol ventrikiil global longitudinal strain (LV-GLS)
degerinin azalmis oldugu ve bolgesel analizde koroner arter trasesine uymayacak sekilde apekste,
posterolateral ve anterolateral duvarlarda strain degerlerinin azaldig1 gozlendi. Kardiyak MR ince-
lemesinde anterolateral ve posterolateral duvarlarda hipokinezi ile birlikte 6dem ve subepikardiyal
bolgede ge¢ Gadolinyum tutulumu tespit edildi. Miyokardin heterojen ve subepikardiyal tutulumu
ile hastada Kounis Sendromu diglandi ve akut miyokardit tanist konuldu. Hasta destek tedavisi ile 5
giin i¢inde problemsiz taburcu edildi. 1 ay sonraki kontroliinde asemptomatik ve LV fonksiyonlar:
normaldi.

Olgu 2: 29 yasinda erkek hasta 1 haftadir devam eden gogiis agrist ile bagvurdu. Oykiisiinde 10
giin once bogaz enfeksiyonu nedeniyle sefuroksim baslandigi 6grenildi. EKG’sinde D1-D2-aVL-
V4-5-6 derivasyonlarinda 1 mm ST elevasyonu saptandi. Troponin I degeri > 25 ng/mL saptandi.
Koroner anjiyografisi yapildi ve normal koroner arterler tespit edilerek medikal izlem karari alindi.
TTE’de EF%40 olup anterior ve lateral hipokinezi saptandi. Hastada 6n tani olarak akut miyokar-
dit ve sefuroksim ile tetiklenen Kounis Sendromu diisiiniildii. Yapilan 2D-STE incelemede LV-
GLS degerinin azalmis oldugu ve bélgesel analizde apekste, anteriorda ve inferoseptal duvarda
bolgesel strain degerlerinde azalma tespit edildi. Kardiyak MR incelemesinde anterolateral ve in-
ferior duvarlarda hipokinezi ve 6dem ile subepikardiyal ge¢ kontrast tutulumu tespit edildi. Mevcut
bulgularla akut miyokardit tanis1 kesinlestirildi. Kalp yetersizligi tedavisi ile hasta 1 hafta sonra
taburcu edildi. 3. ay kontroliinde asemptomatik ve LV fonksiyonlar: normaldi.

Sonug: Akut gogiis agrisi ve enzim yiiksekligi olup normal koronerler saptanan hastalarda Kounis
Sendromu ve miyokardit unutulmamalidir. Sunulan olgular ayirici tanida ilk kez STE ve kardiyak
MR’1n kullanilmasi agisindan nemlidir.

Case 1 angiography

Case 1 ECG

Case 1 ECHO / strain Case 1 MRI

Case 2 angiography

Case 2 ECG
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Multiple cardiovascular involvement of Behcet’s disease; a rare
presentation of behcet’s disease with bilateral venous, right ventricle
and pulmonary artery thrombosis without pulmonary embolism

Behget hastaliginda ¢oklu kardiyak tutulum; Behget hastaliginin
pulmoner emboli olmaksizin bilateral venoz, sag ventrikiil ve
pulmoner arer trombozu ile nadir prezentasyonu

Hakan Ozkan', Tekin Yildiz?, Nurullah Dogan®, Ahmet Seckin Cetinkaya', Tahsin Bozat'
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Introduction: Behcet’s disease (BD) is a chronic, relapsing multisystem autoinflammatory disease.
Recurrent oral and/or genital aphthosis, mucocutaneous lesions, central nervous system manifesta-
tion, and ocular, vascular, articular, gastrointestinal, and inflammatory eye lesions are typical involve-
ment for diagnosis.It has been increasingly recognized that cardiac involvement and arterial com-
plications are important part of BD. Pericarditis, myocardial (diastolic and/or systolic dysfunction),
valvular and coronary (thrombosis, aneurysms, rupture) involvement, intracardiac thrombi (predomi-
nantly right-sided) are the most frequent cardiac manifestations. Deep vein thrombosis of the lower
extremities is the most frequent site for thrombosis in BD without pulmonary embolism. Treatment
of cardiovascular involvement in BD is largely empirical and aimed at suppression of vasculitis.
Case Presentation: A 37-year-old man presented with a 3-month history of intermittan leg pain
on walking and dyspnea with back pain. He had diagnosis of BD. He discontinued cholcicine
therapy for two years. He had a history of deep venous thrombosis 4 years ago. On his initial
evaluation, the examination findings were as follows: blood pressure was 110/70 mmHg, pulse 76
beats/min,respiratory rate 14,02 saturation97%. Chest auscultation revealed bibasilar diminished
respiratory sounds with rhonci. On cardiac examination, no murmur was audible. An echocar-
diogram showed normal left and right ventricle cavity size with ejection fraction of 72%. A sus-
pected thrombus image located at the right ventricle outflow tract(RVOT)(Figure 1). Therefore,
transesophageal echocardiogram(TEE) performed. TEE revelead 11x21 mm thrombus attached
on the RVOT(Figure 2). Bilateral venous Doppler ultrasonography and venography revelaed deep
vein thrombi with significant collaterals. Computerized tomography demonstrated pulmonary
infarct with entire thrombus through the right pulmonary artery tree(figure 3) with intracardiac
thrombus(figure 4,5). The presence of chronic deep vein thrombi, the characteristics and localiza-
tion of intracardiac and pulmonary artery thrombus were typical findings of BD. Pulmonary em-
bolism was the most important disease for differential diagnosis. Normal size of right ventricular
cavity with normal pulmonary artery pressure, slowly progression history, development of venous
collaterals, attachment of a large thrombi at the RVOT, characteristics of thrombus through the en-
tire pulmonary artery tree with normal oxygen saturation and history of BD exculeded pulmonary
embolism. The case was interesting with multiple cardiovascular involvement of BD. Immuno-
suppressive and oral steroid therapy with 300 mg aspirin daily started.

Discussion: Cardiovascular manifestations may coincide in one patient. Cardiovascular involve-
ment is among the most life-threatening complications in BD. Therefore, cardiologists should keep
in mind potential threats of cardiovascular involvement in BD.

Figure 1. Transthoracic echocardiogram with para- Figure 2. Transesophageal echocardiography dem-

sternal short axis view, arrow indicates suspected onstrating a thrombus attached at the right ventricu-

mass at right ventricular outflow. lar outflow tract RV: right ventricle, PA: pulmonary
artery.

Figure 3. Pulmonary artery Figure 4. Multislice computer- Figure 5. Computerized tomography
thrombosis ~ with pulmonary ized tomograhy demonstrating indicates filling defect localized in the
infarct, a reconstructed image a thrombus attached at the right right ventricle.

from multislice computerized ventricular outflow tract.

tomography.
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Cauliflower shaped membranous ventricular septal aneurysm,
Chiari’s network, prominent eustachian valve and patent foramen
ovale: a case report

Karnabahar sekilli membranéz ventrikiiler septal anevrizma,
Chiari agi, belirgn eustachian kapakgik ve patetnt foramen ovale:
Olgu sunumu

Mutlu Cagan Sumerkan, Turgun Hamit, Ahmet Gurdal, Fusun Helvaci
Department of Cardiology, Sisli Hamidiye Etfal Education and Research Hospital, Istanbul

Introduction: Ventricular septal aneurysm (VSA) is an extremely rare abnormality of the heart
and usually detected incidentally. VSA occurs with the spontaneous closure of a small membranous
ventricular septal defect in childhood. The clinical presentation can range from endocarditis, left
or right ventricular outflow tract obstruction, coronary compression, systemic embolism, cardiac
arrhythmias, aortic insufficiency and even right-to-left shunts induced by cardiac rupture. Despite
some publications showed VSA, very few of them had cauliflower like shape and associated with
other cardiac abnormalities. Herein, we present a case of cauliflower shaped perimembranous ven-
tricular septal aneurysm with patent foramen ovale, Chiari’s network and prominent eustachian
valve, which is incidentally detected by echocardiography.

Case Details: A 41-year-old Caucasian female admitted to the emergency service with syncope
after carried of heavy load. She did not have cardiovascular or systemic disease. However, she
smoked 1/3 pack/day for 24 years. Physical examination, blood biochemistry values and cardiac
markers were normal. Her blood pressure on admission was 110/70 mmHg. Electrocardiography
showed 67 beats/minute, normal sinus rhythm with incomplete right bundle branch block. Echo-
cardiography was performed for further evaluation. Transthoracic echocardiography showed; elon-
gated and flail mitral chordae, mitral valve prolapse, mild mitral regurgitation, Chiari’s network,
prominent eustachian valve, normal systolic function and an abnormal sac structure extending into
the right ventricle under the aortic annulus (Figure 1B, C, 2A). Addition to these, transesopha-
geal echocardiography showed atrial septal aneurysm and patent foramen ovale (Figure 2B, C).
A subsequent 128-slice multidetector cardiac computed tomography showed a cauliflower shaped
membranous interventricular aneurysm under the right-coroner sinus of the aortic annulus, which
is bulging to the right ventricle (Figure 1A). On rhythm holter monitoring normal sinus rhythm
with sporadic premature atrial and ventricular complexes was seen. In our case, aneurysm is not
associated with complications, the patient is asymptomatic, and aneurysm growth is not very im-
portant. Hereby conservative approach adopted, with a close surveillance.

Conclusion: Identification of an interventricular aneurysm with imaging modalities is important.
If this kind of malformation was bypassed, may lead to serious health problems or mortality. Es-
pecially it shall be kept in mind in cases with abnormal structure neighborhood to the aortic valve.

Figure 1. Perimembranous ventricular septal aneurysm. (A) A still frame of a partial sagittal image of
cardiac computed tomography shows cauliflower shaped membranous ventricular septal aneurysm with
moderate contrast. It has originated just beneath the right coronary sinus of valsalva and protruding into the
right ventricle. The ascending aorta and ventricular septal aneurysm are opacified with iodinated contrast
medium (white arrow). (B) Partial two chamber parasternal view of transthoracic echocardiography shows
a fibrotic, non-contractile right ventricle lobulated, space-occupying structure under aortic annulus (white
arrow). (C) Apical four chamber echocardiographic view depicting a prominent eustachian valve (black ar-
row). Ao= Ascending aorta; LA= Left atrium; LV= Left ventricle; RA= Right atrium; RV= Right ventricle.

Figure 2. Perimembranous ventricular septal aneurysm. (A) Apical four chamber echocardiography shows
a Chiari’s network (white arrow). (B) The transesophageal echocardiography imaging shows the passage of
flow through patent foramen ovale from right atrium to the left atrium (white arrow). Right atrium is filled
with contrast agent (agitated saline). (C) Midesophageal echocardiographic examination shows the bulging
of the interatrial septum to the left atrium which indicates atrial septal aneurysm (white arrow). LA= Left
atrium; LV= Left ventricle; RA= Right atrium; RV= Right ventricle.
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Intracardiac extension of intravenous leiomyoma originated
from uterine

Uterustan kaynaklanan intravenoz leiyomiyomun kardiyak uzanimi
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Introduction: Intravenous leiomyoma is a benign neoplasm of smooth muscle cell of the uterine,
which characterized without invasion of surrounding tissues. However, it can be characterized by
a proliferation in the pelvic veins and the inferior vena cava. Up to now, 300 cases of intravenous
leiomyoma have been reported in literature, and only 100 of these cases showed intracardiac exten-
sion. We herein present a case of intravenous leiomyoma originated from the uterine and extended
through the inferior vena cava into the right atrium.

Case report: Oral warfarin treatment had initiated 9 months ago in a 49-year-old female patient
because of intravenous thrombus originated from right internal iliac vein and extended into the
inferior vena cava in another institute. The patient was admitted to our institute for the continuation
of the existing complaints. A computed tomography angiography was performed and revealed an
intraluminal-filling defect starting from the right internal iliac vein and extending into the inferior
vena cava, including the right renal vein. Also, there was mass located in the right paraovarian area,
and boundaries were not clearly distinguished from the uterine. Transthoracic and transesophageal
echocardiography revealed a large mass in the right atrium and the para-cardiac portion of the
inferior vena cava. The patient was referred to cardiac surgery after consulted with the obstetric
and gynecology consultant.

Discussion: Because of the rarity and unusual growth potential of the intravenous leiomyoma,
imaging techniques are more important to determine the accurate placement of the tumor clearly,
Therefore, as much as possible imaging techniques such as computed tomography angiography,
venography, echocardiography and magnetic resonance imaging should be used in order to prevent
delay in correct diagnosis. After the determination of the complete and accurate placement of the
tumor, the patient’s complaints should be the priority and surgical planning should be performed
without any delay.

Figure 1. (A) CT scan of the thorax shows the intracardiac extension of the intravenous leiomyoma. (B) CT
scan of the thorax shows the intracardiac extension of the intravenous leiomyoma.

Figure 2. (A) 2D and 3D TEE images show the intracardiac extension of the intravenous leiomyoma. (B)
2D and 3D TEE images show the intracardiac extension of the intravenous leiomyoma.
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A serpentine free-floating right atrial thrombus which elongate
from right ventricle to vena cava inferior

Sag ventrikiilden vena kava inferiyora uzanan yilan bicimli
serbest yiizen sag atriyal trombiis

Adnan Kaya, Elif Tjlal Cekirdekei, Servet Altay, Aycan Zencirci, Mehmet Eren

Dr: Siyami Ersek Thoracic and Cardiovascular Surgery Training and Research Center,
Department of Cardiology, Istanbul

Free-Floating thrombi in the right cardiac chambers is rare, being found almost exclusively in
patients with suspected or confirmed pulmonary thromboembolism. Floating Right Heart Throm-
bus (FRHTh) which is classified into two groups according to their origin, type A orginates from
deep peripheral veins while type B orginates from intracardiac, can be defined as free moving
mobile masses inside the right heart, and not attached to an intracardiac structure. FRHThs are well
diagnosed by transthoracic echocardiograpy(TTE) in patients suspected to have pulmonary trom-
boembolism. Mortality rates in pulmonary thromboembolism in patients with FRHTh are more
higher than pulmonary thromboembolism alone and exceeds %40. Herein we present a woman
with a giant free-floating thrombi in right atrium which was complicated with massive pulmonary
embolism and right heart failure.

Case: A 75-year-old female with antecedant hypertension, diabetes mellitus (DM), obesity
(BMI>= 33) and smoking (1 pack/year) admitted to our hospital with complaints of chest pain and
dyspnea. On admission heart rate was 109/min, saturation with pulse oximetry was %75, tempera-
ture 37.2 C and systolic blood pressure was at average of cardiogenic shock 85 mmHg. Sinusal
tachycardia and incomplet RBBB elektrocardiogram were existed.Chest radiogram detected noth-
ing serious while arterial blood gas showed hypoxia and hypocarbia. Transthorasic echocardiog-
raphy revealed a free floating thin fibriller mass in the right atrium which protruding to the right
ventricle through the tricuspid valve in atrial systole (Figure 1,2,3). Right ventricle was enlarged,
paradoxal septal motion was present and the systolic tricuspid pressure was 39mmHg with moder-
ate tricuspid regurgitation. After the diagnosis of FRHTh, intravenous (i.v.) dose adjusted heparin
and isotonic saline infusion were started. An immadiate cardiopulmonary bypass (CPB) was estab-
lished with bicaval drainage and ascendan aortic perfusion. Hypokinetic and dilated right ventricle
and right atrium were detected. Right atriotomy and extraction of the trombus which elongating
from right atrium to the vena cava inferior was followed by pulmonary artery incision and trombus
extraction. Weaning from CPB effort was failed and patient died. Histopatolojical examination of
the material confirmed trombus.

Conclusion: In patients with FRHTh, surgical embolectomy has own set of potential complica-
tions including genaral anesthesia, duration and inabilty to remove the coexisting pulmonary em-
bolus beyond the central pulmonary artery (6). Early administration of fibrinolitic therapy provides
resolution of thrombus in right heart, pulmonary artery and in deep lower extremities veins to-
gether. The benefit of thrombolysis is debated because of attendant risk of bleeding or stroke which
may be occured by fargmentation of thrombus and obstrucion of the pulmonary arteries leading
sudden cardiac death.

Figure 1. Transthoracic echocardiography (TTE)
reveales a free-floating right atrial (RA) thrombus
of 20 cm in length with right ventricular (RV) dila-
tation (arrow).

Figure 2. Arrow shows a free-floating thrombus
which is protruding to the right ventricle through
the tricuspid valve in atrial systole.

Figure 3. Subcostal TTE view demonstrates that
thrombus in right atrium is reaching to the inferior
vena cava.
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Surgical treatment of tetralogy of fallot with giant pulmonary
artery aneurysm in adult

Yetiskinde dev pulmoner arter anevrizmasi ile fallot tetralojisinin
cerrahi tedavisi
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Background: Tetralogy of fallot (TOF) is the most common cyanotic congenital heart
defect(CCHD) with a prevalence of 0.5 per 1000 live births,and represents approximately 9% of
all congenital heart defects.With the advent of intracardiac repair,survival of patients with TOF
into adulthood has become routine with a good long-term prognosis.Exceptional cases among TOF
are able to survive if arterial oxygen saturation is enough for life.Surgical intervention is vital in
TOF for the patient’s recovery.We report a successful surgical management of TOF with giant
pulmonary artery aneurysm.

Case: A 26 year-old male with no known history of cardiac disease presented dyspnea and cough.
Symptoms aggravated while last one mount of his life. Physical examination revealed a blood pres-
sure of 110/60 mmHg, pulse rate 110/min,and saturation in room air was 78%. The 12 lead ECG
showed sinus rythm, right bundle branch block and right ventricle hypertrophy. In family history
there were any congenital heart disease. In auscultation,the first and the second heart sounds were
revealed normal with blowing systolic murmurs (4/6) and thrill. He has clubbing and cyanosis.His
physical condition assessed as NYHA Class III. Hematocrit was 56%. In chest X-ray, coeur en sabot
(boot-shaped) configuration of the cardiac silhouette and enlargement of left pulmonary artery was
shown (Figure I). On transthoracic echocardiography (TTE) examination, the classic components
of the “tetrad” were demonstrated;a ventricular septal defect (VSD) with 27 mm diameter, right
ventricular outflow tract obstruction (RVOTO), aortic override and right ventricular hypertrophy,
consequently he was diagnosed as TOF. LVEF was 65%, ascending aort(AA) was 5cm and there
was severe tricuspid regurgitation. RV and LV pressure are equal about 120/30 mmHg.There was
no shunt. Mean gradient between RV and main PA measured 70 mmHg. Main pulmonary artery
(MPA), right and left pulmonary artery(RPA, LPA) were extremely dilated (Figure II). Right heart
angiography revealed that there were any main aortopulmonary collateral arteries. MPA pressure
was measured 21 mmHg by right catheter. CT angiography imagings also demonstrated dilated
left pulmonary artery as 12x10 mm (Figure III). In surgical treatment;pulmonary valve was seen
rudimentary. Ventriculotomy approach is preferred for VSD closure by using Dacron patch. AA
had aneurysmatic dilatation. Therefore, making a remodelling of AA was decided with aortic linear
plication and wrapping technique (Figure IV-V). Postoperatively TTE examination confirmed a
minimal pulmonary valve insufficiency and stenosis,no residual VSD with a LVEF of 65%. AA
was measured 26 mm. His physical condition appeared to be very healthy (NYHA class I-II).
Conclusion: This case has clearly uttered that for most adults with CCHD, definitive repair may
be feasible and transplantation is not the only surgical option.Patients can survive when they are
diagnosed and underwent surgery (in appropriate cases) independent of age.

Figure 1. Chest X- ray of patient. Enlargement of ~ Figure 2. MRI image of dilated left
left pulmonary artery and boot-shaped configura-  pul artery.

tion of the cardiac silhouette can be seen. (black

arrow shows dilated left pulmonary artery).

Figure 3. Computer tomography image of dilated
left pulmonary artery (Approximately 12x10 cm).

Figure 5. VSD clousure, linear
plication and wrapping of ascend-
ing aorta.

Figure 4. Openning of pulmonary
artery.
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Unbelievable result in the treatment of ischemic lesions
of Buerger’s disease

Burger hastaliginda iskemik leyonlarin tedavisinde inanilmaz sonuglar
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Surgery, Konya

Periferal occlusive arterial disease affects up 15 % of adults, unfortunately in many cases current
therapies are insufficient.

A 48-year-old gentleman who was a heavy smoker and history of hypertension presented with
severe claudication and pain in the calves, especially it was increasing with walking. He had also
ulceronecrotic areas of the first toe of right foot (figure-1). His sypmtoms first occured in early
2010. Initially the claudication was mild with no ulcers. Months later his symptoms progressed
and he admitted to state hospital and doppler ultrasound was performed. Poststenotic monophasic
flow in anterior tibial arteries (in both legs) and left dorsalis pedis, also low grade monophasic flow
patern in right dorsalis pedis artery was observed. The patient managed medically and he did not
stop smoking. Months later his sypmtoms were worsened and erectil disfunction and ulceronec-
trotic lessions occured. He admitted to state hospital again and this time coronary and peripheral
angiography was performed. In coronary angiogram there were noncritic lessions. But in periph-
eral angiogram 100% stenotic left tibialis anterior artery, %100 ocluded right tibialis anterior and
posterior arteries were documented. Amputation was offered to patient. He denied amputation
and addmited to our hospital. His labaratory tests were normal range. Ilioprost was added to his
medication. After ilioprost therapy and absolute cessation of tobacco use his claudication is pa-
tially decreased but no improvement in ulceronecrotic areas. Magnetic resonance angiography
was performed (fig-2). We decided to perform autolog stem cell therapy. For this purpose bone
marrow aspiration was performed (The harvard technique was used which approved by Turkish
Health Ministry) Autolog stem cell was injected intramuscularly to bilaterally territory of occluded
arteries,no complication was occured. After six months later he has no ulceronecrotic areas and
significantly increased pain-free walking distance. His dorsalis pedis was palpable and his systolic
arterial tension was 110 mmHg which measured from bilateral lower extremity. MR angiography
was repeated (fig-3,4), and result was unbelievable. Patients with severe chronic limb ischemia
medically or nterventional procedures can be failure. We performed stem cell therapy based on
excellent results of previous human studies. Although small numbers of patients were enrolled to
these studies, it was proved that transplantation of autolog bone marrow safely and efficacious.
This cells can induce neo-vascularization of ischemic tissues. Mechanisms of therapeutic angio-
genesis is not well understood but possible ways are direct fusion of cells and paracrine effect of
angiogenic growth factor. Despite larger prospectively randomized controlled trials are needed,
patients with sever periferic ischemic disease and who are refractory to farmaco invasive therapy
and who are the candidate for amputation, autolog stem cell may be considered.

Figure 1. Severe ulceronecrotic
areas of the first toe of right
foot.

Figure 2. Magnetic resonance
angiography before treatment
with stem cell.

Figure 4. Comparison of MRA views. Left panel shows before treat-
ment and right panel shows 6 months later.

Figure 3. Six month later. Dramatically healing in ulceronecrotic lessions.
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Systolic dysfunction and dilatation of left ventricle with apical
hypertrabeculation due to professional physical training

Profesyonel fiziksel idmana bagl apikal hipertrabekiilasyon ile
sol ventrikiil dilatasyonu ve sistolik islev bozuklugu

Mustafa Aparci', Murat Yalcin?, Zafer Isilak?, Cengiz Ozturk®, Zekeriya Arslan®

!Etimesgut Military Hospital, Dept. of Cardiology and Aviation Medicine, Ankara
’Haydarpasa Training Hospital, Dept. of Cardiology, Istanbul

SMevki Military Hospital, Dept. of Cardiology, Ankara

?‘Eskisehir Military Hospital, Dept. of Cardiology and Aviation Medicine, Eskisehir

Myocardial non-compaction which is characterized with hypertrabeculation and thickening of
myocardium with varying degree at various segments of left ventricle (LV). It was proposed that
those trabeculated and spongiouse tissue was remnant of a fetal intracardiac tissue which could
not be regressed through the growth. It is also claimed those subjects with latter issue are of the
potential for development of dilated cardiomyopathy. Professionally participation to strenuous and
continuous physical training may promote the process. We presented a young subject with who had
apical myocardial hypertrabeculation and had suffered LV dilatation following a training period.
He presented with effort dyspnea just initiated a few day ago. He had been performed physical and
echocardiographic examination through a pre-participation screening test procedure as a prereq-
uisite for professional physical training program two weeks ago. From the recordings, we learned
that diastolic and systolic internal diameters and ejection fraction of LV had been measured as
62%, 56 and 32 mm, respectively. Only a myocardial trabeculation on apical segments of poste-
rior and lateral walls was reported. Since the subject was asymptomatic and apparently healthy
he was qualified eligible for professional training. When we evaluated by echocardiography we
observed that diastolic and systolic diameters of LV were increased and reached to 59 and 43 mm
respectively and ejection fraction reduced to 51% (Figure 1). When we evaluated the trabeculated
segments of myocardium of LV were remarkable with a thickness of 23 mm and 21 mm at posterior
and lateral walls. Ratio of compacted to noncompacted myocardium was about 1, 8 at apical seg-
ments. That trabeculated myocardium is a volume-depleting mass within the chamber of LV lead-
ing not only an ineffective systolic volume but also an ineffective diastolic filling. Force-frequency
relationship which is associated with increase in contractile force and amplitudes of Ca transients
is the main determinant of cardiac contractile reserve. Thus ineffective systolic volume may lead
cardiac contractile dysfunction by depletion of contractile force due to prolonged tachycardia and
prolonged history of professionally sporting. This proposed mechanism may potentially ensue with
the dilatation and adverse remodeling of left and also probably of right ventricle as well as seen in
tachycardia induced cardiomyopathy. Cases with dilated cardiomyopathy with remarkably hyper-
trabeculation of LV were reported with an increasing number. This subject may be a demonstrative
for LV enlargement and systolic dysfunction due to myocardial non-compaction induced by profes-
sionally physical training program even after a short period of two weeks. It will be a rationale for
why those subjects should be refrained from professional sports and trainings.

Figure 2. Apical segments of Left ventricle A.at Dias-
tole and B.at Systole.

Figure 1. Enlargement of left ventricle with re-
duced systolic function.
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Constrictive pericarditis in a young patient with very thick
pericardium initially diagnosed as cirrhosis

Geng bir hastada ilk olarak siroz olarak tani almig ¢ok kalin perikard
ile konstriktif perikardit

Erdal Durmus, Murat Sunbul, Tarik Kivrak, Ibrahim Sari, Bulent Mutlu
Marmara University Faculty of Medicine, Department of Cardiology, Istanbul

A 21 years-old male patient was sent to our hospital from Afghanistan for liver transplantation
due to cirrhosis. On admimmission, his complaints were fatique, dyspnea, pretibial edema and
abdominal distension which started two years ago and progressively increased over the last two
months. He had no any other known disease history. Physical examination revealed hepatomegaly,
massive abdominal ascites, bilateral pretibial edema, jugular venous distention, blood pressure of
114/64 mmhg and heart rate of 78/min. Rest of the physical examination were within normal limits.
Electrocardiography revealed sinus rhythm, low QRS amplitudes in all leads and T wave inver-
sion in inferior derivations with a heart rate of 86/min. Hepatobiliary ultrasonography, hepatitis
serology, autoimmune markers and routine biochemistry were not consistent with liver cirrhosis.
He was then referred to our cardiology department to investigate any potential cause to explain his
condition. We performed transthoracic echocardiography which revealed normal left ventricular
systolic and diastolic function, septal bounce with inspiration, respiratory variance of mitral in-
flow velocities, thickened pericardium (Figure 1A) and pericardial effusion in the posterior area.
Respiratory variability of inferior vena cava diameter was less than 50%. After echocardiographic
examination, our pre-diagnosis was CP. To confirm the diagnosis, we performed left and right
heart catheterization. Simultaneous right and left ventricular end diastolic pressures were equalized
and increased, and also respiratory ventricular interdependence (Figure 1B) was observed in heart
catheterization. After the echocardiography and catheterization, most probable diagnosis was CP.
Before surgery to evaluate the pericardial anatomy and calcification, thorax computed tomography
(CT) was performed. In thorax CT, visceral and parietal pericardial thickening and localized calci-
fication was detected (Figure 2A). Globalized marked thickening of visceral and parietal pericar-
dium approximately 12 mm were observed after the total pericardioectomy operation (Figure 2B).
Investigations to reveal the possible cause of CP including mycobacterium culture, sputum acid
fast bacilli, connective tissue disease test, HIV antibody were negative. Pericardial tissue culture
was negative for mycobacterium tuberculosis. The patient had no history of cardiac surgery and
radiation exposure. After surgery, he recovered quickly and jugular venous distention, pretibial
edema and abdominal distension disappeared. Constrictive pericarditis (CP) is a disease of pericar-
dium that restricts filling of the heart. Patients with CP generally admit to hospitals with exertional
dyspnea, pretibial edema and abdominal ascites and it is sometimes mistakenly diagnosed as liver
or renal disease. In the present paper, we describe a case of CP with a pericardial thickness of 12
mm who was initially diagnosed as cirrhosis.

Figure 1. A) Thickened pericardium with a diameter of 12 mm, B) Respi-
ratory ventricular interdependence of right (red line) and left (blue line)
ventricle.

Figure 2. A) Visceral and parietal pericardial thickening and localized calcification, B) Surgery specimen,
total diameter of pericardium was approximately 12 mm.

Tiirk Kardiyol Dern Ars 2013, Suppl. 2

PO-023

Relation of angiographic thrombus burden with
electrocardiographic grade-III ischemia in patients with
ST-elevation myocardial infarction

ST segment yiikselmeli miyokard enfarktiisii hastalarinda anjiyografik
trombiis yayginliginin elektrokardiyografik evre I11 iskemi ile iliskisi

Mustafa Kurt, Mehmet Fatih Karakas, Eyup Buyukkaya, Adnan Burak Akgay, Nihat Sen
Mustafa Kemal University Medical School, Department of Cardiology, Hatay

Background: We aimed to investigate the association between electrocardiographic grade III isch-
emia and angiographic thrombus burden in patients with acute ST segment elevation myocardial
infarction (STEMI) who underwent primary percutaneous intervention (pPCI).

Methods: The study population consisted of 307 STEMI patients. Baseline electrocardiograms of
the patients were analyzed for grade III ischemia, angiographic thrombus burden was assessed by
Thrombolysis in Myocardial Infarction (TIMI) thrombus classification.

Results: One hundred and eight (35%) patients had low thrombus burden whereas 199 (65%)
patients had high thrombus burden. Grade-III ischemia was more prevalent in patients with high
thrombus burden (25.1% vs 11.1%, p=0.004). Only Grade-III ischemia (OR: 2.59, 95% CI 1.24
— 5.39, p=0.011) and history of coronary artery disease (CAD) were found to be independent
predictors of high thrombus burden.

Conclusion: Grade-III ischemia on electrocardiography and previous history of CAD were in-
dependent predictors of coronary thrombus burden in STEMI patients who underwent primary
percutaneous intervention.

Grade-III ischemia according to TIMI thrombus burden groups

PO-024

Relation of red cell distribution width with CHA2DS2-VASe¢
score in patients with non-valvular atrial fibrillation

Valvuler olmayan atriyal fibrilasyon hastalarinda kirmizi hiicre
dagilim genisliginin (RDW) CHA2DS2-VASc skoru ile iliskisi

Mustafa Kurt', Ibrahim Halil Tanboga?, Eyup Buyukkaya', Mehmet Fatih Karakas',
Adnan Burak Akgay', Nihat Sen'

'Mustafa Kemal University Medical School, Department of Cardiology, Hatay
Atatiirk University Medical School, Department of Cardiology, Erzurum

Background: Red cell distribution width (RDW) has been shown to be helpful in predicting ad-
verse long-term events in patients with cardiovascular diseases. However, to date, no study has
been conducted on the relationship between RDW and thromboembolism risk in atrial fibrillation
(AF). Therefore, we aimed to investigate the relationship between RDW and CHA2DS2-VASc
score used for the evaluation of thromboembolism risk in patients with AF.

Methods: The study population consisted of 320 AF patients. We calculated CHA2DS2-VASc risk
score for each patient and baseline hemoglobin, white blood cell, RDW, mean platelet volume,
platelet counts, estimated glomerular filtration rate (eGFR), left ventricular ejection fraction (LV-
EF), left atrial volume index (LAVi) were measured.

Results: High CHA2DS2-VASc score group had higher RDW, lower LV-EF, higher LAVi and
lower eGFR values as compared with the low CHA2DS2-VASc score group. The multivariate
logistic regression analysis performed to predict high CHA2DS2-VASc scores revealed that RDW
eGFR, LV-EF and LAVi were independent predictors. The area under the ROC curve of RDW was
0.65 (0.59 — 0.71, p<0.001) to predict high CHA2DS2-VASc score.

Conclusion: Our study results indicate that RDW values are significantly correlated with
CHA2DS2-VASc score in non-anemic atrial fibrillation patients, while also being independent
predictor of high CHA2DS2-VASc score.
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A case of aortopulmonary window: asymptomatic until the
first pregnancy

Aortopulmoner pencere olgusu: Ilk gebelige kadar asemptomatik

Ayse Serra Ugar', Timur Selguk Akpmar', Samim Emet’, Zeynep Gozde Ozkan’,
Hiiseyin Oflaz?, Aytag Onciil®

!Istanbul University Medical Faculty, Department of Internal Medicine, Istanbul
2Istanbul University Medical Faculty, Department of Cardiology, Istanbul
3Istanbul University Medical Faculty, Department of Nuclear Medicine, Istanbul

Introduction: Herein we report a very rare case of a patient with unrepaired aorto-pulmonary win-
dow (APW) causing Eisenmenger syndrome and pulmonary hypertension who was asymptomatic
until her first pregnancy.

Case Presentation: A 27-year-old female admitted to the emergency unit with severe dyspnea at
the postoperative third day of the cesarean section. Physical examination on admission revealed
tachypnea, tachycardia, and loud second heart sound. In room air,she had hypoxemia (PaO2:
51mmHg) and hypocarbia (PaCO2: 28mmHg) with oxygen saturation (SaO2) of 85%. D-dimer
was 2281pg/L. Transthoracic echocardiography showed dilated right atrium and ventricle, tricus-
pid regurgitation and normal left ventricular function with ejection fraction of 62%. Pulmonary
artery pressure was 142 mmHg. Thorax computed tomography (CT) scan showed bilateral di-
lated pulmonary arteries and no sign of pulmonary thromboembolism. Oxygen and low molecular
weight heparin was promptly started. On the third day of the treatment, SaO2 was 93% in room
air. Hemoglobin was 16.2g/dl, and hematocrit was 50.5% Chest X-ray showed normal cardiotho-
racic index and bilateral dilated pulmonary arteries. No evidence of rheumatologic diseases could
be found in her medical history. Rheumatologic markers were negative except speckled positive
antinuclear antibody (ANA) with a titer of 1/160. Pulmonary perfusion scintigraphy was not di-
agnostic for pulmonary thromboembolism, but showed systemic extrapulmonary accumulation of
Tc99m-MAA in kidneys, spleen and cranium which indicates right to left shunt (Figure 1). Right
heart catheterization and aortic root injection showed a large APW and Eisenmenger syndrome
with severe pulmonary hypertension with a pulmonary artery pressure of 131/32/97mmHg (Figure
2,3,4). Vasoreactivity test with adenosine was negative. Because of the presence of Eisenmenger
syndrome, closure of the APW was contraindicated. Endothelin receptor antagonist and warfarin
were started. At follow-up, she was asymptomatic and SaO2 was 95% at rest, however she had
dyspnea and became desaturated at exertion.

Discussion: However our patient had an isolated APW. Patients with APW usually become symp-
tomatic in the first month of life and the signs and symptoms show progression. Echocardiography
is an important technique for the diagnosis. In the literature, APW diagnosis is usually made by
echocardiography and confirmed by catheterization (1,6). In our patient, both transthoracic and
transesophagial echocardiography could not detect APW. The diagnosis was established by right
heart catheterization and aortic root injection. The median survival of uncorrected APW is 33
years.(9) An asymptomatic adult case has not been reported in literature.

Conclusion: APW is a very rare congenital anomaly. To our knowladge, asymptomatic adult case
has not been reported until now. APW should be considered in the differential diagnosis of the
severe pulmonary hypertension also in adult patients.

Figure 1. Images of pulmonary perfusion scintigraphy. Normal uptake in lungs was observed together
with extrapulmonary uptake in cranium (a), spleen and kidneys (a,b,c) caused by systemic accumulation of
Tc99m-MAA due to right to left shunt.

Figure 2. Aortic root injections, Figure 3. Aortic root injections, Figure 4. Aortic root injections,
APW. AP AP
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Mean patelet volume is independently associated with renal
dysfunction in stable coronary artery disease

Kararli koroner arter hastalarinda ortalama trombosit hacmi bobrek
islev bozuklugu ile bagimsiz olarak iliskilidir

Hakan Ucar, Mustafa Giir, Nermin Yildiz Koyunsever, Taner Seker, Caner Tiirkoglu,
Onur Kaypakli, Durmus Yildiray Sahin, Zafer Elbasan, Murat Cayl

Adana Numiwune Training and Research Hospital, Adana

Background: It has been suggested that athero-thrombotic risk progressively increases as the
glomerular filtration rate (GFR) declines. Mean platelet volume (MPV) is used measure of plate-
let size, and higher MPV value is independent risk factor for athero-thrombotic disease such as
myocardial infarction. We aimed to evaluate the association between estimated GFR and MPV
in patients with stable coronary artery disease showing normal to mildly impaired renal function.
Methods: A total of 471 patients (288 males and 183 females; mean age: 62.5+9.5 years) with
angiographically proven CAD were included. The patients were divided into 2 groups according
to the estimated GFR value (GFRlow group: GFR <60 mL/min per 1.73 m2 and GFRhigh group:
GFR>=60, mL/min per 1.73 m2). Estimated GFR was calculated according to Cockcroft-Gault
formula. MPV, high sensitive C-reactive protein (hsCRP) and other biochemical markers were
measured in all patients. Prevalent of CAD was determined by the SYNTAX score.

Results: Patients with GFRlow group were of older age, had higher incidence of female gender,
current smoker, diabetes, hypertension and hyperlipidemia, lower values of total cholesterol, LDL
cholesterol, hemoglobin and platelet count and higher values of BMI, SYNTAX score, hs-CRP
and MPV compared with patients with GFRhigh group. Multivariate linear regression analysis
showed that the MPV was independently related with diabetes (3=0.189, p<0.001), eGFR (B=-
0.267, p<0.001), hs-CRP level ($=0.158, p<0.001) and platelet count ($=-0.116, p=0.002).
Conclusion: MPV is independently associated with GFR as well as hsCRP, platelet count and
diabetes. These findings may explain, in part, the increase in athero-thrombotic risk in with slightly
impaired renal function.

Tiirk Kardiyol Dern Ars 2013, Suppl. 2



Genel / General

Genel / General

PO-027

Successful thrombolytic treatment of right sided massive
intracardiac thrombus and pulmonary embolism

Sag taraf intrakardiyak trombiis ve pulmoner embolinin
bagsarili trombolitik tedavisi

Taner Sen, Mehmet Ali Astarcioglu, Mehmet Yaymaci, Mesut Pinar,
Afsin Parspur, Basri Amasyali

Dumlupinar University Kutahya Celebi Education and Research Hospital, Cardiology, Kutahya

67-year-old male patient was admitted to emergency room with progressive dyspnea. Blood gas
analysis revealed hypoxia and hypocarbia. D-dimer was high. He was hemodynamically stable.
Transthoracic echocardiography showed massive right ventricular and mobile atrial thrombi and
also right sided enlargement and flattening of interventricular septum. Systolic pulmonary artery
pressure calculated as 70 mmhg (figure la and 1b). Transesophageal echocardiographic examina-
tion was performed for the detailed examination of the trombi (figure 2a and 2b). Thorax com-
puterized tomography showed thrombus in the right segmentary pulmonary arteries. Intravenous
heparin treatment was started immediately. No deep venous thrombus detected in lower extremity
venous Doppler examination. Malignancy evaluation revealed nothing. The patient consultated
with cardiovascular surgery for the removal of the massive right sided cardiac thrombus. Cardio-
vascular surgeons did not accept the operation. We decided thrombolytic treatment for this patient.
The patient and his relatives were informed about the disease and the risk of the thrombolysis.
25 mg tissue plasminogen activator (TPA) was administered within 6 hours as slow infusion in
every other day up to total 100 mg TPA. Heparin infusion was stopped during the thrombolysis
but started after the thrombolysis to decrease the bleeding complications. Transthoracic echocar-
diogarphy was repeated after every thrombolytic therapy. Progressive decrease in size of thrombus
was detected in serial echocardiographic examinations. After termination of the last dose of the
thrombolytic regimen, transesophageal echocardiography was repeated. Tranesophageal echocar-
diographic examination showed that the thrombus in right ventricular apex and mobile thrombus in
right atrium were totally disappeared. The right side of the heart became normal in size and pulmo-
nary systolic pressure decreased to 30 mmhg. The patient was discharged after coumadinization.
There is no consensus regarding the optimal treatment for patients with right sided heart thrombi.
The presence of right heart thrombus with pulmonary thromboemboli carries increased mortality
rate compared to pulmonary thromboemboli alone, but there is no optimal medical treatment for
this difficult clinical situation. Our case showed that thrombolysis with low dose infusion with
longer duration may be a treatment option for the massive right sided cardiac thrombi.

Figure 1. Transthoracic echocardiographic views show thrombus in the right ventricle and atrium. right
chambers of the heart are dilated.

Figure 2. Transesophageal echocardiographic views show thrombus in the right ventricle and right atrium.

Figure 3. After completion of thrombolytic regimen, thrombus was dissolved completely and the right
chambers of the heart decreased in size and became normal.
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Achromobacter prosthetic mitral valve infective endocarditis
Achromobacter protez mitral kapak infektif endokarditi

Arzu Er', Ali Riza Giilcan?, Mustafa Serkan Karakas®, ibrahim Basaric1*

'Ministry of Health Tokat Government Hospital, Department of Cardiology, Tokat
2Sanlwrfa Education and Resarch Hospital, Departmant of Cardiology, Sanliurfa
*Ministry of Health Nigde Government Hospital, Department of Cardiology, Nigde
YAkdeniz University School of Medicine, Department of Cardiology, Antalya

Introduction: All infections at endocardial surfaces of heart and cardiovascular system is de-
scribed as infective endocarditis (IE). Affected structures at infective endocarditis are cardiac
valves at most of the cases but congenital cardiac defects, prosthetic cardiac valves, wires of car-
diac pacemakers or vascular grafts may sometimes be infected. Achromobacter is a Gram negative,
oxidase positive, nonfermentary bacillus, with many subspecies, which is hard to isolate. A case of
let prothetic valve endocarditis where Achromobacter is responsible will be presented.

Case presentation: The patient who had mechanical valve replacement 1.5 years ago for mitral
stenosis applied with complaints of malaise, dyspnea, cough and high fever. At cardiac exami-
nation, pansystolic murmur was heard from all foci, most apparently at apex besides mechanic
valve sound. At transthorasic echocardiography (TTE) paravalvular mitral leak and an increase at
prosthetic valve gradients were found. At transoesophagial echocardiography (TOE), echodense
mass coherent with vegetation at ventricular surface of prosthetic valve and mild mitral leak due to
separation from mitral annulus were observed. Blood samples were taken for culture and empirical
antibiotic treatment was started. At laboratory evaluation, erythrocyte sedimentation rate (ESR)
(61 mm/hour) and C-reaktive protein (4.91 mg/dl) levels were high, hemoglobin level was low
(11.1 gr/dl), white cells (8300/mm3) were normal. No agent was isolated at first blood cultures. Fe-
ver was observed at the third day of empirical antibiotic treatment and Achromobacter species was
isolated at successive blood cultures for 3 days. Antibiotic treatment was switched to intravenous
meropenem with regard to the antibiogram. But despite the treatment, the patient had fever, so TOE
was repeated on the 7th day of the hospitalization. Seperation at the mitral prosthetic valve was
going on and paravalvular leak and size of the vegetation increased, so the patient underwent me-
chanical valve replacement again. Postoperative antibiotic treatment continued as before and fever
was taken under control. There was no bacterial growth at postoperative blood cultures and antibio-
therapy was completed to 6 weeks. As clinical anf laboratory findings improved and new prosthetic
valve functions were observed as normal at echocardiography, the patient was discharged.
Discussion: IE is an emergent condition caused by various microorganisms which can be fatal if
left untreated. Besides well known agents such as Stafilococci and viridans group streptococci,
there are many bacteria which rarely cause infective endocarditis such as Achromobacter sp. Con-
clusively, at patients with prosthetic material who are suspected to have infective endocarditis,
Achromobacter sp. should be kept in mind among rare microorganisms and treatment should be
started immediately.

Giris: Kalp endokardiyal yiiziiniin ve kardiyovaskiiler sistemin endotelyal yiiziiniin her tiirlii
enfeksiyonu infektif endokardit (IE) olarak tanimlanmaktadir. infektif endokarditte etkilenen
yap1 ¢ogu olguda kalp kapaklari olmakla birlikte, baz1 olgularda dogumsal kalp defektleri, pro-
tez kalp kapaklari, kalp pili kablolar1 veya damar greftleri de infekte olabilmektedir. Birgok alt-
tiiri olan gram negatif, oksidaz pozitif, nonfermenter bir basil olan Achromobacter zor lireyen
mikroorganizmalardandir. Achromobacterin sorumlu oldugu bir ge¢ protez kapak endokarditi
sunulacaktir.

Olgu: Mitral stenoz nedeniyle 1,5 y1l dnce mekanik kapak replasmani yapilmis olan hasta halsiz-
lik, nefes darhigi, oksiiriik ve ates yiiksekligi sikayetleri ile bagvuruyor. Hastanin kardiyovaskiiler
bakisinda mekanik kapak sesiyle birlikte apekste belirgin olmak iizere tiim odaklardan duyulan
pansistolik tfiirim mevcuttu. Transtorasik ekokardiyografisinde (TTE) paravalviiler mitral kagak
ve protez kapak gradyentlerinde artis saptanandi. Trans6zofageal ekokardiyografide (TOE) protez
kapak ventrikiiler yiiziinde vejetasyon ile uyumlu ekojen goriiniim ve mitral annulustan ayrismaya
bagli orta derece mitral kagak oldugu saptand1. Hastanin kan drnekleri alinarak {E tanistyla ampirik
antibiyotik tedavisine baslandi. Kan tetkiklerinde eritrosit sedimentasyon hizi (61 mm/saat) ve
C-reaktif protein (4.91 mg/dl) yiiksek, hemoglobin diisiik (11.1 gr/dl), beyaz kiire (8300/mm3)
normal olarak saptandi. ilk kan kiiltiirlerde iireme olmadi. Ampirik antibiyotik tedavisinin 3. giinii
ates yiiksekligi baglayan hastanin bu donemde 3 giin boyunca alinan ardigik kan kiiltiirlerinde
Achromobacter species tiretildi. Antibiyograminda sonucuna gore antibiyotik tedavisi intravenoz
meropenem ile degistirildi. Ancak tedaviye ragmen ates yiikseklikleri olan hastaya yatisginin 7
giiniinde TOE tekrarlandi. Mitral protez kapaktaki ayrismasi devam eden hastanin paravalviiler
kagaginda ve vejetasyon boyutunda artis saptanmasi tizerine hasta operasyona alinarak yeniden
mekanik mitral kapak replasmani uygulandi. Postoperatif antibiyotik tedavisine aynen devam edi-
len hastanin atesi kontrol altina alind1. Postoperatif alman kan kiiltiirlerinde tireme olmad: ve anti-
biyotik tedavisi 6 haftaya tamamlanan hastanin klinik ve laboratuvar bulgularmin diizelmesi, eko-
kardiyografisinde yeni protez kapak fonksiyonlarinin normal saptanmas tizerine taburcu edildi.
Tartisma: i{E ¢ok sayida farkli mikroorganizmalarin neden oldugu tedavi edilemediginde fatal
seyredebilen tibbi bir acildir. Stafilokok ve viridans grubu streptokoklar gibi bilinen bakterilerin
disinda Achromobacter sp. grubu gibi ¢ok az goriilen ve ¢ok nadiren de enfektif endokardite neden
olan bir ¢ok bakteri mevcuttur. Sonug olarak protez materyal bulunduran ve infektif endokardit
diisiiniilen hastalarda tabloya neden olan mikroorganizmalar arasinda gok nadir goriilse de Achro-
mobacter sp. grubu da akilda tutulmali ve tedavide hizli davranilmalidir.

59



Genel / General

Genel / General

PO-029

Interpretation of cardiac imaging in an adult with isolated
interrupted aortic arch

Tzole aortik ark interrupsiyonu olan bir hastadakardiyak
goriintiilemenin yorumlanmasi

Nurcan Arat Kog', Giiltekin Mehmet Ercan', Serkan Kahraman',
Mehmet Ezelsoy?, Ahmet Ozkara®

'Medical School of Istanbul Bilim University, Department of Cardiology, Istanbul
’Medical School of Istanbul Bilim University, Department of Cardiovascular Surgery, Istanbul

A 51-year-old man admitted to the hospital with complaining of chest and lower extremity pain
during exercise had no remarkable medical history. Physical examination revealed a well devel-
oped upper part of the body and weak femoral arterial pulse and arterial blood pressure was 160/90
mmHg. On cardiac auscultation, mild diastolic murmur was heard at the left parasternal border. A
12-lead electrocardiogram showed normal sinus rhythm at heart rate 72 /min. Chest radiographs re-
vealed bilateral notching of the ribs (Figure 1). Two-dimensional echocardiography showed mildly
left ventricular hypertrophy, mild aortic regurgitation and normal left ventricular systolic function
and ascending aortic dilatation with no descending aortic 2D or color flow imaging 5 cm distally
to the left subclavian artery in suprasternal view (Figure 2). Myocardial perfusion imaging showed
perfusion abnormality as left ventricular inferoseptal ischemia and cardiac angiograms showed a
type A aortic interruption and aortagraphy reveals a hypoplastic distal arch and significant col-
lateral flow from internal mammarial arteries through to the descending aorta and non significant
coronary artery stenosis (Figure 3). Additionally right coronary artery was arising anomalously
from the non coronary sinus. Contrast-enhanced computed tomography demonstrated type A inter-
rupted aorta just before sub-clavian artery (Figure 4). Surgical repairment of interrupted aortic
arch was successfully done and patient dischared from hospital one week after surgery without
complication.. Bicuspid aortic valve with interrupted aortic arch is very rarely reported in adults. A
comprehensive echocardiographic imaging including suprasternal viewing may provides a suspi-
cion of aortic interruption and computed tomography or magnetic resonance imaging can confirms
the diagnosis.

Figure 1. Chest X Ray shows the bilateral notch-
ing on the ribs.

Figure 2. Transthoracic color flow Doppler echocar-
diograpy in suprasternal view shows the interruption
of the flows in the ascending aorta with collateral ves-
sels flow.

Figure 3. Aortagraphy shows the localiza-
tion of the aortic interruption.

Figure 4. Contrast-enhanced computed tomography demon-
strated type A interrupted aorta in sequential slices (1).

Figure 5. Contrast-enhanced computed tomography
demonstrated type A interrupted aorta in sequential
slices (2).

Figure 6. Contrast-enhanced computed tomogra-
phy demonstrated type A interrupted aorta in se-
quential slices (3).
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Constrictive pericarditis related with localized annular calcified
pericardial band around the atrioventricular groove causing heart
failure and atrial fibrillation

Kalp yetmezligi ve atriyal fibrilasyona neden olan atriyoventrikuler
bileske etrafinda lokalize anniiler kalsifik perikardiyal bandla iligkili
konstriktif perikardit

Miinevver Sari', Siileyman Ercan®, Ayse Rengin Tiirkgiiler®

!Sanliurfa Birecik State Hospital, Cardiology Department, Sanliurfa
*Gaziantep University School of Medicine, Cardiology Department, Gaziantep
Sanliurfa Birecik State Hospital, Radiology Department, Sanliurfa

Introduction: Constrictive pericarditis is characterized by a fibrotic, thickened and/ or calcified
pericardium restricting the diastolic filling of the heart and leading to increase both pulmonary and
systemic venous pressure. Thus it is result in left and predominantly right heart failure. Although
constrictive pericarditis is a relatively uncommon cause of heart failure, recognition of this is im-
portant. Calcification of the pericardium is detected in up to 50 % of patients and most commonly
occurs along the inferior diaphragmatic surface of the pericardium surrounding the ventricles and
in the atrioventricular groove. The presence of pericardial calcification is associated with a higher
incidence of atrial fibrillation. Although lateral chest film, echocardiography and computed tomog-
raphy are useful in assessment of pericard, the diagnosis shoul be confirmed by cardiac catheteriza-
tion. Surgical treatment usually improves symptoms but the diagnosis is often missed.

Case Report: A 54 years old man who previously suffered progressive right heart failure of un-
known aetiology and atrial fibrillation presented with worsening exertional dyspnea, palpitation
and ankle oedema. On examination, blood pressure was 100/60 mmHg, heart sounds were ar-
rhythmic and tachycardic, ascites and ankle oedema were noted. Atrial fibrillation with high heart
rate was a finding (117 bpm) and transthoracic echocardiography revealed normal right and left
ventricle size and function, dilated left atrium and mild - moderate mitral valve regurgitation,
mild tricuspid valve regurgitation and calcification of pericard or space-occupying lesion around
the basal of the posterior wall of left ventricle and atrioventricular groove. Telecardiography and
computed tomography with contrast agent demostrated that localized annular calcification of peri-
card restricting of the heart around the basal of both ventricle and atrioventricular groove. When
symptomatic improvement with medical treatment was seen, he was referred to a tertiary centre
where he received cardiac catheterization showed the classic dip and plateau sign with equaliza-
tion of end diastolic pressures in all four cardiac chamber. Then he transferred to department of
cardiovascular surgery for pericardectomy.

Result: Although there are many causes of heart failure and atrial fibrillation, constrictive pericar-
ditis is a comparatively rare and commonly missed cause of heart failure. This case reminds us to
consider constrictive pericarditis in patients with unexplained heart failure and/ or atrial fibrillation.

Girig: Perikardin fibroz kalinlagmasi ve genelde kalsifikasyonu ile karakterize olan konstriktif
perikardit kalbin diyastolik dolusunda azalma, hem sistemik hem de pulmoner vendz basingta
artisa neden olur. Konstriktif perikardit nadir ancak 6nemli bir kalp yetmezligi nedenidir. Peri-
kardiyal kalsifikasyon hastalarin %50 kadarinda ve genellikle kalbin diyafragmatik yiizeyinde
veya atriyoventrikiiler bileske bolgesinde goriilmektedir. Perikardiyal kalsifikasyon ile atriyal
fibrilasyon gelisimi arasinda yakin bir iliski oldugu bilinmektedir. Lateral grafi, ekokardiyografi
ve bilgisayarli tomografi tanida yardimer olsa da tam kalp kateterizasyonu ile dogrulanmalidir.
Cerrahi tedavi ile semptomlarda belirgin iyilesme saglanmasina ragmen tani siklikla atlanmaktadir.
Olgu: Daha once kalp yetmezligi ve atriyal fibrilasyon nedeniyle tedavi altinda olan 54 yasinda
erkek hasta eforla nefes darligi, ¢arpinti ve bacaklarda sislik sikayeti ile bagvurdu. Fizik muay-
enede TA: 100/60 mmHg, aritmik ve tasikardik, asit ve pretibial 6dem mevcuttu. Elektrokardiyo-
grafide yiiksek ventrikiil yanitli atriyal fibrilasyon, (117/dk) olup yapilan ekokardiyografik incele-
mede sol ve sag ventrikiil sistolik fonksiyon ve boyutu normal, sol atriyum dilate, hafif-orta mitral
yetmezligi, hafif trikiispid kapak yetmezligi ve sol ventrikiil posterior duvar bazali ve atriyoven-
trikuler bileske komsulugunda, ventrikiil diyastolik dolusunu kisitlayan kalsifik perikart veya basi
yapan kitle izlenimi veren go izlendi. Telekardiyografi ve kontrasth toraks tomografisi ile
degerlendirilen hastada her iki ventrikiil bazal kesim komsulugunda sol ventrikiilii daraltan, an-
niiler yerlesimli perikardiyal kalsifikasyon dikkati ¢ekmistir. Hastanin atriyal fibrilasyon hiz kon-
trolii ve kalp yetmezligi tedavisi diizenlendikten sonra kardiyak kateterizasyon i¢in ileri merkeze
yonlendirildi. Kalp kateterizasyonunda sol ventrikiil ve sag ventrikiil diyastol sonu basinglarinin
esitlendigi ve karakteristik erken diyastolik dip ve onu takip eden plato bulgusu izlenen hasta cer-
rahi tedavi i¢in kalp damar cerrahi klinigine yonlendirilmis.

Sonug: Kalp yetmezligi ve atriyal fibrilasyonun bir¢ok nedeni vardir ancak konstriktif perikardit
nadir ve genelde tanis atlanan bir kalp yetmezligi nedenidir. Konstriktif perikardit, venoz konje-
syon ile bagvuran ve/veya atriyal fibrilasyonu olan hastalarda ayirici tanida akilda tutulmalidir.

Figure 1. (A) Calcification of
pericard, leading to a decrease
in diastolic filling, around the
basal ventricle and atrioven-
tricular groove at the parasternal
long axis view of the heart. (B)
Calcific pericard in the apical
four chamber view.

Figure 2. Calcification
of pericard on the chest
radiography.

Figure 3. (A) Calcification of pericard around
the basal ventricle and atrioventricular groove
on thorax computed tomography. (B) Local-
ized annular calcification of pericard around
the basal ventricle and atrioventricular groove
on thorax computed tomography.
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Drug-induced skin reaction
Tlag ile indiiklenen deri reaksiyonu

Sibel Akbilek, Zeynep Gunes Ozunal, Selcuk Sen, Nermin Gurel,
Aykan Canberk, Ali Yagiz Uresin

Istanbul Faculty of Medicine, Pharmacology Department, Istanbul

Ms D, a 47-year-old woman, presented to Istanbul Faculty of Medicine Rational Drug Use Hy-
pertension Policlinic with a generalized rash prominent on her arms and legs. The rush had begun
within 3 months of drug use. Arthralgia and fever was accompanied to skin lesions. Her only
prescribed medication was ramipril. She declared that she have used mixed herbal tea sold to lose
weight. Medical history included hypertension, asthma and cerebrovascular accident. The patient
is suspected to have drug induced reaction and ramipril therapy was stopped. Patient submitted to
dermatology, both oral and topical steroid is commenced. Quinin therapy is added while steroid
therapy is reduced. Complete blood count, plasma IgE levels and skin biopsy performed. Micro-
cytic anemia but not eosinophilia and elevated IgE are detected. In skin biopsy report, inflamma-
tory infiltration and granulom annulare possibility is mentioned. After discontinuation of ramipril
and start of steroid therapy the erythematous lesions had begun to heal. Rheumatology consultation
is considered. ACE inhibitors are known to induce skin rashes that mimic a broad variety of skin
diseases, and these drugs should be considered when unexplainable skin eruptions occur. Vasculitis
is one of the drug induced skin reactions that the exact mechanism is unknown; however, it appears
to be a type III hypersensitivity reaction with immune complex deposition in postcapillary blood
vessels. We can also suggest ACE inhibitors could have triggered granulom annulare. Drug in-
duced skin reactions are very difficult to distinguish from the natural occurring eruptions. Adverse
drug reactions (ADRs) are recognized as an important cause of hospital admissions. Cutaneous
drug eruptions are one of the most common types of adverse reaction to drug therapy. As with
other types of drug reaction, the pathogenesis of these eruptions may be either immunological or
non-immunological. Healthcare professionals should carefully evaluate all drug-associated rashes.
A cutaneous drug reaction should be suspected in any patient who develops a rash during a course
of drug therapy. Management points when a patient may have experienced a drug eruption;

-The medication history should be taken including proprietary names of the medicines, herbal
preperations and contrast media.

-Patient should be asked for drug sensitivity history and atopic disease as asthma or eczema.
-ADR should be reported to pharmacovigilance center.

Rational drug use is recognized to be important. Drug use should be individualized as considering
drug interactions, predisposing risk factors, pharmacogenetics for significant drugs and monitoring
adverse drug reactions.

Figure 1. Erythematous lesions on arms.

Figure 2. Erythematous lesions on legs.
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Acute massive pulmonary embolism following compression
sclerotherapy of varicose veins

Varikoz venlere kompresyon skleroterapisini takiben
akut masif pulmoner emboli

Deniz Demirci', Duygu Ersan Demirci', Erkan Koklii', Murat Esin',
Sakir Arslan', Raif Umut Ayoglu?

'Departmants of cardiology, Antalya Training and Research Hospital, Antalya
’Departmants of cardiovascular surgery, Antalya Training and Research Hospital, Antalya

Introduction: Pulmonary embolism (PE) is a blockage of the main artery of the lung or one of
its branches by a substance that has travelled from elsewhere in the body through the bloodstream
(embolism). Usually this is due to embolism of a thrombus (blood clot) from the deep veins in the
legs, a process termed venous thromboembolism. The frequency of pulmonary embolism after
sclerotherapy of varicose veins has been reported to be rare. So we described a case of acute mas-
sive pulmonary embolism (AMPE) following high ligation combined with compression sclero-
therapy of varicose veins.

Case Report: A 39- year- old woman was admitted to emergency department for two syncopal
episodes. On admission the vital signs recorded were blood pressure 90/50 mmHg, heart rate 120
beats/min, respiratory rate 24 breaths /min. Anaysis of blood gases showed marked hypoxia and
hypocapnia. Her blood test revealed high plasma D-Dimer and troponin levels. Ecocardiogram
revealed a dilated right ventricle, right heart overload, severe tricuspit regurgitation, severe pul-
monary hypertension and trombiis image in both left and right pulmonary arteries (Figure 3-4).
Computer tomography angiography of chest revealed pulmonary embolism (Figure 1-2). She was a
smoker and taking cantraceptive pills. And high ligation combined with compression sclerotherapy
was performed for her varicose veins in her left leg 2 days ago. Injections were made with 1%
aethoxyclerol. The patient was diagnosed with pulmonary embolism and underwent systematic
thrombolytic therapy with t-PA. After the thrombolytic therapy hemodynamic and ecocardiogra-
phyic findings were better. Color duplex scanning demonstrated deep venous trombosis in the calf
vein. The patient was discharged home on oral warfarin therapy.

Discussion: The most common complications of sclerotherapy occur at the site of injection. These
include hyperpigmentation, pain, and localized thrombosis On the other hand, vascular and general
complications are uncommon. Of these complications, DVT and subsequent PE are rare, but they
are potentially serious. The incidence of PE after sclerotherapy reported in the literature ranges
from 0.0002 to 0.13%. There are two main causes of DVT following compression sclerotherapy.
One of main causes that might have caused pulmonary embolism was the sclerosing solution and
the operative technique. A hypercoagulable state is another cause of DVT. Women taking contra-
ceptive pills are at risk of DVT and PE. After a diagnosis of AMPE has been established, aggres-
sive thrombolytic and anticoagulant therapy or embolectomy are mandatory. Early recognition and
investigation of tromboembolism is imperative because accurate diagnosis and early treatment
with anticoagulants and thrombolysis may be life saving for these patients.

Figure 1. Pulmonary embolism in right pulmonary ~Figure 2. Pulmonary embolism in left pulmonary
artery. artery.

Figure 3. Dilated main pulmoner artery, Thrombus in the right pulmonary
artery, Total occulsion of the left pulmonary artery.

Figure 4. In the left pannel ( Before tPA), D-shaped left ventricle due to dilated right ventricle In the right
panel ( After tPA) right ventricle’s size and shape is normal.
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A huge cardiac mass: benign or malignant? Caseous calcification of
the mitral annulus

Dev kardiyak kitle Habis mi selim mi? Mitral aniiliisiin kazeéz
kalsifikasyonu

Nihat Pekel', Mehmet Emre Ozpelit', Serkan Yakan?, Ferhat Ozyurtlu',
istemihan Tengiz', Ertugrul Ercan'

Izmir University Medical Park Hospital, Department of Cardiology, Izmir
Special Vatan Hospital, Department of Cardiology

Case: A 71 year-old female patient was admitted to our outpatient clinics with the complaint of
shortness of breath. On her echocardiographic examination an hyperechogenic oval lobulated mass
was seen sizing 39*25 millimeters located at close neighborhood of posterior mitral leaflet pro-
truding into left atrium partially (Figure la-b). On transesophagial echocardiography a vegetative
mass appearance was seen around mitral annulus propagating radially, protruding into left atrium
posteriorly (Figure 1c-d). Moderate mitral regurgitation and mild aortic regurgitation were noted.
On magnetic resonance imaging (MRI), an hypointense non-contrast dying mass which is more
appearant on series with contrast is seen sizing 40x39 millimeters located at posterolateral region
of the atrioventricular groove propagating to mitral valve (Figure 1e). On computed tomographic
examination of thorax, a high density mass lesion indicating calcification located at left atrioven-
tricular groove posterolaterally sizing 36 millimeters in diameter propagating to atrioventricular
valve is seen (Figure 1f). At 5th month control, echocardiography and MRI revealed no difference
in size and nature of the mass.

Discussion: Although mitral annulary calcification is a frequently seen echocardiographic antity
(10%), caseous calcification of the mitral annulus is an extremely rare condition. Its incidence is es-
timated 0.07% in echocardiography series. Its echocardiographic appearance is an hyperechogenic
calcified big round mass with a central echolucent area. It is important to differentiate it from ma-
lignant intracardiac tumors. It is mostly a benign condition, although rarely causing embolic events
or severe valvular dysfunction. In this case report,we present a patient having a big tumor-like mass
diagnosed as mitral annular caseous calcification with imaging techniques which is diagnosed at
our clinics and followed conservatively.

Figure 1
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Grayanotoxin blocked both the AV node and the accessory pathway
Grayanotoksin hem AV nodu hem de aksesuar yolagi bloke etti

Adem Atici, Nail Giiven Serbest, Remzi Sarikaya, Cafer Pang, Ali Elitok,
imran Oniir, Aytag Onciil, Ahmet Kaya Bilge

Istanbul University Istanbul Faculty of Medicine Cardiology Department, Istanbul

A man, aged 60, admitted to emergency because of dizziness and asthenia. The man had dizzy
spell and asthenia 4 hours before applying to the emergency. It is known that the patient had eaten
4 or 5 soup spoons of honey, which had been produced in east blacksea region, 3 hours before his
complaints started. in his physical examination; blood pressure: 87/44 mmhg, heart rate: 39/min,
respiration rate: 16/min, peripheral fever: 36.8 °c and nothing detected in other system examina-
tion. The hemogram and the biochemistry of the patient were normal. In the electrocardiography
(ecg) the patient was in av complete block rhythm (see picture 1). The heart rate was 37/min. Our
diagnosis was mad honey poisoning. In the control ecg, the rhythm was 2:1 inherited av block (see
picture 2). Qrs complex which comes after p wave, was narrow, pr distance was short and delta
wave was recognized. the hemodynamics of the patient was stable. The patient was monitorized
and 24 hours later the patient was in sinus rhythm with typical wpw pattern. (see picture 3). The
patient was externed without medication due to the fact that his complaints were finished. Increase
in the degree of preexcication under the accessory pathway which has antegrade conduction capa-
bility can be seen when the depression characteristics of gyranotoxin’s on av node is considered.
On the contrary, with the effect of grayanotoxin both the av node and accessory pathway were 2:1
inherited blocked. It is arguable that the above described situation about grayanotoxin, in which the
grayanotoxin blocks the accessory pathway which doesn’t have decrimental conduction capability,
is not known in literature.

Figure 1. AV complete block.

Figure 2. 2:1 inherited AV block.

Figure 3. Sinus rythtm with typical wpw pattern.
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Prolonged asystole occured just before head-up tilt testing
Egik masa testinden hemen once gergeklesen uzamis asistoli
Murat Yalgin, Mehmet Dogan, Omer Uz, Zafer Isilak

GATA Haydarpasa Training Hospital, Department of Cardiology, Istanbul

Head-up tilt testing is a very helpful diagnostic procedure to determine vasovagal syncopes as
neurocardiogenic or vasodepressor syncope. It was introduced into clinic evaluation in 1986. It has
reported that %18 of the patients experienced prolonged asystole longer than 3 seconds and %9,1
longer than 5 seconds during tilt table testing. In medical database there are very few cases that
asystole occurs longer than 30 seconds. In our case, we determined a 24 seconds asystole period.
However presented case is interesting because of syncope and asystole had occured just before
head-up tilt test. A 21 years old male patient was admitted to our department because of frequent
syncope and pre-syncope episodes for 3 years. Symptoms mostly occur at prolonged standing
position but sometimes patient complaints similar episodes with anxiety, excisement and scaring
situations. His medical history was unremarkable, there was no history of drug or alcohol abuse-
ment. Phisical examination -including detailed neurological findings- was normal. Diagnostic tests
such as ECG, transthoracic echocardiography, laboratory tests (including thyroid function tests)
and 24 hours rhytym holter were also normal. Neurological tests including cranial magnetic reso-
nance imaging (MRI) and electroencephalography (EEG) resulted as normal. Afterwards head-up
tilt testing planned. He was monitored with rhythm recording, blood pressure measurement (in
every 2 minutes) and capillary pulse oximeter. On sitting position, during vascular access estab-
lishing on antecubital vein, his heart rate began to fall. He sweated, felt weak, lost consciousness
and than went into asystole. He got lied down to supine position and 1 mg IV atropine sulphate
administered. Approximately 15 seconds later external cardiac massage started. After 24 seconds,
sinus rhythm returned and patient regained consciousness again (Figure 1). We recommended and
planned permanent pacemaker implantation. Head-up tilt testing is a very useful test to explain
syncope etiology and it is almost gold standart for the diagnosis of neurocardiogenic syncope. It is
a simple and safe test that no death have been reported associated with it. Although its low compli-
cation rates, medical team should be aware of its complications. Asystole and ventricle arrhythmias
are most serious complications and equipment should be well prepared for these emergency situa-
tions. The longest asystole period is reported as 70 seconds. But in our case asystole occured during
iv cannulation. Vicious procedures such as establishing vascular access can cause bradycardia but
we could not find any case similar to prolonged asystole. Therefore when performing or preparing
to tilt table test, prolonged asystole should be kept in mind. Test should be applied in well equipped
laboratories and should be performed by experienced medical team.

Figure 1. Rhythm record during asystole. CPR: Cardiopulmonary resuscitation.
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A rare cause of syncope in severe aortic stenosis: torsade de pointes
Tleri aort darhginda nadir bir senkop nedeni; Torsade de pointes
Murat Sunbul, Okan Erdogan, Bulent Mutlu

Marmara University Faculty of Medicine, Department of Cardiology, Istanbul

The evaluation of syncope in severe aortic stenosis usually requires intense work-up. Mechanical
obstruction should not always be implicated as the underlying cause of syncope. Syncope at rest
may be rarely associated with ventricular arrhythmias. We present here a case with severe aortic
stenosis who experienced syncopal events due to torsade de pointes.

Case presentation: A 79-year-old lady was admitted to our clinic for further evaluation of two
syncopal events at rest within the last two months. Her physical examination revealed a 3/6 late-
peaking systolic ejection murmur at the right upper sternal area radiating into her right neck and
clavicle. Blood pressure and heart rate were 145/75 mmHg and 53 bpm, respectively. Surface ECG
showed second degree Mobitz type 1 atrioventricular block and pronounced U waves in almost
all leads. The corrected QT (QTc) interval was 444 msec. Chest X-ray showed bilateral pleural
effusion. Echocardiography revealed hypokinesis of the anteroseptal segment, left ventricular hy-
pertrophy (LVH), ejection fraction 50%, maximal aortic valve velocity 4.74 m/s, mean transaortic
pressure gradient 45 mmHg and aortic valve area 0,8 cm2 (Figure 1). Laboratory findings on
admission were as follows: Blood urea nitrogen 42 mg/dl, creatinine 1.2 mg/dl, Sodium 137 mg/dl,
Potassium 3.5 mg/dl, Magnesium 2.3 mg/dl, Calcium 8.8 mg/dl. Clinical and echocardiographic
findings were consistent with severe aortic stenosis (AS). Since the patient was symptomatic be-
cause of syncopal events, aortic valve surgery was tentatively planned. On the next day of ad-
mission she suddenly developed another syncopal event at rest that was surprisingly related to a
Torsade de Pointes (TdP) attack detected on telemetry recording (Figure 2). She was immediately
cardioverted with 360 joules. Electrolytes on the same day were as follows: Sodium 135 mg/dl,
Potassium 3.2 mg/dl, Magnesium 1.5 mg/dl, Calcium 8.5 mg/dl. Depleted levels of magnesium
and potassium were replaced by intravenous route and temporary pace maker wire was inserted for
underlying bradycardia. The pacing rate was set at 80 bpm. On the third day of admission coronary
angiography demonstrated severe stenosis of the proximal left anterior descending coronary artery
that was subsequently dilated with stenting. Although electrolyte levels were normalized, every
time when the pacing rate was lowered to less than the intrinsic heart rate non-sustained episodes of
TdP recurred. ECG taken at that time revealed normal QTc interval and apparent U waves that were
always present during all ECG recordings. On the fifth day of admission, while the patient was on
the list and waiting for aortic valve surgery, she suddenly lost consciousness because of respiratory
arrest. The monitored rhythm was paced rhythm at that time and no ventricular arrhythmia was
detected. Although cardiopulmonary resuscitation was immediately performed, she unfortunately
died of electromechanical dissociation.

Figure 1. a) Doppler echocardiographic mea-
surements of stenosed aortic valve. b) Trans-
esophageal short axis view of stenosed aortic
valve. Aortic valve area: 0.8 cm?”.

Figure 2. a) Rhythm strip showing Mobitz
type type 1 second degree atrioventricular
block and bradycardia. Note prominent U
waves after the pauses (arrows). b) Rhythm
strip showing macro T wave alternans preced-
ing torsade depointes episode. Note inverted
deep T wave (arrows) after the pause and
upright T wave (arrow head). ¢) Telemetry re-
cording of torsade de pointes and underlying
bradycardia when the patient experienced syn-
cope at rest. d) Surface ECG showing normal
QTc and small U waves after the electrolytes
were replaced. e) Telemetry recording of non-
sustained torsade de pointes episodes when the
pacing rate was lowered less than the intrinsic
heart rate. Note initiation of TdP with typical
short-long-short sequence.
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Ventricular repolarization in neurocardiogenic syncope patients
Norokardiyojenik senkop hastalarinda ventrikiiler repolarizasyon
Mehmet Murat Sucu, Vedat Davutoglu, Siileyman Ercan, Fuat Baganalan, Murat Yiice, Orhan Ozer

Department of Cardiology, Gaziantep University Faculty of Medicine, Gaziantep

Background: Prolongation of the peak and the end of T wave (Tp-e) and corrected QT inter-
val (QTc) has been reported to be associated with ventricular arrhythmias. The QTc interval in-
dex (QTecl), JT interval dispersion (JTcd), Tp-¢/QT ratio, Tp-e/QTc ratio are used as an index of
ventricular arrhythmogenesis. The aim of this study was to analyze ventricular repolarization in
Neurucardiogenic syncope(NCS) patients by using Tp-e interval, Tp-e/QT ratio, Tp-¢/QTc ratio
and QTc, and QTcI and to compare it with the JTed, and the JT interval index (JTcI) in NCS, by
inspecting the ventricular activation until the termination of repolarization.

Methods: We have studied 66 patients between the years 2012-2013 at our institution. Patients
with NCS (33 patients; mean age:28+11 years), included the study group. Patients with normal (33
patients; mean age: 30+11 years) were used as the control group. In all patients, Tp-e interval, Tp-e/
QT ratio, Tp-e/QTc ratio, QTc,QTcl, JTed, JTc as well as some other electrocardiogram intervals
were measured. Independent samples t-tests were used for comparison.

Results: Mean QTc intervals (424+33msn; 403+38 msn; respectively; P<0.02), QTcI(100+7msn;
97,6 msn;respectively; P<0.02), JTcd(314+41 msn;306+31 msn;respectively; P>= 0.05) and
JTel(103+9msn; 95,4+10,2 msn;respectively; P<0.03)were different between the groups. Mean
Tp-e interval (93,7 + 20,2 msn; 81,6+16,7 msn; respectively; P< 0.03), Tp-¢/QT ratio (0.24 + 0.04;
0.22 + 0.04;respectively; P<0.01), and Tp-e/QTc ratio (0.22 £ 0.04; 0.0,20+ 0.03; respectively;
P<0.05), (198+32 msn; 182+28;respectively; P<0.03) were prolonged in the study group compared
to the control group.

Conclusions: Tp-e interval, Tp-e/QT ratio, Tp-¢/QTc ratio,QTc,QTcl,and JTcl are prolonged in
neurocardiogenic syncope patients.

PO-038

Ventricular repolarization in patients with Behcet disease’s
Behget hastaligina sahip hastalarda ventrikiiler polarizasyon

Mehmet Murat Sucu', Biinyamin Kisacik?, Yavuz Pehlivan?, Vedat Davutoglu',
Mehmet Kaplan', Siileyman Ercan'

'Gaziantep University Medical Faculty Department Of Cardiology, Gaziantep
*Gaziantep University Medical Faculty Department Of Rheumatology, Gaziantep

Background: Prolongation of the peak and the end of T wave (Tp-e) and corrected QT interval
(QTc) has been reported to be associated with ventricular arrhythmias. The QTc interval index
(QTecl), JT interval dispersion (JTed), Tp-e/QT ratio, Tp-e/QTc ratio are used as an index of ven-
tricular arrhythmogenesis. The aim of this study was to analyze ventricular repolarization in pa-
tients with Behcet disease’s(BD) by using Tp-e interval, Tp-¢/QT ratio, Tp-e/QTc ratio and QTc,
and QTcl and to compare it with the JTcd, and the JT interval index (JTcl) in BD, by inspecting the
ventricular activation until the termination of repolarization.

Methods: We have studied 70 patients between the years 2012-2013 at our institution. Patients
with BD (45 patients; mean age:35+7 years), included the study group. Patients with normal (25
patients; mean age: 32+8 years) were used as the control group. In all patients, Tp-e interval, Tp-e/
QT ratio, Tp-¢/QTc ratio, T wave duration, QTc,QTcl, JTcd, JTc as well as some other electrocar-
diogram intervals were measured. Independent samples t-tests were used for comparison.
Results: Mean QTc intervals (419+3 1msn; 380428 msn; respectively; P<0.001), QTcI(100+6msn;
92+7 msn;respectively; P<0.001), JTcd(304+34 msn;268+31 msn;respectively; P< 0.001) and
JTcl(96+11msn; 89+6 msn;respectively; P<0.002)were different between the groups. Mean Tp-e
interval (93,7 + 16,9 msn; 71,6 + 16,7 msn; respectively; P< 0.001), Tp-e/QT ratio (0.25 + 0.04;
0.20 = 0.04;respectively; P<0.002), and Tp-e/QTc ratio (0.22 = 0.04; 0.18+ 0.03; respectively; P <
0.001),T wave durations (198+32 msn; 182+28;respectively; P<0.003) were prolonged in the study
group compared to the control group.

Conclusions: Tp-e interval, Tp-e/QT ratio, Tp-e/QTc ratio,QTc,QTcl,JTed,JTel and T wave dura-
tions are prolonged in patients Behcet disease’s patients.
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Giant pseudoaneurysm of ascending aorta after left ventricular
aneurysm surgery

Sol ventrikiil anevrizma cerrahisi sonrast asendan aortada dev
psodoanevrizma

Eftal Murat Bakirci, Hakan Duman, Husnu Degirmenci, Enbiya Aksakal
Department of Cardiology, Faculty of Medicine, Ataturk University, Erzurum

Giant pseudoaneurysm of the ascending aorta after cardiac surgical procedures is a rare and dread-
ful complication, which may occur several months or years after cardiac surgery. Pseudoaneurysms
of the aorta have multiple etiologies including trauma, infection, connective tissue diseases, vascu-
litis, and prior aortic or cardiac surgery. Pseudoaneurysms of the ascending aorta usually originate
from the clamping site, graft anastomosis, needle site and cannulation site. Despite the recent re-
ports of percutaneously excluding aortic psudoaneurysms, surgery is still necessary for most cases.
A 45-year-old man was admitted to our hospital with a few days history of progressive dyspnea
and chest pain. Coexistence of idiopathic left ventricular aneurysm and aneurysm of right coronary
artery had been identified previously. He had undergone the left ventricle aneurysmorrhaphy two
months ago. Physical examination revealed blood pressure of 70/50 mm Hg, a pulse rate of 116/
min and, respiratory rate of 30/min. On cardiac auscultation, heart sounds were soft and 1/6 diastol-
ic murmur was heard at the left sternal border. An electrocardiogram showed normal sinus rhythm.
Chest x-ray showed enlargement of the mediastinum (Fig. 1). The transthoracic echocardiogram
(TTE) revealed a flow pattern into a giant pseudoaneurysm sac from ascending aorta, which arose
from the cannulation site of the previous surgery, (Fig. 2), and an intraventricular flow pattern into
left ventricular aneurysm through the ventricular graft attachment site. (Fig. 3). Mild aortic regur-
gitation, mild mitral regurgitation, moderate tricuspid regurgitation and, left ventricular ejection
fraction of 45% were also detected during TTE. The pseudoaneurysm was 9,5%8,2cm at its greatest
anteroposterior and transverse diameters. The patient developed cardiogenic shock was transferred
to the operating room. He collapsed due to massive bleeding from rupture during performance of
resternotomy and cardiopulmonary resuscitation (CPR) was started immadiately. The patient did
not respond to 45 minutes of CPR, and passed away. The present case is intended to emphasize that
postoperative period should be managed carefully in terms of developing aortic pseudoaneurysm
after cardiac surgery in patients having the propensity to develop aneurysm formation.

Figure 1. Chest x-ray re-
vealed enlargement of medi-
astinum.

Figure 2. TTE demonstrated
a pseudoaneurysm of the as-
cending aorta at the previous
aortic cannulation site and the
flow pattern into a pseudoan-
eurysm from ascending aorta
(arrow) (Ao: ascending aorta,
AV: aortic valve, LA: left
atrium, LV: left ventricle, PA:
pseudoaneurysm).

Figure 3. Intraventricular
flow pattern into left ventricu-
lar aneurysm (arrow) (LA:
left atrium, LV: left ventricle,
RA: right atrium, RV: right
ventricle).
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Aortic dissection with prolapse of flap into the ventricle
Ventrikiile flap prolapsusu ile aort diseksiyonu
Kadriye Gayretli Yayla', Sadik Agikel', Cagri Yayla®, Ekrem Yeter'

!Diskapi Yildirim Beyazit Research Hospital, Cardiology Department, Ankara
°Gazi University Medical Faculty, Cardiology Department, Ankara

A 74 year old male, who had been treated for hypertension, was admitted to the emergency depart-
ment with chest pain of four hours duration radiating to his back. The initial electrocardiogram
showed signs of myocardial ischemia with ST segment depression in anterolateral and inferior
leads. Blood pressure was 85/55 mmHg, heart rate was 105 bpm on his physical examination.
Minimal (grade 2/6) decrescendo diastolic murmur was audible on the left sternal edge. In ad-
dition, bibasilar crackles were detected on pulmonary auscultation. Emergency two-dimensional
echocardiography showed that severe ascending aortic dissection with an intimal flap prolapsing
into the left ventricular despite normal left ventricle size and systolic function. Transesophageal
echocardiography demonstrated circumferential intimal disruption that started just above the aortic
root and extended distally through the aortic arch and into the carotid artery. The circumferential
intimal flap was prolapsing into the left ventricle during diastolic phase, causing severe aortic
regurgitation and resulting in diastolic occlusion of both coronary arterial ostia (Figure A, Figure
B, Figure C). The patient underwent a combined coronary artery bypass grafting and replacement
of the aortic valve, ascending aorta and aortic arch.

Figure 1. (A) Transesophageal echocard al aortic valve long-axis view of type A aor-
tic dissection, The intimal flap prolapsing into the aortic root during systole. (B) Transesophageal echocar-
diography midesophageal aortic valve long-axis view of type A aortic dissection, The intimal flap prolapsing
into the left ventricle during diastole. (C) Transesophageal echocardiography midesophageal aortic valve
short-axis view showing the intimal flap.

hy mides
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Gaint right atrial mass: extention of follicular thyroid carsinoma
into the great cervical veins and right atrium

Dev sag atriyal kitle: Follikiiler tiroid karsinomunun biiyiik servikal
venlere ve sag atriyuma uzanimi

Mustafa Tarik Agac', Turhan Turan?, Levent Korkmaz', Hakan Erkan'

'Ahi Evren Cardiovascular and Thoracic Surgery Training and Research Hospital, Trabzon
’Ak¢aabat Hagkali Baba State Hospital, Trabzon

A 32-year-old man with history of follicular thyroid carsinoma was admitted to our hospital with
dyspnea and swelling of face and upper extremity. Six months ago, he was operated due to en-
larged thyroid gland and pathologic examination revealed poorly differentiated follicular thyroid
carsinoma. The patient was given radioiodine theraphy and he did well until a month ago when
progressive swelling of upper extremity developed. Physical examination showed dilated veins in
the anterior chest wall and edema of face, neck and bilateral arms suggesting superior vena cava
syndrome. CT scanning of neck and chest confirmed recurrence of thyroid tumor and obstruction
of bilateral brachiocephalic veins and the superior vena cava with tumor thrombus extending into
the right atrium. Echocardiograhy showed a gaint right atrial mass almost filling the entire chamber
volume with a small, mobile -stalk attached- portion protruding into the right ventricle through
tricuspid valve (Figure 1). Since the patient was thought to be at high risk for life-threathening
tumor thromboembolism, he was transferred for urgent surgery. Follicular thyroid carsinoma is
frequently reported in the literature with regard to intraluminal vascular propagation. Superior
vena cava syndrome caused by intravascular invasion of thyroid cancer is an uncommon complica-
tion. In particular, the extention of tumor into right atrium through superior vena cava has rarely
been reported.

Figure 1. Apical four chamber view showing gaint right atrial mass. Note that the mobile -stalk attached-
portion is protruding into the right ventricle through tricuspid valve. RV, right ventricle, LV, left ventricle,
LA, left atrium.
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Isolated pulmonary-valve endocarditis in a patient with Systemic
Lupus Erythematosus

Sistemik Lupus Eritematozus hastasinda izole pulmoner kapak
tutulumlu infektif endokardit olgusu

Pelin Karaca Ozer, Samim Emet, Derya Baykiz, Ekrem Bilal Karaayvaz,
imran Oniir, Berrin Umman, Zehra Bugra

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

47 years old female patient with known Systemic Lupus Erytematosus refered to emergency de-
partment with complaints of fever,fatigue and worsening of general condition. On the patient’s
cardiac and systemic physical examination, there was no serious property and laboratory tests
were found as Leukocyte: 13600, CRP: 55 and Sedimentation:125. Transthoracic ecocardiography
revealed a view of 9 mm size moving mass compatible with fibrillary vegetation or thrombus on
the pulmonary valve (Fig 1,2). Transeusophagial echocardiography confirmed that mobile mass
on pulmonary valve (Fig 3,4). Cardiac MRI was performed for differantial diagnosis of infective
endocarditis and thrombus. According to the cardiac MR, the mass on the pulmonary valve was
compatible with vegetation (Fig 5). Streptoccoccus pneumoniae was detected in blood culture.
Treatment with intravenosus seftriaxon for 6 weeks improved clinically and the infection markers
were negative on follow up. In serial echocardiography, 1t was seen that the vegetation diminished.

47 yasinda, bilinen Sistemik Lupus Eritematosus tanili kadin hasta acil poliklinigine ates, halsizlik,
genel durumunda kétiilesme sikayeti ile bagvurdu. Kardiyak ve sistemik muayenesinde belirgin
6zellik bulunmayan hastanin laboratuar tetkiklerinde Lokosit: 13600, CRP:55, Sedimentasyon: 125
bulundu. Yapilan transtorasik ekokardiyografide pulmoner kapakta 9 mm boyutunda, hareketli ve
fibriler yapida vejetasyon veya trombiis ile uyumlu olabilecek kitle imaji goriildii (Figl,2 ). Tran-
sozefagiyal Eko ile de belirgin olarak hareketli, fibriler kitle imaji dogruland: (Fig3,4). Hastanin
infektif endokardit ve olast trombiis ayirici tanisia yonelik olarak yapilan kardiyak MR’inda,
pulmoner kapaktaki yapinin vejetasyonla uyumlu oldugu belirtildi (Fig 5). Hastanin atesli oldugu
dénemde ilk basvuruda alinan kan kiiltiiriinde Streptococus Pneumoniae iiredi. 6 hafta boyunca
intravendz seftriakson tedavisi alan hastanin klinigi diizeldi. Enfeksiyon parametrelerinde gerileme
goriildii. Seri transtorasik ekokardiyografi takiplerinde vejetasyonun kiigiildugi goriildii.

Figure 1. Transthoracic ecocardiography revealed Figure 2. Transthoracic ecocardiography revealed
a view of 9 mm size moving mass compatible with a view of 9 mm size moving mass compatible with
fibrillary vegetation or thrombus on the pulmonary fibrillary vegetation or thrombus on the pulmonary
valve. valve.

Figure 3. Transeusophagial echocardiography con- Figure 4. Transeusophagial echocardiography con-
firmed that mobile mass on pulmonary valve. firmed that mobile mass on pulmonary valve.

Figure 5. According to the cardiac MR, the mass
on the pulmonary valve was compatible with veg-
etation.
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Primer cardiac undifferentiated pleomorphic sarcoma
Primer kardiyak indiferansiye pleomorfik sarkom

Ekrem Bilal Karaayvaz', Pelin Karaca', Samim Emet', Tugba Obekli2,
Berrin Umman', Memduh Dursun®, Zehra Bugra'

!Istanbul University, Faculty of Medicine, Department of Cardiology, Istanbul
’Istanbul University, Faculty of Medicine, Department of Internal Medicine, Istanbul
stanbul University, Faculty of Medicine, Department of Radiology, Istanbul

As we have learned from her history, one year ago 41 year old woman was admitted to a public hospital
with dyspnea and in her follow- up pulmonary edema developed, after intubation she was admitted to inter-
mediary care unit. While screening for the etiology of the pulmonary edema a cardiac mass was detected on
transthoracicechocardiography and she was admitted to a cardiovascular surgery center. She was operated
with the initial diagnosis of “atrial myxoma”. During surgery it was realized that the cardiac mass had
already infiltrated the mitral valve and the ventricular wall and therefore mitral valve replacement, atrial
and ventricular excision was performed. The histo-pathological examination of the cardiac mass was consis-
tent with “undifferentiated pleomorphic sarcoma™ and ir histochemical ct istics were; desmin,
S-100, DSK, EMA was negative; Vimentin positive; SMA was focal positive; Ki-67 proliferation index
was 40 %. The control PET-CT 2 months after the operation revealed no metastatic lesions of the primary
disease. After 7 months she was admitted to the university hospital with dyspnea and fatigue, on transtho-
racic and transesophageal echocardiography all the heart chambers and the atrial and ventricular walls were
infiltrated with lobular masses, and left ventricular chamber was filled with the same mass with a lobular
part mobile and going to-and-fro through the aorta during systole and diastole (figure 1,2,3,4). On PET-CT
lobular intracardiac mass was seen infiltrating left ventricular and right atrial chambers and extending to
left atrial and right ventricular recurrence,including ascending aort, left lung upper lobe and apicoposterior
segment. On cardiac MRI mid-necrotic tumor mass was irregular edges seen having their origin from the
apical inferior wall, infiltrating chambers all the heart, the aorta extending (figure 5,6). The cardiovascular
surgeons evaluated the patient and they concluded with a very high risk of surgery, administration of chemo-
therapy and radiotherapy was planned and the patient was transferred to the medical oncology department.
On the third day of the treatment she was lost with sudden death.

Anamnezinden 6grenildigi kadariyla 41 yasinda kadin hasta 1 y1l dnce, nefes darlig: sikayeti ile bir egitim
ve aragtirma hastanesine bagvurmus, takipleri sirasinda akciger 6demi gelismis, entiibe edilerek yogun ba-
kim tnitesine alinmis. Akciger 6demi etyolojisi arastirilirken yapilan transtorasik ekokardiyografide kardi-
ak kitle goriilmiis ve kalp ve damar cerrahisine gonderilmis.Hasta “atrial miksoma” 6n tanistyla operasyona
alinmus. Operasyonda tiimoriin sol ventrikiil duvarini ve mitral kapag: infiltre ettigi goriilmiis, sol ventrikiil,
atriyum ve mitral kapak eksizyonunun ardindan mitral kapak replasmani yapilms. Kitlenin histopatolojik
incelemesinde “indiferansiye pleomorfik sarkomla” uyumlu bulgular elde edilmis. Immunohistokimyasal
belirteglerden; desmin, S-100, DSK, EMA negatif; Vimentin pozitif; SMA fokal pozitif; Ki- 67 proliferas-
yon indeksi %40 bulunmus. Operasyondan 2 ay sonra yapilan PET-CT’de niiks veya metastatik lezyon
goriilmemis. Operasyondan 7 ay sonra hasta dispne ve halsizlik yakinmalari ile tiniversite hastanemize
basvurdu. Transtorasik ve trans6zofajiyal ekokardiyografide tiim kalp bosluklar ile kalp duvarlarinin lobii-
ler timor kitleleri ile infiltre oldugu, sol ventrikiil kavitesinin aymi tiimor kitleleri tarafindan dolduruldugu,
lobiiler kitlenin uzantismimn sistol ve diyastolde aorta girip ¢iktigi goriildi (sekil 1,2,3,4). PET-CT’ de as-
sendan aorta ve sol akciger iist apikoposterior segmentine uzanan, tiim kalp bosluklarini infiltre eden tiimor
rekiirrensi goriildii. Yapilan kardiak MRI” da apikal inferior duvardan kaynaklanip tiim kalp bosluklarimni
infiltre eden, ¢ikan aortaya uzanan, ortasi nekrotik, diizensiz kenarl timor kitlesi goriildi (sekil 5,6). Kalp
ve damar cerrahisi tarafindan ikinci operasyon igin degerlendirilen hasta gok yiiksek riskli bulundu, kemo-
terapi ve radyoterapi yapilmak tizere medikal onkoloji birimine yonlendirildi. Tedavinin 3. giiniinde hasta
ani 6lim ile kaybedildi.

Figure 1. Tumor is extending to the aorta
in parasternal long axis view of transtho-
racic echocardiography.

Figure 3. Apical four chamber view of the
tumor in transthoracic echocardiography.

Figure 5. Cardiac MRI view of the mid-
necrotic tumor mass, irregular edges seen,
originating from the apical inferior wall,
infiltrating chambers all the heart, the
aorta extending.
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Figure 2. A paratsternal long axis view of
transthoracic echocardiography: Tumor is
filling a large portion of the left ventricu-
lar cavity.

Figure 4

Figure 6. Cardiac MRI view of the mid-
necrotic tumor mass, irregular edges seen,
originating from the apical inferior wall,
infiltrating chambers all the heart, the
aorta extending.
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Tricuspid pseudostenosis with presantation of acute hepatitis due to
pericardial hematoma after MVR

Akut hepatite neden olan MVR sonrasi perikardiyal hematoma bagh
gelisen yalanci trikiispid darligt

Deniz Demirci, Duygu Ersan Demirci, Gérkem Kus, Selguk Kiigiikseymen,
Cem Yunus Basg, Murat Esin, Sakir Arslan

Departmants of cardiology, Antalya Training and Research Hospital, Antalya

Introduction: Organized pericardial hematoma compressing the heart chambers after open heart
surgery is a very rare complication. tricuspid valve pseudostenosis and acute hepatitis secondary to
the press on the right heart due to Pericardial hematoma described for first time.

Case Reports: 53 year old man with history of mitral valve replacement a month ago admit-
ted to our emergency service with general malaise and ankle swelling. Patients had Jugular ve-
nous distention,giant A waves, significant pretibial edema, 3/6 diastolic murmur increased with
inspiration on tricuspid valve (Riverro-Carvallo sign). Echocardiography was performed on the
patient with elevated liver enzymes.Transthoracic echocardiography showed us intrapericardial
mass which compressing the right atrium and ventricle and occuring gradient on tricuspid valve.
Another cause could not be identified to explain the differential diagnosis of acute hepatitis clinic.
Contrast-enhanced chest computed tomography demonstrate to us a mass is compatible with peri-
cardial hematoma which compressing the right heart. Organized calcified pericardial hematoma
was removed surgically.(fig 1,2,3)

Conclusions: Compression of the right heart due to pericardial hematoma after open heart surgery
is a very rare complication and in the literature there are a few cases reported. In the late period.
Our case is the first in the literature to identify 1st month after the operation. Isolated tricuspid
stenosis (TS) is uncommon in patients and usually accompanied by mitral and aortic valve disease.
Rheumatic heart disease is the most common cause of TS (table 1). Tricuspid valve (TV) pseudo-
stenosis defined as preventing valve flow intermitantly or progressively due to trombus, tumour
without TV pathology. TS due to pericardial hematoma did not defined previously in the literature.
TS produces pressure gradient between right atrium and right ventricle,which is augmented when
transvalvular flow increases.Pressure gradient occurs once the valve area falls below 1.5 cm®. TV
gradient is less than 1 mm hg normally. A mean pressure gradient >5 mm hg using continuous wave
(CW) doppler is generally diagnostic of tricuspid stenosis. In our case,mean pressure gradient was
8 mm hg.there was no significant gradient on the right ventricular outflow tract. Increased gradient
only on the tricuspid valve was appropriate the definition of tricuspid pseudostenosis. Postopera-
tive gradient was under 2 mm hg.(figure 1). Salt restriction and diuretic drugs are the mainstay of
treatment of tricuspid stenosis. In our case, intravenous furosemide treatment with salt restriction
provided a dramatic improvement,elevated liver enzymes returned to normal levels.Organized
pericardial hematoma was removed surgically. TV gradient which is returning to normal after the
operation has reduced the need for diuretic therapy. Our case is being followed by furosemide 20
mg / day tablet without symptoms.

Giris: Agak kalp cerrahi sonrasi kalp bosluklarina basi yapan organize perikardial hematom olduk-
¢a seyrek goriilen bir konplikasyondur. Perikardial hemotom bagli sag kalp basina ikincil gelisen
trikiispit yalanci darligi ve onun neden akut hepatit tablosu ilk kez tanimlanmustir.

Olgu: Bir ay 6nce mitral kapak replasmant yapilan 75 yasinda erkek hasta, acil servise ciddi hal-
sizlik bacaklarda sislik yakinmasi ile bagvurdu. Boyun venoz dolgunlugu, dev a dalgalari belirgin
pretibial 6dem, trikiispit odakta inspiryum ile artan ( Riverro — Carvallo isareti ) 3/6 diastolik
iifiirim mevcuttu Karaciger hiicre hasarini gosteren degerler ileri dercede artmis olan hastaya ya-
pilan ekokardiyografik incelemede sag atriyuma ve ventrikiile bas1 yapan trikiispit kapakta ciddi
gradient olusturan intraperikardiyal kitle saptandi.(sekil1-23). Akut hepatit ayirici tanisinda klinigi
agiklayacak bir bagka etken tanimlanamadi. Kontrastli torakal bilgisayarli tomografi incelemesinde
sag kalp koslugunda perikard i¢i hematom ile uyumlu dansitede sag kalbe basi yapan kitle izlendi.
Hastaya yapilan cerrahi operasyon ile perikard i¢inde organize kalsifiye hematom basiy1 kaldirabi-
lecek olgiide kismi gikartilabildi. (skl)

Tartigma: Trikiispit kapak darligi genellikle mitral yada aorta kapak hastaliklarina esilk eder ve
etiyolojiyi siklikla romatizmal kalp hastaligi olusturur.(tablo 1) Tek bagina Trikiispit kapak dar-
1lig1 nadir goriilen bir durumdur. TK yalanci (psodo) darligi timor trombiis gibi nedenlerle TK
patolojisi olmaksizin kapak akiminin aralikli yada progresif olarak engellenmesi olarak tanim-
lanmustir. Literatiirde perikardiyal hematoma bagli TKD daha énce tanimlanmamustir. Triskiispit
darhigr transvalviiler akim hizi artisi ile birlikte sag atriyum ve sag ventrikiil arasinda diastolik
basing gradiyenti artisina neden olur. Basing gradiyenti kapak alanmin 1.5 cm2’nin altina inmesi
ile baslar. Trikiispit kapakta normalde gradient 1 mmHg’dan azdir. Trikiispit darlig1 tanisi konu-
labilmesi igin en az 2 mmHg gradient saptamasi gerekir. (3) Ortalama diastolik basingta hafif bir
artis (> 5 mmHg) sag atriyal basingta artisa (> 10 mmHg) neden olur bu da asit, ddem gibi sistemik
vendz konjesyon bulgularinin olusumu igin yeterlidir. Ekokardiyorgafik olarak kapak gradientinin
5 mmHg’nin {izerinde olmas trikiispit kapak darhigi (TKD) tamisini koydurur. Olgumuzda ortala-
ma trikiispit kapak (TK) gradienti 8 mmHg idi. Sag ventrikiil ¢ikisinda anlamli bir gradient artis1
yoktu. Operasyon sonrast kontrolde TK gradienti 2 mmHg’ i altinda idi. (sekill) TKD’de tuz
kisitlamasi ve ditiretik ilaglar tedavinin temelini olustur. Olgumuzda tuz kisitlamasi ile birlikte
intarvenoz furosemid tedavisi dramatik olarak iyilesme sagladi, karaciger enzim yiikseklikleri ta-
mamen normale dondii. Operatif olarak perikard igindeki organize olmus hematom biiyiik 6lgiide
¢ikarildi. Operasyan sonrasi normale donen TK gradienti ditiretik tedavi ihtiyacin azaltti. Olgu-
muz furosemid 20 mg /giin tablet tedavisi ile asemptomatik takip ediliyor.

Figure 1. Pericardial hematoma.
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Figure 2. Subcostal view

Figure 3. Thorax computed tomography with contrast, transverse cross-sectional (Sag A:
Right Atrium Sag V: Right ventricul, SA:Left Atrium, SV: Left Ventricul.

Figure 4. Thorax computed tomography with contrast, sagittal section. Sag V: Right ven-
tricul, SV: Left Ventricul.

Figure 5. Tricuspit valve transvalvular gradient (In the left panel,preoperative: in the right panel, post
operative).
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Successful dissolution of giant apical thrombus occupying half of the
left ventricle with heparin infusion

Sol ventrikiiliin yarisinit kaplayan apikal dev trombiisiin heparin
infiizyonu ile basaril bir sekilde tedavi edilmesi

Mustafa Yurtdas', Mahmut Ozdemir?, Nesim Aladag', Giiltekin Giinhan Demir®

"Van Education and Research Hospital, Department of Cardiology, Van
Yiiziincii Y1l University, Faculty of Medicine, Department of Cardiology, Van
“Istanbul Medipol University, Department of Cardiology, Istanbul

Treatment of intracardiac mural thrombi is an area of debate and there is no established consensus
about it. Mortality rate is reported as 6 percent with thrombolytic therapy whereas surgical treat-
ment is 37-54 percent. History of stroke is a contraindication for thrombolytic therapy. In this
case, we aimed to present successful treatment of a giant apical thrombus which occupied half
of the left ventricle with heparin infusion in a 82 year-old man considered high-risk for surgical
treatment and having a recent stroke history within 2 months. A 82-year-old man presented to our
outpatient clinic with shortness of breath and swelling of feet. He had a history of heart failure for
2 years. Besides he suffered ischemic stroke two months ago. At presentation he was taking no
medication and his functional status was Class IIT of New York Heart Association (NYHA) clas-
sification. Physical exam revealed irregular heart rhytm at 100 beat per minute and a blood pres-
sure of 100/70 mm Hg. Atrial fibrillation was noted on electrocardiogram and chest ray depicted
cardiomegaly. Transthoracic echocardiography showed severe left ventricular systolic dysfunction
( ejection fraction 20%), apical akynesia, severe hypokinesia in anterior and septal walls and a gi-
ant thrombus occupying half of the left ventricle (Figure 1). Due to high-risk of surgery, patient’s
refusal of surgery and presence of contraindication for thrombolytic therapy, heparin infusion and
warfarin treatment were initiated. Serial echocardiographic follow-up demonstrated progressive
shrinkage of thrombus and largely dissolution after 3 days of treatment (Figure 2). No clinical signs
of systemic embolisation were recorded during or after infusion. The patient remained on infusion
therapy until INR level of 2.0-2.5 was achieved with warfarin treatment. Patient was discharged
on treatment of warfarin, acetylsalicylic acid, angiotensin-converting enzyme inhibitor, digoxin,
furosemid and spironolactone. Thrombus development in cases of severe left ventricle systolic
dysfunction is associated with significant morbidity and mortality. Therefore early diagnosis and
treatment of left ventricular thrombi is essential. Heparin infusion may be an important option for
left ventricular thrombus in patients considered high-risk for surgery and having contraindication
for thrombolytic therapy.

intrakardiyak mural trombiislerin tedavisi konusunda gdriis birligi bulunmamaktadir. Trombolitik
tedavi ile 6liim oranlar1 %6, cerrahi tedavi ile 6liim oranlar1 %37-54 olarak bildirilmistir. inme
Sykiisiiniin bulunmasi trombolitik tedavi igin bir engel teskil etmektedir. Biz bu vakada, cerrahi
tedavi igin yiiksek riskli ve son 2 ay igerisinde inme &ykiisii olan 82 yasinda bir erkek hastada sol
ventrikiiliin yarisini dolduran dev apikal trombiisiin heparin inflizyonu ile basarili bir sekilde teda-
visini sunmay1 amagladik. Seksen iki yagindaki erkek hasta klinigimize nefes darlig1 ve ayaklarda
sislik sikayetleriyle bagvurdu. Ozgegmisinde 2 yildir kalp yetmezligi 6ykiisii meveut idi. Ayrica
hasta iki ay 6nce iskemik inme ge¢irmisti. Hasta hi¢bir tedavi almiyordu ve fonksiyonel kapasitesi
New York Kalp Cemiyeti (NYHA) siniflamasina gore simif III idi. Fizik muayanede kalp ritmi
diizensiz, kalp hiz1 100/dk ve kan basinct 100/70 mmHg idi. Elektrokardiyografide atriyal fibrilas-
yon gozlendi. Teleradyografide kardiyomegali, transtorasik ekokardiyografide ciddi sol ventrikiil
sistolik disfonksiyonu (ejeksiyon fraksiyonu %20), apikal akinezi, anteriyor ve septal duvarlarda
agir hipokinezi ile sol ventrikiil yarisini kaplayan dev trombiis saptandi (Resim 1). Cerrahi riskin
yiiksek olmasi, hastanin ameliyat: kabul etmemesi ve trombolitik tedavi i¢in kontrendikasyon bu-
lunmasi nedeniyle hastaya heparin inflizyonu + oral antikoagulan olarak varfarin tedavisi baglandu.
Seri ekokardiyografik takipte, heparin infiizyonuna baglanmasindan sonraki ilk giinden itibaren
trombiis biiytikliigiiniin giderek kiigiildiigii ve {i¢ giin sonra biiyiik oranda kayboldugu gériildii
(Resim 2). infiizyon siiresince veya sonrasinda sistemik embolizasyonu diisiindiirecek herhangi bir
klinik olay yaganmadi. Varfarin ile INR diizeyi 2-2.5 oluncaya kadar heparin infiizyonuna devam
edildi. Hasta varfarin, aspirin 100 mg, anjiyotensin doniistiiriicii enzim inhibitorii, digoksin, furo-
semid ve spironolakton igeren tedavi ile taburcu edildi. ileri sol ventrikiil disfonksiyonu gelisen
olgularda hizla ilerleme gosterebilen trombiisler yiiksek 6liim oranlar ile iliskilidir. Bu nedenle sol
ventrikiil trombiislerinin erken donemde tespit edilip uygun bir sekilde tedavi edilmesi 6nemlidir.
Cerrahi riski yiiksek ve trombolitik tedavi kontrendikasyonu bulunan hastalarda sol ventrikiildeki
trombiislerin tedavisi i¢in heparin infiizyonu nemli bir segenek olabilir.

Figure 1. Giant apical thrombus occupying half
of the left ventricle.

Figure 2. Largely dissolution of giant apical
thrombus with heparin infusion.
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Left ventricular, right atrial and pericardial thrombus in a patient
with myocarditis: successful treatment with warfarin

Miyokardit hastasinda sol ventrikiiler, sag atriyal ve perikardiyal
trombiis: Varfarin ile basarily tedavi

Murat Sunbul, Kursat Tigen, Ibrahim Sar1, Altug Cincin, Halil Atas
Marmara University Faculty of Medicine, Department of Cardiology, Istanbul

A 26-year-old male presented with fatigue and shortness of breath on minimal exertion for the last
2 weeks after a flu like infection. His physical examination revealed sinus tachycardia with a heart
rate of 120/min, blood pressure 100/50 mmHg, elevated jugular venous pressure, bilateral rales in
the lower lung fields, mild hepatomegaly and bilateral pretibial edema. Electrocardiogram showed
sinus rhythm and left bundle branch block. Transthoracic and transesophageal echocardiographies
revealed left ventricular systolic dysfunction (ejection fraction: 20%) with global hypokinesia, gi-
ant, multiple, mural thrombus in left ventricular apical region adherent to wall and multiple cystic
mobile thrombi in the right atrium and posterior pericardial space within the effusion (Figure 1
and Movies). His creatinine was 1.5 mg/dl (0.5-1.1), AST was 100 U/L (10-37), ALT was 266
U/L (10-40), CRP was 123 mg/L (0-5), WBC was 13600 uL, hemoglobin 13.4 g/dl, CK-MB was
12 mg/L (0-5), Troponin T was 345 mg/L (0-14) and NT-proBNP was 35.000 pg/ml (0-400). Rest
of the laboratory examination were within normal limits. Screening for hypercoagulability states
was negative. Because of recent infection history, markedly decreased ejection fraction, increased
inflammatory markers and cardiac enzymes we considered myocarditis as the most logical ex-
planation for the clinical scenario. The patient was treated with warfarin, ramipril, carvedilol and
furosemide. Within few days his clinical condition improved quickly and all laboratory parameters
return to normal limits (NT-proBNP decreased to 12.340 pg/ml). One month later, his control trans-
thoracic echocardiography showed complete lysis of the right atrial and left ventricular thrombi,
marked regression in the pericardial fluid and intrapericardial thrombus size and significant im-
provement in the left ventricular systolic function (ejection fraction: 40%) ( Figure 2 and Movie).
To our knowledge simultaneous left ventricular, right atrial and pericardial thrombus in the same
patient has not been reported previously.

Figure 1. A to D; giant, multiple, mural thrombus in left ventricular apical region adherent to wall and mul-
tiple cystic mobile thrombi in the right atrium and posterior pericardial space within the effusion. RAT; right
arrial thrombus, PE; pericardial effusion, *;pericardial thrombus, LVT; left ventricular thrombus.

Figure 2. A to D; complete lysis of the right atrial and left ventricular thrombi, marked regression in the
pericardial fluid and intrapericardial thrombus size. RV; right ventricle, LV; left ventricle, RA; right atrium,
LA; left atrium.
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Incidentally diagnosed accessory papillary muscle
Insidental olarak saptanan aksesuar papiller kas
Mehmet Dogan, Tolga Cimen, Ahmet Akyel, Ekrem Yeter

Ministry of Health Diskapt Yildirum Beyazit Research and Educational Hospital,
Department of Cardiology, Ankara

Primary and secondary abnormalities of the ventricular papillary muscles has already been de-
scribed. Anomalous papillary muscles or chordae, commonly attached to directly into the mitral
leaflets, which can play a role in augmentation of left ventricular outflow obstruction by restricting
mobility of the leaflets and/or tethering them toward the septum, thus narrowing the left ventricular
outflow tract. A 57-year old female was admitted to our hospital for atypical chest pain. He was
taking perindopril 10 mg per day for uncomplicated hypertension. His clinical evaluation did not
reveal any abnormalities and his electrocardiogram was normal. A routine, transthoracic echocar-
diogram (TTE) was performed to assess left ventricular global functions and to exclude presence
of left ventricular hypertrophy. The TTE revealed an accessory papillary muscle with the chordae
tendineae extending to the left ventricular apex in parasternal short and long axis. The X-plane of
three-dimensional transthoracic echocardiography (3D TTE) system was very helpful in showing
accessory papillary muscles. Afterwards these findings were confirmed by real time 3D TTE. Ac-
cessory papillary muscle in this patient didn’t result in any clinical consequences, didn’t cause any
ECG changes and specifically didn’t cause mid-ventricular dynamic obstruction. Currently known
clinical implications of papillary muscle anomalies are malfunction of mitral valvular apparatus
which causes valvular incompetence and/or dynamic mid-ventricular obstruction. Because there
was no functional abnormality of mitral apparatus, we suggested clinical and echocardiographic
follow-up for our patient.

Figure 1. X-plane images of real time 3D TTE system. Right panel demonstrates cross section of accessory
papillary muscle in a short axis view at the level of the mitral subvalvular position; left panel demonstrates
long axis view of accessory papill.

Figure 2. 3D TTE showing accessory pappilary muscle (arrow).
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A 42 years old women with Bland-White-Garland syndrome:
medically follow up

Bland-White-Garlan senromlu 42 yasinda kadin hasta: Tibbi takip
Seref Ulucan, Hiiseyin Katlandur, Zeynettin Kaya, Ahmet Keser, Mehmet Siddik Ulgen
Meviana University Medical School Department of Cardiology, Konya

Abnormal originating left coronary arteries from pulmonary artery as described Bland—White—
Garland Syndrome is rare seen coronary anomalies. Most patient is symptomatic in the childhood
but only 25 % of patients survive to adulthood. Aortography thpically shows right coronary artery
originating, right sinus with absence of a left coronary ostium in the left aortic sinus. Anomalous
left anterior descending or left circumflex artery fill by collateral circulation from right coronary
artery during selective coronary angiography. Most patient has angina, cardiac arrhythmias and
death occurs suddenly. Surgical correction of the abnormal coronary arteries was only treatment
options for this patients. A 42 years old woman was admitted to our clinic has a typical chest pain
with family history of sudden cardiac death. In her physical examination arterial blood pressure
was 150/90 mmHg and heart rate was 88 bpm. The presenting electrocardiography revealed sinus
rhythm with right bundle branch block. The patient’s echocardiography showed that normal find-
ings. Any electrocardiographic changes were not recorded during exercise testing. Any arrhythmic
changes were recorded during 24 hours holter monitoring. Coronary angiography was performed
because of typical chest pain and strong family history. The ostium of the left main coronary artery
was not seen in the coronary angiography. Left anterior descending artery was visualized during
right coronary angiography. The circumflex artery is small and filling by extensive collateral source
from right coronary, left coronary artery and drains into an unknown vessel (Figure 1). The mul-
tislice CT was performed for investigating where the draining of the circumflex artery. Multislice
CT showed that the circumflex artery drained into a left pulmonary artery (Figure 2). We choose
medical therapy including beta blocker and acetyl salicylic acid because of any ischemic changes
during exercise testing and any arrhythmic record during 24 hours holter monitoring. Also, any
arrhythmia could not be induced during electrophysiological study. The first choice is surgical
treatment for this syndrome, but decision of medical follow-up was made due to small ischemic
area and the patient’s electrophysiological study results.

Figure 1. The patients coronary angiography.

Figure 2. The patients multislice tomography.
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Takotsubo cardiomyopathy mimicking multi-vessel coronary artery
Coklu koroner arter hastaligini taklit edn Takotsubo kardiyomiyopati
Zeynettin Kaya', Abdullah Tuncez?, Mustafa Karanfil’, Silleyman Kanyilmaz*, Mehmet Tekinalp*

'Department of Cardiology, Mevlana University, Konya

’Konya Numune State Hospital, Konya

*Department of Cardiology, Necmettin Erbakan University, Konya
‘Konya Beyhekim State Hospital, Konya

A 82-year old female patient who had already hypertension referred to our hospital with the di-
agnosis of anterior myocardial infarction. There was atrial fibrillation and subacute anterior myo-
cardial infarction pattern on electrocardiogram (Poor R-wave proggression in the leadsV1 to V4,
T-wave inversions and minimal STelevations in the precordial leads)(figure 1). Mild mitral insuf-
ficiency, biatrial dilatation, akinesia in mid and apical segments of the left ventricle was detected on
transthoracic echocardiography and left ventricular ejection fraction was %40. Because of elapsed
48 hours after the beginning of chest pain,which already resolved, we planned an submaximal ex-
ercise stres test. Due to the development of chest pain and marked ST segment elevation, especially
in inferior leads during submaximal exercise stress test, the patient was taken to the catheterization
lab with the prediagnosis of multivessel coronary artery disease. (figure 2). But there was normal
coronary anatomy on coronary angiography. The patient was diagnosed as Takotsubo syndrome.
The Takotsubo cardiomyopathy was firstly described by Hikaru Sato and colleagues in 1990. Pa-
tients with this syndrome usually refer to an hospital with angina or an angina equivalent symptom
and there is transient acute left ventricular apical ballooning in the absence of significant coronary
artery disease(1). Although stress factors, increased adrenergic activity, small vessel heart disease
and cardiac fatty acide metabolism disorders considered as the underlying pathological factors, ex-
act mechanism of this syndrome have not been fully understood. ST-segment elevation is the most
common finding on the electrocardiogram. ST-segment elevation usually seen in the precordial
leads and less frequently in inferior and lateral leads(2). There is only one case report in the lit-
erature which mention about a patient presenting as multivessel-disease and who had ST-segment
clevations in the precordial and inferior leads at different times(3). With the increased awareness,
more patients have been diagnosed as Takotsubo cardiomyopathy and we have to take into account
this disease in the differential diagnosis of the acute coronary syndromes.

Figure 1. Twelve-lead resting electrocardiography showing poor R-wave proggression in the leadsV1 to
V4, T-wave inversions and minimal STelevations in the precordial leads.

Figure 2. Submaximal exercise stress test demonstrating marked ST segment elevation, especially in in-
ferior leads.
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Iatrogenic coronary artery and right atrial rupture during
percutaneous coronary intervention

Perkiitan koroner girisim sirasinda iyatrojenik koroner arter
ve sag atriyal riiptiir

Mustafa Oylumlu', Nihat Polat', Mehmet Ali Elbey', Serdar Soyding', ismail Basyigit>

'Dicle University School of Medicine, Department of Cardiology, Diyarbakir
’Dicle University School of Medicine, Department of Cardiovascular Surgery, Diyarbakir

Case: A 85-year-old man chronic smoker with hypertension was referred to our hospital for the
treatment of a subacute anterior myocardial infarction. ECG showed ST-segment elevation V1-6
leads. Coronary angiography was performed demonstrating critical stenosis of the proximal and
middle portion of the left anterior descending (LAD) coronary artery (Figure-1). The LAD lesions
were predilated with a 2.0-20 mm balloon and two stents were implanted in LAD artery (Liberte
3.5x20 mm stent for proximal and sirolimus-eluting stent 2,75x24 mm for middle) (Figure-2).
Residual 30% stenosis was obtained in the distally placed stent which was dilated with a 3.5 x 10
mm non-compliant balloon at high pressure. A type 3 perforation of the vessel was detected (Fig-
ure-3). A 3.5x19 mm covered stent was implanted immediately to the rupture site. Further injection
showed a trivial extravasation of contrast agent. Transthoracic echocardiography revealed pericar-
dial effusion, a collapsed right ventricle. Later, hemodynamic instability with hypotension and in-
crease of the pericardial effusion occurred. A pericardiocentesis yielded 750 cc of fresh blood with
immediate clinical improvement. TTE guided pericardiocentesis was performed immediately and
hemodynamic condition was stable and no further treatment was adopted. An hour later patient’s
condition were deteriorated and taken to the catheterization room. Control angiography showed no
evidence of stent restenosis or extravasations from the perforated site (Figure-4). Contrast agent
was administered from the sheet in pericardial space and it was detected that the tip of the sheet was
inside the right atrium. (Figure-5). Patient was reconsidered by heart team and surgical withdrawal
of the sheet from the cardiac space was decided. However, control echocardiographic examination
showed no change of pericardial effusion and conservative follow up was concluded. The patient
was discharged from hospital in good condition four days later. Coronary perforation is a rare but
serious complication of PTCA and requiring immediate treatment. Post-dilation of stent should be
made consciously in these patients since there is a high risk of coronary perforation. Even a stent
with a high radial force such as a sirolimus-eluting stent can cause a perforation via rupture of
struts after poststent-dilatation, and this can be life-threatening. Presence of calcification on the ar-
terial wall and use of a high balloon-to-artery ratio were important predisposing risks as both were
present in our patient. This case is a good example of survival from coronary artery perforation
which should always be maintained with great caution and faster evaluation.

Figure 1 Figure 2
Figure 3 Figure 4
Figure 5
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Chlorpheniramine and phenylephrine induced coronary vasospasm,
a type of allergic angina

Klorfeniramin ve fenilefrin ile tetiklenen koroner vazospazma,
bir alerjik angina tipi
Altug Osken', Ercan Aydin?, ibrahim Kocayigit?, Ramazan Akdemir?, Hiiseyin Giindiiz>

'Siyami Ersek Thoracic and Cardiovascular Surgery Center, Training and Research Hospital,
Department of Cardiology, Istanbul
Sakarya University Medical Faculty, Department of Cardiology, Sakarya

Introduction: Chlorpheniramine and phenylephrine are commonly used drugs for the relief of
symptoms in patients with upper respiratory tract infections. Due to these drugs, cardiac side ef-
fects especially arrhythmias have been reported previously. The simultaneous occurrence of chest
pain and allergic reaction caused by inflammatory mediators such as histamine or leukotrienes
released during allergic insult can mimic the diagnosis of acute coronary syndrome. We wish to
present a case of coronary vasospasm induced by drugs.

Case Report: 50 year old male patient admitted to emergency department with typical retrosternal
chest pain beginning after 1 hour use of a single dose of the drug (650 mg paracetamol, phenyleph-
rine hydrochloride 10 mg, chlorpheniramine maleate 4 mg) for reducing influenza-like symptoms.
On his history, he had no risk factors other than smoking. 2 mm ST elevation in leads V1-V4 was
seen in arrival electrocardiogram (Figure 1). He admitted to the coronary care unit diagnosed
as acute anteroseptal myocardial infarction and immediately taken to catheterization laboratory
for primary percutaneous coronary intervention. Coronary angiography revealed normal coronary
arteries (Figure 2,3). Echocardiography showed normal systolic functions, left atrial enlargement
and moderate rheumatic mitral stenosis with mitral valve area of 1.3 cm? There was no increase
in troponin levels at follow up. He was enrolled again to the coronary care unit and nitroglycerin
infusion was started. Chest pain resolved completely after 30 minutes. As a result, patient was
considered as drug-induced transient coronary vasospasm.

Conclusion: When there is no underlying coronary heart disease, cardiac symptoms due to drug-
induced alergic reactions should be kept in mind.

Figure 1. ST elevation in V1-V4 precordials
leads.

Figure 2. Normal right coronary artery in
urgent coronary angiography.

Figure 3. Normal left coronary system in
urgent coronary anjiography.
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Coronary muscular bridges leading ventricular arrhytmias; are
myocardial bridges innocent?

Ventrikler aritmiye sebep olan koroner muskiiler kopriiler;
miyokardiyal kopriiler masum mu?

Zekeriya Arslan', Mustafa Aparct?, Sait Demirkol®, Sevket Balta®, Ugur Bozlar*, Ugur Kiigiik®

!Ankara Mevki Military Hospital, Ankara

’Etimesgut Military Hospital, Ankara

*Department of Cardiology, Giilhane Military Faculty of Medicine, Ankara
‘Department of Radiology, Giilhane Military Faculty of Medicine, Ankara
Van Military Hospital, Van

Background: Muscular bridges have been considered as benign conditions and their significance
for myocardial ischemia is stil debatable. However, some recent studies revealed that MB could
cause myocardial events, such as angina pectoris, life-threatening arrhythmias an deven sudden
cardiac death. Here we report a patient with nonsustained ventricular tachycardia most probably
due to a muscular bridge.

Case: A 23 year-old female patient with no history of any cardiovascular risk factors applied for
our outpatient clinic with complaining of palpitation and exertional dyspnea. Blood pressure was
115/65 mmHg, the heart rate was 72 beats/min. The baseline electrocardiogram (ECG) and chest
radiograph were normal. Echocardiography showed no any ventricular wall motion abnormalities,
except for minimal mitral valvular regurgitation. Both ventricular systolic and diastolic functions
and the pulmonary acceleration time were normal. Serum biochemistry also revealed normal levels
of CBC, fasting glucose, creatinine, creatine kinase (including MB isoform) and transaminases.
Exercise test (with Bruce protocol) was performed for evaluating the ischaemic aetiology for ex-
ertional dyspnea. While the patient was in stage II, repetetive nonsustained ventricular tachycar-
dias were seen, though there was no any ischaemic ST-T changes or chest pain (Figure 1 and 2).
Because of that the patient was a young women with low cardiovascular risk, coronary computed
tomography (CT) angiography was preferred for evaluating ischaemic coronary diseases. CT an-
giography revealed two superficial coronary muscular bridges, one was in the mid segment of left
anterior descending artery, and the other was in the mid segment of well developed first optus
branch of left circumflex artery. There was a mild narrowing at systole in both muscular bridges.
Right coronary artery was normal. We conservatively treated the patient with beta-blokers and
aspirin, which resolved the symptoms partially. No any significant arrhythmia existed in control
Holter ECG performed 10 days later.

Conclusion: Although coronary muscular bridges are comparatively benign and considered as
innocent, sometimes they can cause significant arrhythmias such as ventricular tachycardia even in
young healthy patients. Physicians should be alert for the fact that congenital variants may cause
critical events.

Figure 1. Ventricular tachycardia in stage IT of exercise stress test.

Figure 2. Repetetive ventricular tachycardia events.

71



Koroner kalp hastaliklari / Coronary heart disease

Koroner kalp hastaliklari / Coronary heart disease

PO-053

Myacardial ischemia due to multiple coronary cameral fistula
Coklu koroner kameral fistiile bagh miyokard iskemisi

Mustafa Oylumlu, Abdulkadir Yildiz, Murat Yuksel, Abdurrahman Akyuz, Mehmet Ata Akil,
Mehmet Zihni Bilik, Nihat Polat

Dicle University Faculty of Medicine, Department of Cardiology, Diyarbakir

A 75-year-old female patient was referred to cardiology department with a diagnosis of acute coro-
nary syndrome. She had chest pain and palpitations over the past several months. Besides age she
had no additional risk factors for coronary artery disease. Electrocardiogram showed normal sinus
rhythm and symmetric T wave negativity (Figure 1). Cardiac enzyme levels and troponin levels
were normal. Physical examination was unremarkable. Transthoracic echocardiography revealed
slight left atrial enlargement, mild mitral and aortic regurgitation with a normal left ventricular
systolic function. We performed dobutamin stress echocardiography since the patient could not
tolerated exercise, which revealed ischemia at the anterior and lateral wall regions of the left ven-
tricle. Coronary angiography revealed normal epicardial coronaries with a widespread passage of
the contrast agent from left anterior descending and circumflex arteries to the left ventricular cavity
(Figure 2A-2B-2C). The diagnosis of multiple coronary—cameral fistulas (CCF) was considered
and the patient was treated conservatively with B-blockers. Coronary-cameral fistula (CCF) is a
scarce clinical entity, which is defined as an anomalous communication between any epicardial
coronary artery and cardiac chambers or large vessels. Major sites of fistula origin are the right
coronary artery, left coronary artery, and both coronary arteries, respectively. Major termination
sites are the right ventricle, right atrium, pulmonary arteries and less frequently the left atrium and
left ventricle. The functional significance and treatment of these fistulas remain unclear. However,
large or small multiple fistulac can cause myocardial ischaemia or symptoms related to volume
overload. On account of the multiplicity and small calibre of the fistula, other treatment options
weren’t considered in our case. The patient’s angina reduce with medical therapy.

Figure 1

Figure 2
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Acute anterolateral myocardial infarction secondary to
carbonmonoxide poisoning

Karbonmonoksit zehirlenmesine ikincil akut anterolateral
miyokard enfarktiisii

Tolga Kunak', Aysegiil Ulgen?, Burak Sezenoz?, Yusuf Tavil’, Adnan Abaci®

'Department of Cardiology, Develi State Hospital, Kayseri
’Department of Cardiology, Kayseri Education and Research Hospital, Kayseri
*Department of Cardiology, Gazi University Faculty of Medicine, Ankara

Carbon monoxide (CO) is one of the most important cause of fatal or non-fatal poisonings through-
out the world. The clinical findings of CO poisoning are highly variable, but the most susceptible
systems are cardiovascular and neurological systems (1). CO can affect cardiovascular system by
several mechanisms in patients with or without coronary artery disease (CAD). Here we report a
rare case of acute CO poisoning complicated with acute anterolateral ST segment elevation myo-
cardial infarction without obvious CAD. A 47 year old female patient was admitted to emergency
department with general status disturbance, squeezing chest pain and nausea. She was found un-
conscious in the bathroom by her husband. Vital signs showed a heart rate of 98 beats/min, a
respiratory rate of 20 breaths/min, blood pressure was 130/80 mmHg and Glaskow Coma Score
was 10 at the admission. ECG revealed ST segment elevation in the precordial leads and DI-aVL,
resiprocal ST depression in the inferior leads. (Figure 1) Initial laboratory data revealed carboxy-
hemoglobin (COHDb) of 38%, Creatine kinase-MB of 17 IU/L, hs-troponin T level of 0,012 ng/ml.
Echocardiography revealed hypokinesia of the anterolateral wall. After high-flow oxygen therapy
and intravenous nitrate infusion chest pain was relieved and ECG findings were normalized. At our
coronary care unit, her consciousness level improved with high-flow oxygen therapy. Emergency
coronary angiography postponed because of clinical amelioration and ECG normalization. On the
follow up hs-troponin T level elevated to 2,22 ng/ml and creatinkinase-MB level to 57 TU/L. Hy-
perbaric oxygen therapy was palanned fort he patient. After hyperbaric oxygen therapy her COHb
levels decreased to 1,8%. The next day coronary angiography was performed and revealed a very
distal 99% stenosis of left anterior descending artery (LAD) (Figure 2). Because the thrombotic
occlusive lesion was at the distal site of the LAD, we decided to closely observe the patient in
the coronary care unit and administer anti-thrombotic medications including heparin, aspirin, and
clopidogrel. After a 4 day cardiac care unit stay, she was discharged in a stable condition. CO
poisoning can cause cardiovascular damage as well as neurological damage. First of all physicians
should suspect CO poisoning and investigate cardiovascular system. Acute coronary syndrome
should be treated according to current guidelines. Coronary spasm due to CO should be keep in
mind and nitrate infusion should be administer as a starting therapy if there is no contraindication.

Figure 1. Patient’s ECG at adminstration.

Figure 2. Coronary angiographic image of the patient shows distal LAD stenosis.
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Ecstasy induced myocardial infarction: a case report

Ektazinin tetikledigi miyokard enfarktiisii: Olgu sunumu
Bahtiyar Aralov', Ahmet Goktug Ertem?, Sadik Agikel!, Tolga Han Efe!

'Department of Cardiology, Diskapi Yildirim Beyazit Education and Research Hospital, Ankara
’Department of Cardiology, Ankara Penal Instution Campus State Hospital, Ankara

Introduction: Recreational use of MDMA, also known as Ecstasy is one of the most common
abused drug in the world among young adults. Underlying mechanisms or management of cardiac
complications were debated. In this paper, we reported that a young man presents with acute MI
after taking a single dose of Ecstasy.

Case presentation: A 21-year-old man, who took a single dose of Ecstasy and 6 cigarettes in 2
hours before admission, was admitted to emergency department with crushing right sided chest
pain on going one and half hours. Electrocardiography (ECG) revealed ST elevation in inferior
derivations (D2-3, aVF) and lateral derivations (V5-6) on admission (Figure 1). Echocardiography
showed normal ejection fraction (EF) (50%, normal range: >45%), and mild anteroapical hipoki-
nesia. Cardiac catheterization revealed total occlusion at the distal left anterior descending (LAD)
artery, and normal right coronary artery (RCA) and left circumflex artery (LCx). (Figure 2 A-B).
His chest pain resolved on the second hour of infusion of glyceryl trinitrate.

Discussion: In the literature, Ecstasy-induced MI has reported rarely. Underlying mechanisms or
management of cardiac complications were debated. Accused mechanisms for Ecstasy-induced
MI were such trombus formation and coronary vasospasm with normal coronary arteries. Alpha
adrenergic stimulation suspected for vasoconstriction and trombus formation, similar to cocaine.
Coronary angiography should perform for clarify underlying mechanisms of Ecstasy-induced MI,
and would guide for better treatment with antiplatelet agents, percutaneous intervention, or drugs
for treatment of coronary artery spasm.

Conclusion: Coronary artery disease is the most common cause of death and urgent treatment is
needed. When a young individual admit to hospital with acute myocardial infarction, the usage
of sympathomimetic recreational drugs should be questioned. If there is chance to perform early
angiography, it could be favorable to clarify the etiology and would guide for the treatment.

Figure 1. Electrocardiography (ECG) showed ST elevation in inferior derivations (D2-3, aVF) and lateral
derivations (v5-6) on admission.

Figure 2. A. Left coronary angiography revealed trombus and occlusion (asteriks) at the distal part of left
anterior descending artery (LAD) and normal left circumflex artery (LCx). B. Right coronary angiography
revealed normal right coronary artery (RCA).
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Multivessel spontaneous coronary dissection — a case report
Coklu damar spontan koroner diseksiyon — olgu sunumu

Asl Tanindi, Aycan Fahri Erkan, Berkay Ekici, Hasan Fehmi Tére

Ufuk University Faculty of Medicine, Department of Cardiology, Ankara

Spontaneous coronary artery dissection, a rare condition which occurs in the absence of cardiac
catheterization, trauma or surgery may be prezented within a wide spectrum of clinics ranging from
stable chest pain to ST elevation myocardial infarction. Spontaneous dissection can be isolated or
associated with atherosclerotic coronary artery disease. Hormonal status, immunologic and inflam-
matory milieu, vascular structural factors and genetics play role in the absence of atherosclerosis. We
report a 45 year-old male who had undergone coronary angiography for crescendo angina pectoris
and was found to have spontaneous coronary dissection in right coronary artery, circumflex coro-
nary artery and obtuse margin branch. In addition to multivessel dissection, this patient had some
atherosclerotic lesions without critical narrowing which were far from causing chest pain. He was
searched for Marfan, Ehler Danlos and other connective tissue diseases and vasculitic syndromes but
none of them existed. Conservative strategy, percutaneous intervention and coronary artery bypass
surgery are all possible therapautic options; however, we preferred a watchful strategy in this patient.

Figure 1. (A) Coronary angiography demonstrating spontaneous coronary dissection in right coronary ar-
tery. (B) Coronary angiography demonstrating spontaneous coronary dissection in right coronary artery.

Figure 2. Coronary angiography demonstrating spon-
taneous coronary dissection in circumflex coronary
artery and obtuse margin branch.
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The impact of non-cardiac surgery on electrocardiograph changes,
troponin levels in patients with intermediate and high risk according
to framingham general cardiovascular disease risk score

Framingham genel kardiyovaskiiler hastalik risk skoruna gore orta
ve yiiksek riskli hastalarda kardiyak olmayan cerrahinin
elektrokardiyografik degisiklikler ve troponin diizeyleri iizerine etkisi

Mirag Vural', Serkan Bulur?, Osman Késtek', Berrin Erok®, Orgun Can',
Yavuz Onur Danacioglu®, Aytekin Oguz'
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Introduction: Perioperative myocardial infarction (MI) is associated with high mortality rates in
patients undergoing non cardiac surgery. It is difficult to diagnose perioperative MI that often can
not be described because of typical analgesics. Therefore, the diagnosis of perioperative MI can be
detected by changes in ECG and troponin.

Material-Method: One hundred and one patients (39 female; mean age 72+11 years) whose Fram-
ingham General Cardiovascular Disease Risk Score between 10% and 47% were included. ECG
records and troponin measurements were performed in preoperative assessment and repeated at
the second postoperative day. Troponin levels above 0,04 ng/mL were considered to be significant.
Results: Postoperative ECG changes were detected in 39 patients and also significantly elevated
troponin levels were measured in 19 patients. Both ischemic ECG changes (>0.5 mm ST depres-
sion or negative T wave) and significantly elevated troponin (>0.04 ng/dl) levels were detected
together in 6 patients. There was no postoperative typical angina. The most common postoperative
ECG changes were ST depression (11 patients). Then, atrial extra systole (7 patients), sinus tachy-
cardia (6 patients), negative T wave (6 patients), ventricular extra systole (4 patients), new-onset
atrial fibrillation (2 patients) and left bundle branch block (1 patient) and right bundle branch block
(1 patient), supraventricular tachycardia (1 patient) were detected respectively.

Conclusion: According to the Framingham risk scores in patients with intermediate to high risk
groups, have frequently ischemic changes during postoperative period of non cardiac surgery. This
condition may be associated with perioperative cardiac morbidity and mortality.

73



Koroner kalp hastaliklari / Coronary heart disease

Koroner kalp hastaliklari / Coronary heart disease

PO-058

A printz metal angina pectoris causing myocardial infarction in a
pregnant woman

Gebe kadinda miyokard enfarktiisiine neden olan printzmetal angina
Ahmet Giindes, Ahmet Celik, ismail Tiirkay Ozcan, Ahmet Camsart
Department of Cardiology, Mersin University Medical Faculty, Mersin

Variant angina, which is also referred to as Prinzmetal or coronary vasospastic angina, is a clinical
entity characterized by episodes of angina pectoris, usually at rest and often between midnight
and early morning, in association with ST-segment elevation on the electrocardiogram. Angina
is usually caused by focal spasm of a major coronary artery resulting in a high-grade obstruction
and myocardial infarction may develop in some. We report a prinzmetal angina which caused
malign arrytmia and cardiac arrest in a pregnant woman with ST Segment elevation on precordial
derivations whom coronary angiography was normal. A 32 years old, 28 weeks pregnant woman
brought to the emergency department with shortness of breath and tightness in the chest after the
emotional stress. Anterior ST segment elevation was seen on electrocardiogram (Figure 1). After
taken in the ambulance in a few minutes,cardiac arrest developed due to ventricular fibrillation,
cardiopulmonary ressuciation was started and she was intubated. After succesfull cardiopulmonary
ressuciation performed about 25 minutes, sinus rhythm was seen (Figure 2A) and primary coro-
nary angiography was performed. Her coronery arteries were seen normal (Figure 3). CK-MB and
troponin levels were increased typically. 2 days later she was extubated. Low dose asetil-salycilic
acid. and nitrate was started and after six days she was discharged without any complication about
her and her baby. At discharge, the electrocardiogram showed negative T waves on precordial
derivations (Figure 2B).

Figure 1

Figure 2

Figure 3
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Kounis syndrome due to the oral lornoxicam use
Oral lornoksikam kullanimina baglh Kounis sendromu

Yusuf Can, Ibrahim Kocayigit, Ercan Aydin, Salih Sahinkus, Mehmet Biilent Vatan,

Harun Kilig, Hiiseyin Giindiiz

University of Sakarya, Department of Cardiology, Sakarya

Kounis syndrome is the coincidental occurrence of acute coronary syndromes with
hypersensitivity reactions. This condition is triggered by the release of inflammatory mediators
following an allergic, hypersensitivity or anaphylactic insult and manifests as unstable vasospastic
or nonvasospastic angina and even as acute myocardial infarction. Here we report a case of Kounis
syndrome presented with acute coronary syndrome due to the oral lornoxicam use.

A 59 year-old female admitted to our emergency department with complaints of chest pain, dispnea
and generalized erythema. The patient reported that her symptoms started after she took 8 mg lor-
noxicam for knee pain. On admission her blood pressure was 80/50 mm Hg and her heart rate was
105/min. Treatment was started with 45,5 mg feniramin intravenously, and intravenous administra-
tion of fluids was continued. After initial evaluation, electrocardiography showed ST-segment ele-
vations in leads II, II[,aVF and V5-V6 (figure-1). After an acute inferolateral myocardial infarction
was diagnosed, the patient was transported to the catheter laboratory for coronary angiography.
The coronary angiography showed normal coronary arteries (figure-2). After coronary angiogra-
phy, the patient’s blood pressure was 110/70 mm Hg; the rash disappeared within hours and the
clectrocardiographic findings returned to normal (figure-3). Her complete blood count and results
of a coagulation screening were within normal limits. The level of peak troponin I became 15,7 ng/
mL. Total levels of immunoglobulin E measured after 2 hours was 110 IU/mL. By the next day, the
patient was hemodynamically stabilized and was discharged without any complication after four
days. Acute myocardial infarction is a rare complication of anaphylactic reactions, but can occur
even in patients with angiographically normal coronary arteries. In our patient, according to the
temporal relationship with lornoxicam intake and the exclusion of coronary stenosis, it is probable
that lornoxicam caused the symptoms.

Figure 1

Figure 2

Figure3
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Multivessel coronary artery vasospasm due to excessive inguinal
pain in a patient with variant angina pectoris

Varyant angina pektorisli hastada asir1 inguinal agriya bagl ¢oklu
damar koroner vazospasm

Erdal Durmus, Murat Sunbul, Tarik Kivrak, Ibrahim Sari
Department of Cardiology, Marmara University Faculty of Medicine, Istanbul

A 58-years-old male patient admitted to our clinic with the complaint of chest pain. His chest pain
was like a sensation of numbness, usually beginning after mild exertion, localized to retrosternal
area, radiated to interscapular region, left arm and lasting 1-2 min. Physical examination revealed
normal findings. Electrocardiogram was in sinus rhythm with low QRS amplitudes in extremity
leads (<=0,5 mV) and a heart rate was 93 bpmin. Transthoracic echocardiography revealed normal
left ventricular function (EF: 65%). To evaluate the coronary artery disease (CAD), non-invasive
exercise stress test was performed. At the first stage of the test, patient complained of chest pain
like a numbness sensation on retrosternal area, radiating to the back and left arm. Because chest
pain was disturbing, exercise test stopped at 6th minute. Chest pain relieved within the first minute
of recovery phase and was not accompanied by ischemic electrocardiographic changes. The patient
underwent coronary angiography examination due to typical chest pain and cardiovascular risk
factors. Our patient had lower pain threshold, so before femoral cannulation higher than normal
dose of local anesthetic was administered to the right femoral region. However despite intense
local analgesic administration, he complained of excessive pain. During coronary angiography,
critical stenosis was detected in the mid level of intermediate artery (Figure 1A) and proximal
portion of right coronary artery (Figure 1B). There was a non critical lesion in the proximal part of
left anterior descending artery (Figure 1C). Then, percutaneous coronary intervention was planned
for critical coronary lesions. Oral 300 mg loading dose of clopidogrel was given to the patient.
After six hours, patient was taken to the coronary angiography laboratory again. Initially we aimed
to exclude possible coronary spasm and when we engaged diagnostic catheter into the right coro-
nary ostium, we saw that right coronary artery was completely normal confirming the presence of
coronary spasm (Figure 2A). Then we displayed left coronary circulation and again we observed
that both intermediate artery and left antetior descending arteries were normal (Figure 2B). We
confirmed that the lesions in the left anterior descending, intermediate and right coronary artery
lesions were all spasm. We switched the B-blocker with a Ca-canal blocker (amlodipin) and added
nitroglycerin to the patient. Coronary artery vasospasm is frequent cause of chest pain. Multi-
vessel coronary artery spasm increases risk of severe ischemia, myocardial infarction, ventricular
arrhythmia and cardiogenic shock compared with single vessel coronary spasm. The exact reasons
for coronary artery vasospasm are uncertain. In this case, we present a patient with multi-vessel
coronary vasospasm which we believe occurred due to excessive inguinal pain.

Figure 1. Arrows show critical lesion in 1A and 1B, non critical lesion in 1C in the diagnostic angiography
procedure.

Figure 2. Six hours later from the diagnostic angiography, arrows show the spontaneous resolution of criti-
cal and non critical coronary lesions.
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A rare case of congenital anomalous origin of the coronary arteries:
all in one

Nadir bir konjenital koroner arter ¢ikis anormalligi olgusu:
Hepsi bir hastada

Murat Sunbul', Erdal Durmus', Ibrahim Sari', Feyyaz Baltacioglu?, Kursat Tigen'

'Marmara University Faculty of Medicine, Department of Cardiology, Istanbul
’Marmara University Faculty of Medicine, Department of Radiology, Istanbul

Congenital anomalous origin of the coronary arteries is a rare but well-described cause of myo-
cardial ischemia and sudden death. Previous studies are shown that the incidence of congenital
anomalous origin of the coronary arteries is 0.6-1.3% in angiographic series and 0.3% in autopsy
series. Coronary arteries with anomalous origins can result in episodic or obligatory myocardial
ischemia and have been implicated in chest pain, syncope, myocardial ischemia, malignant ven-
tricular arrhythmia, and sudden cardiac death. In this case, we present a 64 years-old male patient
who applied to our clinic with complaint’s of dyspnea, ortopnea, and pretibial edema for 2 months.
His exercise capacity was NYHA class 3. He had history of diabetes mellitus, atrial fibrillation
and 20 pack-years smoking. On physical examination, bilateral respiratory rales, 2+ bilateral pit-
ting pretibial edema and irregular pulse were evaluated. On ECG, atrial fibrillation with a rate of
140 per minute was detected. Moderate depression of left ventricle systolic function and dilata-
tion of left ventricle were revealed on echocardiography. Coronary angiography was performed
to determine the etiology of left ventricle systolic dysfunction. Left sided coronary arteries were
not visualized in the left coronary sinus. During the visualization of the right coronary artery, both
right coronary artery and left main coronary artery were found to arise from the right coronary
sinus and single ostium. This was confirmed by aortagraphy (Figure 1). Upon further investigation,
multislice coronary computer tomography demonstrated that both left and right coronary artery
originated from the right coronary sinus and a single ostium with no compression by the great
arteries (Figure 2 A-D).

Figure 1. Aortagraphy showed that right and left coronary artery originated from the right coronary sinus.

Figure 2. Multislice coronary computer tomography demonstrated that both
left and right coronary artery originated from the right coronary sinus and a
single ostium with no compression by the great arteries. (LMCA: left main
coronary artery, LAD: left anterior descending, RCA: right coronary artery,
LV: left ventricle, LA: left atrium, AO: Aorta).
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A case of right coronary artery with chronic spiral dissection high
take-off branching to left anterior descending artery

Yiiksek cikisl sol on inen koroner arter veren kronik spiral
disseksiyonlu sag koroner arter olgusu

Aydin Akyiiz', Seref Alpsoy', Dursun Cayan Akkoyun', Ertan Sahin?

'Namik Kemal University, Medicine Faculty, Cardiology,T ekirdag
’Namik Kemal University, Medicine Faculty, Department of Nuclear Medicine, Tekirdag

Chronic spiral dissections are characterized by the multiple thin channels along the vessel in any
coronary artery and rarely seen with a TIMI III flow distally for long period. Here, we reported a
male case who had atypical angina pectoris, 48 years old, with left anterior descending artery high
take-off arising from right coronary artery with chronic spiral dissection for four years. (Figure 1,
2) His myocardial perfusion scintigraphy revealed normal perfusion even though chronic dissec-
tion of four years and coronary anomaly (Figure 3).

Kronik spiral disseksiyonlar bazen TIMI III distal akim ile birlikte herhangi bir koroner arterde
¢oklu ince kanallarin seyretmesiyle karekterize olup, nadir olarak uzun siireli tikanikliga yol agma-
dan kalabilirler. Biz bu bildiride atipik gogiis agrisi olan 48 yasinda erkek bir sag koroner arter de
kronik disseksiyon yanisira sag koroner arter ostiumundan yiiksek ¢ikish sol 6n inen koroner arter
anomalisi olan olguyu rapor ettik. Dért y1l 6nce koroner angiograminda kronik disseksiyon ve ¢ikis
anomalisi saptanan hastanin 4 yil sonra da ayni koroner anjiografi bulgulari (Resim 1, 2) vardi.
Ayrica talyum myokardiyal perfiizyon sintigrafisinde iskemi yoktu (Resim 3).

Figure 1. Right coronary angiogram shows
chronic spiral dissection of the right coro-
nary artery and high take-off of left anterior
descending artery from the right coronary
artery.

Figure 2. Right coronary angiogram of the
patient 4 years ago.

Figure 3. An image of the thallium myocardial perfusion spect
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Whom need to be underwent screening of subclavian artery?
Subklavyen arter goviintiileme kimlere gerkli?
Yalcin Boduroglu', Barbaros Dokumact', Salih Eryilmaz?, Yusuf Erzurum'

!Eskisehir Private Sakarya Hospital, Eskisehir
’Kutahya Private Kent Hospital, Kutahya

Introduction: The use of the left internal mammary artery (LIMA) during coronary artery bypass
graft (CABG) surgery has become the gold standart. However, stenosis within the proximal left
subclavian artery (SCA) may cause reduction and even reversal, of flow within LIMA and vertebral
artery. This phenomen has been termed subclavian steal syndrome and coronary-subclavian steal
syndrome (CSSS). CSSS is thought to occur in 0,4% of post-CABG patients and stenosis of SCA
0.7% in whom referred for CABG. Atherosclerosis, Takayasu’s arteritis, congenital aortic abnor-
malities and thoracic outlet syndrome have been described causes. SCA stenosis may be present at
the time of CABG or may occur post-CABG following the progression of SCA disease. In order
to detec the presence of a SCA stenosis prior to cardiac surgery, many authors advocate bilateral
upper limb blood pressure measurement and subclavian auscultation. Typical manifestations of
CSSS include angina, lightheadedness, left arm numbness, weakness, claudication and at least
20 mmHg difference in blood pressure between two arms. SCA arteriography is the gold standart
for diagnosis. Alternative procedures are doppler, duplex ultrasonography, computed tomography
(CT) angiography, magnetic resonance imaging. (MRI)The treatment of choices for CSSS are sur-
gical bypass, percutaneous transluminal angioplasty and stenting.(PCI) We aimed to describe three
post-CABG patients with SCA disease and to discuss whom SCA screening is important. First
patient had pre-LIMA proximal SCA stenosis. Second one had post-LIMA middle SCA stenosis
and last one had ostial LIMA-LAD grafting stenosis. Case 1: 55 year-old male patient who under-
went CABG operation in two years ago. He had angina for 4-5 months in mild activities.He had
left arm weakness and claudication. There was difference of blood pressure measurement between
two arms with more than 15 mmHg.His grafts were found to be patent, there was a severe pre-
LIMA graft proximal SCA stenosis.(Figure 1) After successful PCI to SCA stenosis his symptoms
disappeared.(Figure 2) Case 2: 59 year-old woman patient with CABG operation 5 years ago.She
had angina for two months and complaint of bilaterally arm numbness and weakness.Her blood
pressure couldn’t be measured. Her grafts were patent but there were bilaterally middle SCA ste-
nosis.(Figure 3) A successful PCI to left SCA stenosis was performed (Figure 4) Her symptoms
disappeared.Case 3: This was very interesting and rare case. Sixtynine years old male patient with
successful CABG operation in one month before. His chest pain recurred later operation. Angiog-
raphy revealed ostial LIMA-LAD graft stenosis.(Figure 5) A successful PCI performed.(Figure 6)
He didn’t have any symptoms later.

Conclusions: Typical symptoms should rise suspicion on the SCA stenosis. Althugh screening
of SCA before CABG is well-known procedure formerley. Whom need to be underwent routine
screening angiography of SCA or LIMA is a still current issue.

Figure 1. There was a severe pre-LIMA graft
proximal SCA stenosis.

Figure 2. A successful percutaneous translu-
minal stenting of SCA stenosis.

Figure 3. The severe middle SCA stenosis. Figure 4. A successful percutaneous translu-

minal stenting of SCA stenosis.

Figure 5. Ostial LIMA-LAD graft stenosis. Figure 6. A successful stenting performed to

stenosis.
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Exercise induced syncope and ST elevation in a young patient with
anomalous origin of left main coronary artery

Anormal orijinli sol ana koroner arter olan geng bir hastada egzersizin
tetikledigi senkop ve ST segment yiikselmesi

Murat Sunbul, Fuad Samadov, Ibrahim Sari, Beste Ozben
Marmara University Faculty of Medicine, Department of Cardiology, Istanbul

A previously healthy 19-year-old man experienced syncope during heavy exercise. He recovered
10 minutes later and complained of chest pain with burning sensation. Immediate electrocardio-
gram taken during syncope showed prominent ST segment elevation in D1, aVL and V2-V6 deri-
vations with reciprocal changes in the inferior leads (Figure 1A). On admission, he did not have
chest pain, his physical examination was completely normal and repeat ECG revealed a normal si-
nus rhythm without any signs of ischemia. High sensitive Troponin T was elevated (250 ng/L (nor-
mal range: 0-14 ng/L) while creatinine kinase MB level was normal (3.52 ng/mL (normal range:
0-5 ng/mL). Transthoracic echocardiography revealed a normal left ventricular ejection fraction
without any regional wall motion abnormality. As the ECG during syncope revealed remarkable ST
segment elevation and the patient suffered chest pain and had elevated Troponin level, we specu-
lated that syncope might be associated with ischemia and due to the young age of the patient, he
might have a coronary artery anomaly rather than coronary atherosclerosis. The patient underwent
coronary angiography which showed a normal right coronary artery (RCA). However, selective
cannulation of the left main coronary artery (LMCA) was not possible. Multislice coronary CT
angiography demonstrated that LMCA was originated from right coronary sinus and it was passing
between aorta and pulmonary trunk (Figure 1B). We agreed that the external compression of the
LMCA by the great arteries due to the expansion of the aortic root and pulmonary trunk during
exercise caused ischemia and syncope. The patient underwent a successful coronary artery bypass
grafting operation with bilateral internal mammarian arteries (IMA) to left anterior descending
artery (LAD) and circumflex artery (Cx). Timely diagnosis of the malignant coronary anomalies
are crucial as they are most often diagnosed post mortem. This case was lucky enough for an ECG
that could be obtained during the syncope episode. The prominent ST segment elevations during
syncope clearly indicated that syncope was associated with myocardial ischemia and this should
raise the suspicion of an anomalous coronary artery in such a young healthy individual.

Figure 1. (A) Electrocardiogram during syncope episode revealing prominent ST segment elevations in
the DI, aVL and V2-V6 derivations with reciprocal ST segment depression in the inferior derivations. (B)
Multislice coronary CT angiography showing left main coronary artery originating from right coronary
sinus and its course between aorta and pulmonary trunk (LMCA: left main coronary artery; AO: aorta; PT:
pulmonary trunk).
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Ventricular arrhythmias triggered by huge coronary ectasia

Dev koroner ektazi ile tetiklenen ventrikiiler aritmiler

Turyan Abdulhalikov, Mehmet Kayrak, Ramazan Aslan, Kurtulus Ozdemir

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

Coronary arterial ectasia (CAE) is a kind of coronary atherosclerosis and it has been observed in
3-8 % of patients during coronary angiography. CAE is frequently associated with a high risk of
cardiovascular events and also related with electrical instability and malign rhythm disturbances.
A 72 years old male with a history of hypertension was transferred to our hospital for coronary
angiography with complaints of recurrent chest discomfort and palpitations. He did not have any
history of previous cardiovascular disease, and other major risk factors. 24-hour Holter monitoring
records show frequently ventricular bigeminy, ventricular couplets, (n=110 ) ventricular triplets
(n=16) and isolated ventricular premature beats (n=19914). Also, in the 24-hour Holter records,
short-run ventricular tachycardia episodes were documented(figure-1). Despite medical therapy he
had recurrent angina pectoris class2-3 and accompanying symptomatic ventricular rhythm distur-
bance. Coronary angiography was performed. The right coronary arter (RCA) was the dominant
vessel marked, dilatated with non-significant stenosis. Left system also had severe ectatic segments
and non-ciritical stenosis in the circumflex artery (LCx). Diameter of ectatic segments are 12, 10
and 8 mm in RCA, LCx and LAD respectively (figure-2). There was also severe slow flow in RCA
and LAD(TIMI frame count was 69 and 60 respectively).The patient was managed medically,
included aspirin 100 mg, diltiazem 120 mg SR capsules twice a day, warfarin 5Smg, atorvastatin
10 mg, ramipril 10mg once a day. I month later his symptoms were significantly regressed. His
angina score was class1-2 and palpitations also improved considerable. 24-hour Holter monitoring
was repeated at the post-discharge day-30. No ventricular couplet, ventricular triplets and no short-
run ventricular tachycardia was revealed. The number of ventricular premature contractions was
dramatically decreased (n=3015). CAE may cause coronary slow flow (CSF), and turbulence. Due
to severe turbulent and stagnant coronary flow, patients may have angina pectoris, ischemia and
also myocardial infarction. Based on current literature, CSF may be cause to severe life-threatening
cardiac arrhythmias, especially ventricular arrhythmias such as ventricular tachycardia, and also
sudden cardiac death. Both CSF and CAE are associated with prolonged QT interval and increased
QT dispersion. In 12-lead surface ECG, duration of corrected QT was normal (424,9 milliseconds),
but corrected QT dispersion was increased (67,1 milliseconds). These numbers are in the same
range with the ectatic group of previous study population. Treatment of CAE is still challenging
due to lack of the randomized controlled trials. All data is derived from personal experiences and
observational studies. The relationship between CAE and life threatening arrythmias was proved
and well documented, CAE is not innocent variant of coronary artery disease.

Figure 1. Short run VT episodes
and frequenly ventricular beats
were demonstrated.

Figure 2. Left panel was showed coronary artery ec-
tasia in the LAD and LCx. Right coronary artery was
demonstrated in the right panel.

PO-066

Ultrastructure changes in hibernating myocardium in acute forms of
coronary artery disease

Koroner arter hastaliginin akut formlarinda hiberne miyokarda
ultrayapisal degisiklikler

Gayane Vachikivna Tshngryan

Lviv National Medical University N.A. Danylo Halytsky

Diastolic and systolic dysfunction of both cardiac ventricles in patients with coronary artery disease
may be related to irreversible necrotic and sclerotic changes of myocardium as well as to potentially
irreversible forms by myocardial dysfunction according to resent data —dormant or hibernating and
stunned myocardium. Hibernation of myocardium belongs to the new ischemic syndromes, not
well-known in practical cardiology due to available methods of assessment. The purpose of our
study: to reveal patterns of ischemic myocardial lesions on ultrastructural level in myocardial in-
farction (MI) and unstable angina (UA) in comparison with data of electrocardiography (ECG)
and echocardiography (EchoCG). Methods. Ultrastructural assessment of express-necropsies of
myocardium of 24 persons (17 males and 7 females aged 39-89 years) which died of MI, compli-
cated by cardiogenic shock or pulmonary edema, was performed. Specimens for the evaluation were
obtained by means of transthoracic express-necropsy of the heart 10-15 minutes after the statement
of biological death of the patient. Obtained results were compared with lifetime values of the car-
diovascular system, ECG, EchoCG data. Myocardium from 5 persons who died from extracardial
causes was taken for control. Results. Different zones of left ventricle (LV) were assessed: intact,
peri-infarction and zone of necrosis. Study of the intact zones of LV myocardium revealed predomi-
nantly hypertrophied cardiomyocyted (CMC) with signs of degenerative lesions of myofibrils (MF)
and mitochondria’s (MT). Architectonics of the CMC has changed as a result of MF’ fragmentation,
non-uniform accumulation of MT in the areas deprived of contractile elements was registered con-
tributing to contractile weakness of the CMC, that clinically was revealed by signs of heart failure
and decrease LV ejection fraction on EchoCG. Extensive number of granules of glycogen evidenced
the presence of hibernation in remodulated CMC. In case of continuous hypoperfusion hibernated
CMC in peri-infarction zone died due to progressing degeneration or apoptosis — vacuolization of
sarcoplasm, changes of cariolemma typical for apoptosis of the core. Fibrosis was registered in
CMC’s interstitium. In long-standing hibernation CMC preserve accumulations of granules of gly-
cogen as a marker of cell viability, for the renovation of their function in adequate treatment tactics
with provision of optimal coronary perfusion. Patients who had degenerative changes in the myo-
cardium had negative dynamics on ECG and EchoCG. Conclusions. Comparison of the myocardial
changes on the cellular level with results of clinical studies and ECG, EchoCG data gives ability to
reveal the pathophysiology of the hibernating myocardium thus permits to substantiate treatment
approach to LV systolic dysfunction caused by acute coronary syndrome.
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Spontaneous coronary artery dissection incoming the case of syncope
Senkopla gelen spontan koroner arter diseksiyonu vakast

Ahmet Avci, Kenan Demir, Recep Karatag, Biilent Behliil Altunkeser

Selcuk University Faculty of Medicine, Konya

Spontaneous coronary artery dissection is between 1.1% to 0.28% in the incidence of angiographic
series and important cause of acute coronary syndrome. Women comprise 70% of the cases. Clini-
cal presentation ranges from asymptomatic to unstable angina pectoris, acute myocardial infarc-
tion, ventricular arrhythmias, and sudden death. The diagnosis of coronary dissection is usually
made by coronary angiography. Therapeutic options include medical therapy, percutaneous coro-
nary intervention, and bypass surgery. Overall, the left anterior descending is affected in 75% of
cases, the RCA in 20% of cases, the left circumflex artery in about 4% of cases, and left main coro-
nary artery in <1% of cases. A 59-year-old woman presented with syncope. Coronary angiography
was performed and found to have long segment spontancous coronary artery dissection in the right
coronary artery. She was stented with 3 bare-metal stents; TIMI 3 flow was restored.

Spontan koroner arter diseksiyonu goriilme sikligi anjiografik serilerde %0.28 ile %1.1 arasindadir
ve akut koroner sendromlarin énemli sebeblerindendir. Vakalarin %70’ini kadimlar olusturur. Kli-
nik asemptomatik olabilecegi gibi kararsiz anjina pektoris, akut miyokart infarktiisii, ventrikiiler
aritmiler ve ani 6liime kadar ¢ok degiskendir. Koroner diseksiyon teshisi genellikle koroner anjiog-
rafi ile konur. Tedavi segenckleri ilag tedavisi, perkiitan koroner girisim ve cerrahi tedavidir. Biitiin
vakalarin %751 sol inen koroner arter, %20’si sag koroner arter, %4’ii sol sirkumfleks arter ve
%]1°nden az1 sol ana koronerdir. Bizde 59 yasinda senkop nedeniyle miiracaat eden kadin hastada
oldukea nadir goriilen spontan koroner arter diseksiyou ve stent ile basarili tedavisini sunmay1
amagladik.

Vaka Takdimi: Defekasyon sirasinda ani baslayan gogiis agrist ve yaklasik 15 dakikaya yakin tam
biling kaybinin eslik ettigi bayilmasi olan elli dokuz yasindaki kadmn hastanin acil serviste ¢eki-
len elektrokardiyografisinde sik ventrikiiler erken atim, non-spesifik ST-T degisikligi tespit edildi.
Aort diseksiyonu siiphesiyle ¢ekilen Toraks Bilgisayarli Tomografi(BT) normal olarak degerlendi-
rildi. Agir sigara kullanimi hikayesi olmasi ve yapilan transtorasik ekokardiyografide apikal seg-
mentlerde duvar hareket kusuru izlenmesi tizerine akut koroner sendrom 6n teshisiyle servisimize
yatirildi. KAG’de sag koroner arterin nodal dal sonrasindan baslayip, marjinal dal 6ncesine kadar
spiral tarzda uzanan spontan diseksiyon hatti izlendi (Resim 1). Yaklagik 55 mm uzunlugundaki
diseksiyon hattina ardisik olarak 3,5 x 30, 3,5 x 20 ve 3,5 x 9 mm.lik 3 adet stent yerlestirildi.
Tama yakin agiklik saglandi (Resim 2). 1 ve 6 ay sonra yapilan kontrollerde, nefes darligi ve gogiis
agrisi tariflemeyen hastanin fonksiyonel kapasitesi NYHA class 1 olarak degerlendirildi ve mevcut
tedavisine devam Gnerildi.

Figure 1. Spontaneous right coronary artery dissection.

Figure 2. The right coronary artery after successful stent procedures.
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Left ventricular posterobazal pseudoaneurysm in a patient with
anterior myocardial infarction: case report

Anteriyor miyokard enfarktiislii bir hastada sol ventrikiil posterobazal
psodoanevrizma: Olgu sunumu

Hizir Okuyan', Sadik Kadri A¢ikgoz', irfan Tasoglu®

'Gazi University, Faculty of Medicine, Deparment of Cardiology, Ankara
°Gazi University, Faculty of Medicine, Depatment of Cardiovascular Surgery, Ankara

Backgraund: Ventricular wall rupture develops rarely after myocardial infarction and in case of
limiting of rupture by pericard pseudoaneurysm can develope more rarely. In this report we pres-
ent a 54 year-old female with diagnosis of acute anterior myocardial infarction, who subsequently
diagnosed with a pseudoanevrysm in left ventricular posterior wall.

Case: 54 year old female patient was admitted to our clinic with complaints of shortness of breath
and retrosternal pain radiating to neck. Her medical history was remarkable for diabetes mellitus,
hypertension, hyperlipidemia, peripheral artery disease, and chronic renal failure. On physical ex-
amination, her blood pressure was 150/100 mmHg and heart rate was 95 per minute and regular.
Respiratory sounds were rough, coarse crackles were audible in bilateral basilar lung fields. The
electrocardiogram showed normal sinus rhythm, ST elevations in leads V1 to V5, ST-segment de-
pression in DI-aVL, and ST elevation and Q waves in inferior derivations concordant with previous
inferior myocardial infarction. Tissue plasminogen activator was given to patient with a diagnosis
of acute anterior wall myocardial infarction in the second hour of her pain. Transthorasic echo-
cardiography showed normal left ventricle anterior wall motion, but a 5.5x5 cm pseudoaneurysm
filled with thrombus in the basal region of the left ventricular posterior wall (Fig. 1). A coronary an-
giography revealed insignificant stenosis in the left anterior descending coronary artery and severe
stenosis in the circumflex and the right coronary artery. There were inferior wall hypokinesia and
posterobasal pseudoaneurysm in left ventriculography. Then the patient underwent coronary artery
by-pass surgery and pseudoaneurysm repair. Saphenous vein grafts were placed to right coronary
and circumflex arteries. Meanwhile, repairment of pseudoanevrism was performed (Fig. 2-4).
Discussion: The left ventricular free wall rupture occurs in approximately 4% of patients with
acute myocardial infarction. Pseudoaneurysm may develop very rarely, in case of limiting of tear
by pericardium. Wall of the pseudoaneurysm is composed of pericardium only, does not include
myocardial elements and can contain organized thrombus. Left ventricular pseudoaneurysms are
generally observed in inferior, posterior or lateral wall of the left ventricle. Rupture of the anterior
wall of left ventricul is a catastrophic occasion. Because pericardial tissue does not limit that rup-
ture, hemopericardium and cardiac tamponade rapidly develop and cause high rates of mortality.
In our case, the patient was diagnosed as acute anterior myocardial infarction, but subsequently an
echocardiography revealed normal left ventricle anterior wall motion and a large pseudoaneurysm
in the basal region of the left ventricular posterior wall. This case suggested that patients must be
evaluated as a whole, but not only based on initial clinical or electrocardiographic findings.

Figure 2. Intraoperative appearance of the pseu-
doaneurysm at the basal part of the left ventricle.

Figure 1. The appearance of the pseudoaneurysm on a
transthoracic echocardiogram.

Figure 4. Intraoperative view of pseudoaneu-
rysm sac and organised hematoma.

Figure 3. Intraoperative appearance of the pseudoan-
eurysm at the basal part of the left ventricle.

Tiirk Kardiyol Dern Ars 2013, Suppl. 2



Koroner kalp hastaliklari / Coronary heart disease

Hipertansiyon / Hypertension

PO-069

The combined use of Impella assist device and extracorporeal
membrane oxygenation as a bridge to decision with subsequent
implantation of the Levitronix CentriMag device in a patient
with severe heart failure

Ciddi kalp yetersizligi olan bir hastada sonrasinda
Levitronix CentriMag cihazi takma kararina koprii olarak
Impella destek cihazi ve ekstrakorporeal membran
oksijenizasyonunun birlikte kullanimi

Aylin Hatice Yamac
Bezmialem University Hospital, Istanbul

A 56-year-old male patient was transferred to our hospital with severe heart failure due to acute
myocardial infarction after stent thrombosis of the left anterior descending artery. He progressed
to multiorgan failure requiring intubation and maximal doses of multiple inotropic agents and va-
sopressors. Invasive cardiac output monitoring was implemented using the Swan Ganz pulmonalis
catheter system. In addition circulatory support was first provided by intraaortic balloon pump,
which had to be replaced by an extracorporeal membrane oxygenation (ECMO) system due to
subsequent right ventricular failure. The clinical situation was also complicated by concomitant
development of pneumonia and sepsis caused by acinetobacter baumannii. Five days after ECMO
implantation the patient was partially weaned from the ventilator, being completely awake and
speaking with the help of a tracheostomy tube. The initially highly elevated pulmonary artery
pressure declined to normal levels with an average systemic arterial mean pressure of 70 mmHg
under low-dose dobutamin and a ECMO flow of 21/min. The first weaning attempt from the ECMO
device, one week after implantation failed. Cardiac index parameters, determined by the Fick prin-
ciple, were very low between a rate of 1,5 to 1,8 I/min/m2. Echocardiographic findings revealed
a severely reduced systolic cardiac function with a left ventricular ejection fraction of 15-20%. At
day 12 the patient developed pulmonary edema due to fluid overload yielding right ventricular de-
compensation and subsequent left ventricular compression after required increasing of the ECMO
flow. Thereafter a second assist device, the Impella system, was implanted in order to decom-
press the left ventricle and optimize the hemodynamic situation. The patient was observed with
biventricular support until admission to a heart center, where a Levitronix CentriMag system was
implanted. Unfortunately he died two days after implantation due to diffuse haemorrhage. This is
the only case reported of the contemporary use of Impella and ECMO as a bridge to decision using
the Levitronix CentriMag device in an adult who had little chance for recovery. It also presents a
novel use of the Impella device in decompressing the left ventricle of an adult patient on ECMO.

PO-070

Life saving collaterals in an old man
Yash bir adamda hayat kurtaran kollateraller
Mehmet Dogan, Ahmet Akyel, Murat Bilgin, Hamza Sunman, Ekrem Yeter

Ministry of Health Diskapt Yildirim Beyazit Educational and Research Hospital,
Department of Cardiology, Ankara

Eighty five year old male patient presented to our emergency department with complaints of chest
pain, nausea and vomiting. His nausea and vomiting was lasting for couple of hours but his chest
pain was lasting for one week. Physical examination revealed normal heart sounds with a blood
pressure of 80-50 mmHg. His pulse rate was 115/min. The ECG revealed significant ST segment
depression in all leads except aVR. Afterwards patient was immediately transferred to coronary an-
giography unit. Coronary angiography revealed that left main coronary artery (LMCA) was totally
occluded (Figure 1) and there were good collaterals to both left coronary artery and left circumflex
artery (Figure 2). Urgent coronary artery bypass surgery was suggested for patient, but patient and
his relatives declined any invasive procedure including any percutanous coronary intervention.
This is why, an intraaortic balloon pump was introduced and patient was transmitted to coronary
care unit. After 5 days of medical treatmet patient was stabilized. Because he and his relatives
wanted to be discharged, the patient was planned to be followed up with medical treatment. Total
occlusion of LMCA without any bypass graft in an alive man is very unusual. Herein, we saw the
importance of coronary collaterals and how they are crucial for life.

Figure 1. Coronary angiogram showing totally oc-
cluded left main coronary artery.

Figure 2. Coronary angiogram showing coronary
collaterals from right coronary artery. LAD: Left
anterior descending artery, LCX: Left circumflex
artery.
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The features of pathogenesis of reproductive dysfunction of men
with arterial hypertension B.H. Annayev Hospital with Scientific and
Clinical Centre of Cardiology

Arteriyel hipertansiyon hastast erkeklerde iireme iglevlerinde bozukluk
patogenezinin ozellikleri B.H. Annayev Universitesi Kardiyoloji Bilim
ve Klinik Merkezi

Begench Hummedowich Annayev
Begench Annayev, Scientific-klinikal Cardiolijy Center

Arterial hypertension (AH) of males is a serious problem of modern medicine. It is connected with
the increase in incidence of disease, and with the tendencies of its development at young people.
The clinical course of this illness of males has some special features. During the last time there is
paid great attention to the researching of the functional state of hypophysis-gonad system of men
with arterial hypertension and of the pathogenesis of detected abnormalities. However, no matter
if there is obvious importance of changes in the state of hypophysis-gonad system of men with
arterial hypertension now the mechanism of development of androgenic deficiency is not studied.

Research aim: The researching of the pathogenesis of reproductive dysfunction of men with arte-
rial hypertension.

Materials and methods: For decision of the assigned tasks we had examined 46 men, suffering
from essential arterial hypertension of I-II stage of the disease and 20 healthy men at the age of
38-55 years. The clinical trial of the patients with AH was done according to the recommendations
of European Society of Arterial Hypertension (2003). For analyzing the state of reproductive func-
tion of men with arterial hypertension we used the international index scale of erectile function.
The studying of content of lyutropin, follitropin, free testosterone, hydrocortisone, estradiol and
prolactin in blood was done with the standardize reagents of World Health Organization on radio-
immunoassay and enzymoimmunoassay technique.

Results: The research showed that 59,8% of examined men with arterial hypertension have erec-
tile dysfunction of different stages. Libido level and quotient of coitus satisfaction in the group
of men with AH was decreased as compared to healthy men (10,6 points against 13,4 points of
healthy men). In the course of the research there was detected significant decrease of content of
basic androgenic hormones of testicular origin in blood of patients with AH as compared to the
tested group.

Conclusion: So, at the men with AH dysfunction of gonadostat shows that AH is a risk factor of
reproductive dysfunction.

PO-072

Mid-aortic syndrome
Mid-aortik sendrom

ismail Dogu Kilig, Yusuf izzettin Alihanoglu, Burcu Uludag,
Harun Evrengiil, Havane Asuman Kaftan

Pamukkale University, Medical Faculty, Department of Cardiology, Denizli

Introduction: Hypertension is a challenging and the most common medical problem in pregnancy.
It is a leading cause of maternal and fetal morbidity and mortality and complicates up to 15% of
pregnancies. Mid-aortic syndrome (MAS) is a very rare cause of secondary hypertension. Herein,
we report a case with mid-aortic syndrome.

Case Report: A 27 years-old, primigravida in 30th gestational week, without regular pregnancy
follow-up, was referred to our institution with an initial diagnosis of preeclampsia. Her blood pres-
sure was found to be 210/110 mmHg on admission. Since her blood pressure could not be dropped
with magnesium sulfate, an emergency caesarean section was performed. However, her blood pres-
sure remained high, even after delivery. On physical examination, an apical 1/6 systolic murmur
was heard in addition to an abdominal systolic bruit. Femoral pulses were weak. Laboratory results
were unremarkable. An echocardiogram showed preserved systolic function, left ventricular hy-
pertrophy and mild regurgutations in aortic, mitral and tricuspid valves. Kidney ultrasound with
color Doppler study showed bilateral evidence for narrowing in the abdominal aorta. A computed
tomography (CT) was performed. In the CT, ascending aorta diameter 43mm; abdominal aorta
narrowed starting from the level of diaphragmatic crux and to the diameter of 3 mm at its narrow-
est segment ( figure 1,2). Origins of renal arteries were also stenotic with poststenotic dilatations
reaching to 11 mms. Superior mesenteric artery was compensatorily enlarged; celiac artery was oc-
cluded, while inferior mesenteric artery was not involved. Also, well developed collaterals noted.
Alfa metyl dopa and calcium channel blockers were administered. Blood pressure dropped to 150
mmHg systolic. Since aorta was not amenable for endovascular therapy surgical therapy offered,
however, she strictly denied the surgery and discharged.

Discussion: MAS is a very rare cause of secondary hypertension and is characterized by narrow-
ing of the abdominal aorta which commonly involves the visceral and renal arteries. It is usually
diagnosed in children or in young adults. Hypertension is the most common presentation; how-
ever, manifestations of congestive heart failure, oliguric renal failure, claudication, and intestinal
ischemia are also possible. Magnetic resonance or CT angiography or angiography can be used in
diagnosis. Treatment options include percutenaous techniques, if feasible and surgery. In patients
with chronic hypertension, pre-pregnancy counseling and close follow-up during pregnancy is es-
sential. However, although the patient in this report had a long standing hypertension which is clear
from well developed collaterals in CT, lack of routine follow-up misled the diagnosis. This case is a
rare example that reminds clinicians the importance of follow-up during pregnancy and to be aware
of secondary hypertension in patients with resistance to drug therapy.

Figure 1. Narrowed segment of the abdominal aorta. Figure 2. Narrowed segment

of the abdominal aorta.
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The use of needle’s eye snare to extract a retained pacemaker
electrode fragment by femoral approach

Femoral yaklagimla kalp pili elektrodu parcasint ¢tkarmak igin
igne gozii snare kullanimi

Umit Giiray', Esra Giiciik ipek?, Yesim Guray', Gizem Cabuk’

"Turkiye Yuksek Ihtisas Hospital, Cardiology Department, Ankara
2Polatli Hospital, Cardiology Department, Ankara

A 50 year old male patient presented to our hospital with erythema and swelling on device pocket
with total erosion of the skin upon the battery field. His had single chamber pace maker implanta-
tion in 1989 due to congenital atrioventricular block. Three years ago, his pacemaker was upgraded
to cardiac resynchronization therapy with a defibrillator to treat his refractory heart failure caused
by dilated cardiomyopathy. A year ago, he had device infection which was treated with device re-
moval and antibiotherapy. On physical examination, his heart rate was 100 bpm and body tempera-
ture was 38.0 °C. There was no image of vegetation attached to the leads or tricuspid valve in both
transthoracic and transeosophageal echocardiographic examination. The patient underwent per-
cutaneous pacemaker removal. The generator was removed, a temporary wire was placed and the
coronary sinus lead was tracted manually with a standard stylet without complication. Right atrial
lead was successfully extracted with the Evolution TM Mechanical Dilator Sheath. Right ventricu-
lar lead extraction was failed when outer insulation material over the lead was peeled off and lead
fragments were left behind (Figure 1A). Then Needle’s Eye Snare extraction was performed via
right femoral vein and remnants of the right ventricular lead was grasped and pulled (Figure 1B-
1C). A small remnant of right ventricular lead remained at the right ventricular apex (Figure 1D).
At the second week of antibiotic therapy, a new pace maker was implanted from the contralateral
side. The patient was discharged without any complication. Six months follow-up was uneventful.

Figure 1
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The removal of a proximal portion of a fractured lead with the
utility of a bulldog lead extender in a patient with recurrent
septicaemia following incomplete removal of pacemaker leads

Kalp pili elektrodlarinin tam olmayan ¢ikariimasina bagh rekiirren
septisemi gelisen hastada kirilmug lidin proksimal kismunin bulldog lid

genigletici ile ¢tkarilmast
Mehmet Ali Astarcioglu', Taner Sen’, Halil ibrahim Durmus?, Ozan Gursoy?, Celal Kilit',
Mehmet Yaymact', Mesut Pinar!, Adnan Dogan', Afsin Parspur', Basri Amasyali'

'Dumlupinar University Evliya Celebi Training and Research Hospital, Kiitahya
’Mustafa Kalemli State Hospital, Kiitahya
‘Kosuyolu Kartal Heart Training and Research Hospital, Istanbul

Pacemaker (PM)-lead infection is a rare but serious complication of permanent transvenous pacing
and may be associated with infective endocarditis if all the implanted materiel is not completely
removed. The transvenous extraction of endocardial leads may be challenging and may cause com-
plications. We, herein, aimed to describe the management of a fractured pacemaker lead caused by
extraction procedure using bulldog lead extender.

Case Report: A 73-year old patient, who had history of DDD-ICD pacemaker implantation with
a bipolar active fixation lead 7 years ago, was admitted to hospital with persisting high fever
(39.6°C), chills, raised white blood cell count and sedimentation rate. In his medical history, he
suffered several episodes of Staphylococcus epidermidis and aureus septicaemia without concomi-
tant infective endocarditis and infection of the generator pocket three years ago, after incomplete
removal of the pacing system (Figure 1). The atrial lead and generator was then successfully re-
moved whereas the ventricular lead could not be rectracted due to severe adhesions. Meanwhile,
the blood cultures were negative and the battery was sterilized and reimplanted but local infection
persisted. TTE and TEE studies did not reveal any vegetation or mass. At current admission, the pa-
tient had a blood culture positive for methicilline-sensitive S. aureus. He was treated initially with
high dose intravenous antibiotics. Manual traction was attempted at this point by using the normal
stylet; however the lead could not be pulled through adhesions in the brachiocephalic vein. The
bulldog lead extender (Cook Medical, Bloomington, IN) was used to extract the right ventricular
ICD lead bacause the proximal tip of the lead was broken (Figure 2). Permanent cure was finally
obtained after complete removal of the pacemaker material (Figure 3). After two weeks of anti-
biotic treatment a new transvenous DDD-ICD pacemaker was implanted via the right subclavian
vein. Follow up of one year was uneventful.

Discussion: The incidence of infection of the permanent pacemaker system is between 0.3% and
12.6%. This may include infection of the battery pocket or infection of the electrodes and may
be related with bacteraemia, with or without accompanying infective endocarditis. Documented
septicaemia is rare (1-3%). Pacemaker lead infection is a life threatening situation. Haematog-
enous dissemination can produce relapsing septic episodes, pulmonary symptoms from emboli and
involvement of the tricuspid valve leading to regurgitation or, rarely, stenosis. Most pacemaker
lead infections are caused by staphylococci; other microorganisms may also be responsible. Early
infections after implantation tend to be caused by Staphylococcus aureus, whereas late infections
are caused by S epidermidis.

Conclusion: Septicaemia on endocardial pacemaker leads is very rare but the presentation is in-
sidious and the prognosis very bad if all the implanted materiel is not completely removed.

Figure 1

Figure 2

Figure 3
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Succesfull implantation of coronary sinus electrode after stenting
severe coronary ven stenosis

Ciddi koroner ven darliginda basaril stent implantasyon sonrasinda
koroner sinus elektrodunun yerlegstirilmesi

Ahmet Avci, Kenan Demir, Ahmet Yilmaz, Biilent Behliil Altunkeser
Selcuk University, Faculty of Medicine, Cardiology Clinic, Konya

Biventricular pacing for the treatment of congestive heart failure has been shown to improve symp-
toms, improve ventricular contractile function, diminish secondary mitral regurgitation, reverse
ventricular remodeling, and sustain improvement in LVEF and reduce mortality. To pace the left
ventricle, the lead is implanted in the tributaries of the coronary sinus. However, 8% to 10% of
the procedures result in failure to implant the coronary sinus leads. %1.8 of patients needs reop-
erations. Left ventricular pacing could be possible after successful elimination of coronary vein
stenosis by balon or cutting balloon angioplasty or stent implantation. Biventricular pacemaker
implantation was planned in a 65-year-old male patient who were taking optimal medical therapy
with NYHA class 3 symptoms of heart failure and left bundle-branch block with QRS duration
190 msn. His echocardiography shows ejection fraction %18 and left ventricule end diastolic di-
ameter 65 mm. After implantation of right ventricule electrode, coronary sinus electrode can not
be inserted. Coronary sinus angiography revealed % 90 stenosis in the lateral branch. First balon
dilatation performed with 3,0 x 15 mm diameter balon but the electrode can not be inserted. Stent
dilatation was performed for coronary ven stenosis with 3,0 x 12 mm diameter stent, which enabled
casy insertion of the lead in the lateral branch, resulting in successful cardiac resynchronization.
After implantation the pacemaker the QRS duration was 120 msn. And 3 months later QRS dura-
tion was 120 msn, functional capacity was NYHA class 2 and ejection fraction was measured %30.

Konjestif kalp yetersizligi tedavisinde optimal medikal tedavi alan, NYHA sinif 2 ve tizerinde olan
ve QRS genis olan hastalarda biventrikiiler kalic1 kalp pili uygulamasmin semptomlar: azalttigi,
ventrikiil kontraksiyonunu arttirdigi, remodellingi diizenledigi, sekonder mitral yetmezligi azalt-
t1g1 ve hastaneye tekrar yatislart %30 ve mortaliteyi %24 ile 36 oraninda azalttigi gosterilmis-
tir. Biventrikiiler kalic1 kalp pilinin sol ventrikiilii uyarabilmesi igin bir elektrod koroner siniisiin
dallarina yerlestirilmelidir. Ancak, hastalarin %8-10"unda koroner sinus elektrodunu yerlestirm
miimkiin olmamaktadir. Bu yiizden %1.8 hastanin tekrar isleme alinmasi gerekebilmektedir. Koro-
ner siniisiin darlik nedeniyle gegilemedigi durumlarda balon veya cutting balon anjiyoplasti, stent
yerlestirilesi gibi islemler 6nerilmektedir. Biz bu vakada; 65 yasinda giincel kilavuzlarin 6nerdigi
optimal medikal tedaviye ragmen fonksiyonel kapasitesi NHYA sinif 3 olan, ejeksiyon fraksiyonu
%18 olarak hesaplanan, EKG sinde sol dal blogu olan ve QRS mesafesi 190 msn olarak 6lgiilen er-
kek hastaya biventrikiiler kalici kalp pili takilirken koroner siniis darliginin saptanmasi, sonrasinda
basarili stentleme ile kalict biventrikiiler kalp pili takilmasini takdim ettik.

Vaka: 65 yaginda erkek hasta 2 yil 6nce akut anterior miyokart enfarktiisii ge¢irmis. Sonrasinda
gelisen kalp yetmezligi nedeniyle optimal medikal tedavi almakta iken fonksiyonel kapasitesin-
de kétiilesme nedeniyle poliklinigimizde degerledirildi. Yapilan ekokardiyografisinde ejeksiyon
fraksiyonu %18, sol ventrikiil diyastol sonu ¢ap1 65 mm olarak 6lgiildii. EKG sinin siniis ritminde
oldugu ve QRS mesafesi 190 msn olan sol dal blogu goriildii. Fonksiyonel kapasitesi NYHA klas
3 olarak degerlendirildi. Ciddi kalp yetersizligi bulgular olan hastaya biventrikiiler kalici kalp pili
yerlesltirilmesi planlandi. Once sag ventrikiil elektrodu basariyla yerlestirildi. Sonrasinda koroner
siniis elektrodunun ilerlemedigi goriildii. Yapilan koroner siniis anjiyografisinde lateral dalda %90
darlik yapan lezyon goriildii. Once darlik kilavuz tel ile gegilerek 3,0 x 15 mm balon ile dilate
edildi. Elektrod yine ilerletilemedi. Ardindan 3,0 x 12 mm lik stent konularak darlik genisletil-
di. Elektrod kolaylikla lateral dal distaline ilerletildi ve basariyla yerlestirildi. islem sonrasinda
hastanin ¢ekilen EKG sinde QRS mesafesinin 120 msn ye geriledigi goriildii. 3 ay sonrasindaki
poliklinik kontroliinde fonksiyonel kapasitesi NYHA klas 2 ye gerilemisti. EKG sinde QRS siiresi
120 msn olarak 6l¢iildii ve yapilan ekokardiyografide ejeksiyon fraksiyonu %30 olarak hesaplandi.
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Technical problems arising from venous obstruction during
implantation of pacing leads

Kalp pili lidi implantasyonu sirasinda venéz tikanikliktan
kaynaklanan teknik sorunlar

Mehmet Ali Astarcioglu', Taner Sen', Halil ibrahim Durmus?, Basri Amasyali'

'Dumlupinar University Evliya Celebi Training and Research Hospital, Kutahya
’Mustafa Kalemli State Hospital, Kutahya

Introduction: Superior vena cava (SVC) obstruction is an uncommon, but serious, making the
transvenous device implantation complicated. We present a case for implantation a DDD pace-
maker with significant SVC stenosis. Passing the SVC with non-standard technique followed by
insertion of pacing leads was carried out as a single procedure with no complications.

Case Report: An 80 year-old male was referred to our center due to complet atrioventricular
block. The patient was in good overall status with laboratory findings within normal limits. After
the patient was prepared, we opened the pacemaker pocket, and started with the ventricular lead,
which was introduced easily. Next, the atrial lead was introduced in the same way, with obstacle
when passing the lead through the SVC. Contrast injection revealed obstruction of left brachioce-
phalic and SVC veins. We decided to use coronary sinus cannulation catheter (Medtronic Attain,
7 F diameter), allowing the introducing of pacing lead. A cathater was passed over the hydrophilic
guidewire behind the obstruction. As the introducer sheath was longer than the pacing lead, we had
to simultaneously cut along the sheath during the introducing of the pacing lead. The right atrial
active screw-in lead was inserted via the left subclavian vein. This maneuver was successful, and
we avoided unintented damage to the lead and vessel endothelium. The subsequent course of the
procedure was uncomplicated.

Discussion: Alternative access to the right atrium in patients with an occluded SVC have also
been described and might be an attractive option if guidewires cannot cross the occlusion or in
the absence of pacing leads that can be used to institute patency with extraction techniques. The
described case demostrates difficulties we often come across during implantation of pacing leads.
In our patient, occlusion of the SVC was extensive, making the implantation procedure more com-
plicated. It displays the necessity for non-standard, dedicated tools, like introducers with a long,
peel-away sheath.

Conclusion: The extensive obstruction of the venous system forces us to reach for non-standard
techniques. This maneuver will help to accomplish trouble while insertion of pacing leads in the lab.

Figure 1. (A) Contrast injection demonstrating stenosis at the junction of the superior vena cava and left
brachiocephalic vein (B) 1 ion of the atrial pacing lead with coronary sinus cannulation catheter (C)

Final position of right ventricular and atrial leads.
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Clinical, epidemiologic and angiographic characteristics
of coronary artery ectasia patients

Koroner arter ektazisi olan hastalarin klinik, epidemiyolojik ve
anjiyografik ozellikleri
Cagri Yayla', Ahmet Akyel?, Kadriye Gayretli Yayla®, Azmi Eyiol', Biilent Boyaci'

'Gazi University Medical Faculty, Cardiology Department, Ankara
’Diskapi Yildirim Beyazit Research Hospital, Cardiology Department, Ankara

Aim: General clinical and epidemiologic characteristics of coronary artery ectasia (CAE) patients
are still completely not known. In present study, we aimed to look for clinical, epidemiologic and
angiographic characteristics of CAE patients.

Method: We evaluated the clinical, laboratory and angiographic datas of CAE patients who under-
went coronary angiography between January 2010-January 2011.

Results: There were 62 patients with CAE. Mean age was 61.6 + 12 years. Coronary artery ectasia
was mostly seen in male patients (75.8% male, 24.2% female). Isolated CAE ratio was 50%. Of
CAE patients 54.8% were hypertensive, 22.6% were diabetic and 53.2% were smoker. At laboratoy
datas, mean haemoglobin was 14.2 g/dl, mean creatinin was 0.9 mg/dl, mean LDL was 125 mg/dl,
mean HDL was 40.8 mg/dl and mean triglyceride was 143.9 mg/dl. Coronary artery ectasia was
mostly seen in right coronary artery (58.1% right coronary artery, 50% circumflex coronary artery,
48.4% left anterior descending coronary artery). Coronary artery ectasia was mostly seen in only
one coronary artery (54%), less commonly in two coronary arteries (32.3%) and least in all three
coronary arteries (12.9%).

Conclusion: According to our datas, CAE is mostly seen in males. Substantial number of patients
are hypertensive and smoker. Most affected coronary artery from ectasia is right coronary artery.

Amag: Koroner arter ektazili (KAE) hastalarin genel klinik ve epidemiyolojik 6zellikleri hala tam
olarak bilinmemektedir. Bu ¢alismada, KAE hastalarinin klinik, epidemiyolojik ve anjiyografik
ozellikerini incelemeyi amagladik.

Metod: Ocak 2010-Ocak 2011 arasinda koroner anjiyografi yapilan KAE hastalarinin klinik,
epidemiyolojik ve anjiyografik 6zelliklerini degerlendirdik.

Bulgular: Koroner arter ektazisi olan 62 hasta vardi. Ortalama yas 61.6 + 12 idi. Koroner arter
ektazisi en cok erkeklerde goriiliiyordu (%75.8 erkek, %24.2 kadmn). izole KAE oram %50
idi. KAE hastalarinin %54.8’i hipertansif, %22.6’s1 diyabetik ve %53.2si sigara igicisiydi.
Laboratuvarda, ortalama hemoglobin 14.2 g/dl, ortalama kreatinin 0.9 mg/dl, ortalama LDL 125
mg/dl, ortalama HDL 40.8 mg/dl ve ortalama trigliserid 143.9 mg/dl idi. Koroner arter ektazisi en
¢ok sag koroner arterde goriilityordu (%58.1 sag koroner arter, %50 sirkumfleks arter, %48.4 sol
anteriyor inen koroner arter). Koroner arter ektazisi en sik sadece tek koroner arterde (%54), daha
az siklikla iki koroner arterde (%32.3) ve en az her ti¢ koroner arterde (%12.9) goriiliir.

Sonug: Bizim verilerimize gore, KAE en sik erkeklerde goriiliir. Hastalarin azimsanamayacak

arterdir.
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Atorvastatin induced myopathy in asymptomatic hypothyroidism
Asemptomatik hipotroidide atorvastatin ile tetiklenen miyopati

Esra Gucuk Ipek
Polatli Hospital, Department of Cardiology, Ankara

A 46-year-old man admitted to our clinic complaining of muscle pain that had began two weeks
prior to his admission. He was experiencing upper and lower proximal extremity muscle pain and
cramping during mild to moderate exertion. He had a history of myocardial infarction which was
eventually treated by percutaneous coronary intervention two months ago and he was discharged
with medications of 100 mg acetylsalicylic acid, 5 mg ramipril, 50 mg metoprolol, 75 mg clopi-
dogrel and 20 mg atorvastatin daily. His physical examination was normal except mild diminished
muscle strength and reflexes over his lower extremities. He had no symptom other than myalgia.
Serum creatine kinase levels were elevated (3756 U/L, normal range 0-170 U/L). Statin-induced
myopathy was suspected, and atorvastatin was discontinued. His thyroid function tests revealed
an elevated thyroid stimulating hormone level of 75 mIU /ml (normal range, 0.4-4 mIU /ml) and
a reduced free T3 level of 1 pg/ml (normal range, 1.5-4.7 pg/ml). The patient was subsequently
given thyroxine replacement therapy and intavenous saline infusion to prevent renal dysfunction.
His liver and kidney function tests were within normal ranges. On historical review, the patient
denied experiencing any of the classic symptoms of hypothyroidism but after commencing thy-
roxine treatment, he reported improvement in his daily life energy and attention. His muscle pain
was resolved within two weeks. His thyroid status was markedly improved within 8 weeks. We
initiated fluvastatin which is a a low-potency statin, at a dose of 20 mg daily after 8 weeks of statin
free interval. He did not report any muscle cramp or pain and the creatine kinase level was normal
on his follow up visits. This case illustrates the importance of establishing thyroid functions before
initating lipid lowering therapy to explore a possible seconder hyperlipidemia cause and to identify
susceptible individuals for exaggerated side affects of the treatment.
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Leukopenia and skin eruptions as a very rare complication
of fenofibrate

Fenofibrat kullaniminin ¢ok nadir goriilen komplikasyonu:

Lokopeni ve deri dokiintiisii birliktelig
Kenan Sénmez', Nazim Yavas', Hiiseyin Anasiz', Aykut Demirkiran?

'Reyap Hospital Cardiology Departement, Corlu
’Corlu State Hospital, Tekirdag

Fenofibrate is accepted as a safe treatment method of hypertriglyceridemia. The most common side
effects are the liver dysfunction and muscle-joint system side effects. dermatologic side effects are
generally pruritus and erythema. Hematologic side effects are verya raraely reported. In this article
we reported the association of severe leucopenia and skin eruptions in a 47 years old male patients,
who presented with non-ST MI and recieved fenofibrate for hypertrglyceridemia. A 47 year old
male patient who presented with chest pain and non-ST angiography was admitted to our clinic.
Coronary angiography revealed a 90%stenosis of the LAD. The Taxus Liberte Paclitaxel-eluting
stent 2.75x32mm was implanted. Before angiography routine biochemical values, hepatitis mark-
ers, and complete blood count were measured. The patents discharget on the third day of hospitali-
sation. Treatment of discharge was atorvastatin, beta-blocker, angiotensin receptor blocker, aspi-
rin, clopidogrel, pantoprazol. Two weeks after his discharge triglyceride levels found excessively
high, statin was discontinued and fenofibrate 250 mg SR form started. One week of this treatment
the patient admitted to hospital with severe leucopenia and maculopapulare skin eruptions. Other
biochemical examination, liver function tests and CK levels were normal. Fenofibrate was dis-
continued, diet, and lifestyle changes proposed. Intravenous and after the oral antihistamine wa
sgiven. The skin rashes decreased progressively in the first week. A month later, blood count, and
all parameters were within the normal range. In conclusion; Therapy with fenofibrate may induce
leucopenia. This may have vital importance in some patients group.

Giris: Hipertrigliseridemi tedavisinde fenofibrat kullanimi siklikla uygulanan ve giivenli olarak
kabul edilen bir tedavi yontemidir. Tiim ilaglarda oldugu gibi fenofibrat kullaniminin da yan etki-
leri vardir. En sik karsilagilan yan etkiler karaciger fonksiyon bozuklugu ve kas-eklem sistemine
bagli yan etkilerdir. Dermatolojik yan etkilerle hematolojik yan etkilerin birlikteligine ait yayinlara
bizim literatiir incelememizde rastlanmamustir.

Olgu: Bu yazimizda koroner arter hastaligi bulunan ve hipertrigliserdemi tedavisi igin fenofibrat
baglanan 47 yasinda erkek olguda tedaviden sonra ortaya ¢ikan deri dokiintiisii ile beraber ciddi
16kopeni bildirilmistir. Gogiis agrisi sikayeti ile poliklinigimize bagvuran 47 yaginda erkek hasta
non ST MI tanistyla klinigimize yatirilip anjiyografi yapildi. LAD % 90 darliga 2.75x32mm Taxus
Liberte paklitaxel kapli stent implante edildi. Anjiografi 6ncesi rutin biyokimyasal kan degerleri,
hepatit markerleri ve hemogram 6lgiildii. Hastanin kan sekeri normal diizeydeydi. islem sonrasi
komplikasyonsuz seyreden hasta yatisinin 3. Giinii atorvastatin, beta bloker, anjiyotensin reseptor
blokeri, aspirin, klopidogrel, GIS koruyucu verilerek eksterne edildi. iki hafa sonra yapilan kontrol
muayenesinde trigliserd diizeylerinde asir1 yiikseklik saptanmasi lizerine statin kesilerek Fenofib-
rat 250 mg SR formu baglandi. Diger tedavilerine ¢ikista oldugu gibi devam edildi. Bu tedaviden
1 hafta sonra deri dokiintiisii ve kasinti nedeniyle tekrar poliklinigimize bagvuran hastanin fizik
muayenede govdesinde 6zellikle sirt ve omuz bolgesinde ¢ok sayida hiperemik makiilo- papiiler
karakterde deri dokiintiileri saptandi, kas agrist yoktu, bagka anormal fiziksel muyene bulgusu-
na rastlanmadi. Biyokimyasal incelemede karaciger fonksiyon testleri ve CK degerleri normal
bulundu. Hemograminda belirgin l1okopeni saptandu, eritrosit, trombosit ve hematokrit degerleri
normal saptandi. Fenofibrat kesildi, diyet ve siki yasam tarzi degisikligi onerilerek takip edildi.
Antihistaminik Iv ve sonrasinda oral verildi, Kasintis1 giin igerisinde, deri dokiintiileri progresif
olarak azaldi 1 hafta igerisinde geriledi. Bir ay sonra hemogram bakilds, tiim parametreler normal
siirlarda bulundu.

Sonug: Fenofibrat kesildikten sonra hastamizda Iokopeninin kisa siirede gerilemis olmasi bu
komplikasyonun benign karakterini gostermekle beraber, fark edilmeden daha yiiksek dozlarda ve
daha uzun siireli kullanim halinde ciddi 16kopeniye yol agabilecegi de akilda tutulmalidir. Ozel-
likle bilinen kemik iligi depresyonu olanlar, immiin sistem yetersizligi bulunan bireylerde rutin
kontrollerden daha sik ve yakindan izlemek gerekli olabilir. Boylece bu tiir riskli hastalarda olasi
hematolojik yan etkilerin daha erken taninmasi ve ilacin erken kesilmesi saglanmis olur.
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Near-zero fluoroscopic exposure during successful catheter ablation
of atrial tachycardia from the non-coronary aortic cusp by using
3-Dimentional cardiac mapping system

Koroner olmayan aort kiispisinden kaynaklanan atriyal tasikardinin
3 boyutlu kardiyak haritalama sistemi kullanarak neredeyse sifir
foroskopik maruziyet ile basarili ablasyonu

Ekrem Giiler, Oguz Karaca, Filiz Kizilirmak, Mehmet Onur Omaygeng,
Murat Biteker, Ayhan Olcay, Fatih Erkam Olgun, Gamze Giiler, irfan Barurgu,
Mehmet Muhsin Tirkmen, Fethi Kiligaslan

Medipol University, Cardiology Department, Istanbul

Focal atrial tachycardia (AT) rarely originates from the paraHisian region. Catheter ablation of
paraHisian AT has a substantial risk of atrioventricular (AV) block. Ablation of paraHisian AT from
the non-coronary aortic cusp is an option in these patients. We reported a patient with paraHisian
AT that was ablated from the non-coronary cusp. A 62 year-old woman, without any structural
heart disease, was referred to our institution for management of symptomatic supra-ventricular
tachycardia. She had undergone paraHisian AT ablation from right atrium at another hospital, one
year ago. She had recurrence of AT after 3 months. At the time of admission, ECG during tachy-
cardia revealed AT. Echocardiogram showed mild mitral regurgitation and normal left ventricular
function. An EP study was undertaken. Multielectrode catheters were positioned into his bundle
region, and coronary sinus under fluoroscopic guidance. Supraventricular tachycardia was induced
by programmed atrial stimulation and AT originating from paraHisian region was diagnosed using
EP maneuvers. After construction of 3-D geometry of the right atrium by En-Site system, tachy-
cardia was mapped. Cryoablation catheter was advanced to the His region. Cryoablation could not
be performed due to transient AV block during cryomapping of the tachycardia at the point of earli-
est activation. There was AV block even during manuplation of cryoablation catheter. Then non-
coronary aortic cusp was mapped by radiofrequency (RF) catheter. The earliest local activation
was detected within the non-coronary aortic cusp during the tachycardia. 3-D geometry of aorta
was constructed by En-Site system. (figurel) Local atrial activity preceded onset of the P wave by
53 msec.(figure 2) Location of the RF catheter was confirmed using fluoroscopy, En-Site map and
coronary angiography.(figure 3) Total fluoroscopy time was 1,38 minutes. A single application of
RF energy (power: 30 Watts, tissue temperature: maximum 55 degree) completely terminated the
tachycardia. The patient was asymptomatic during follow-up period. ECG and holter monitoriza-
tion showed no recurrence of AT. As a conclusion, AT’s originating from non-coronary aortic cusp
seems rarely and ablation of paraHisian AT is feasible from the non-coronary cusp with near-zero
fluoroscopy exposure during ablation.

Figure 1. 3-D geometry of aorta was
constructed by En-Site system. NCC
(Non-coronary cusp), RA (Right
atrium), IVC (Inferior vena cava),
SVC (Superior vena cava), HB (His
bundle).

Figure 2. Local atrial activity pre-
ceded onset of the P wave by 53
msec.

Figure 3. Location of the RF cathe-
ter was confirmed using fluoroscopy
and coronary angiography.
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Inappropriate ICD shocks due to T wave oversensing in a patient
with hypertrophic cardiomyopathy: successful treatment by
changing ICD generator

Hipertrofik kardiyomiyopati hastasinda T dalga oversense bagl
uygunsuz ICD soklamalari: ICD jeneratoriiniin degistirilmesi ile
basarili tedavi

Filiz Kizilirmak, Ekrem Giiler, Oguz Karaca, Mehmet Onur Omaygeng, Ayhan Olcay,
Murat Biteker, Erkam Olgun, irfan Barutcu, Mehmet Muhsin Tiirkmen, Fethi Kiligaslan

Medipol University Mega Hospital Complex, Istanbul

Inappropriate ICD shocks are common clinical problems in patients with ICD.T wave oversens-
ing is a rare cause of inappropriate ICD shocks and generally seen in patients with hypertrophic
cardiomyopathy (HCM). In this case we present a patient with HCM who had several inappropriate
ICD shocks due to T wave oversensing. A 19-year-old female patient was admitted to our depart-
ment with palpitation and painful ICD shocks. She had previously undergone implantation of a
dual chamber ICD for prevention of sudden cardiac death. (SCD). She had five ICD shocks during
the last two months. Inappropriate ICD shocks due to T wave oversensing were diagnosed during
ICD interrogation (figurel). Interrogation also revealed that T waves were not sensed during sinus
rhythm and T wave oversensing was present during tachycardia episodes. Reprogramming of the
ICD (changing polarity of sensing, changing ICD tachicardia sensing parameters, etc.) did not
solve the problem of T wave oversensing. Also implantation of the ICD lead to a different position
did not work. Then we decided to change the present ICD generator with a new one that has a
dedicated detection algorithm to prevent inappropriate shocks due to T wave oversensing. The old
ICD generator explanted (Medtronic Maximo II DR) and the new ICD generator (Medtronic Pro-
tecta DR) implanted. This ICD has an automatic sensivity control (ASC) algorithm that enhances
T wave supression. After a follow —up period of 3 months post revision, the patient had no further
shocks. ICD interrogation revealed that; T waves were present and they were not counted as ven-
tricular activity. Rather, all T waves were sensed (and marked) as T waves by the ICD (figure 2).
In this case, the reason of inappropriate shocks is T wave oversensing during tachicardia episodes.
Our patient has hypertrophic cardiomyopathy and increase in T wave amlitude may be during
tachicardia induced ischemia. By using digital sensing tecnology, the ICD automatically detected
T wave oversensing and prevented inappropriate ICD shocks. Elimination of the inappropriate
shocks improved the patient’s quality of life.

Figure 1

Figure 2
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Successful cryoballoon ablation patients with accessory
pulmonary veins

ven olan h

Aksesuar pul talarda basarili kriyobalon ablasyon

Ekrem Giiler', Mehmet Onur Omaygeng', Oguz Karaca', Filiz Kizilirmak',
Murat Biteker', Ayhan Olcay', Fatih Erkam Olgun', Gamze Giiler?, irfan Barutgu!,
Mehmet Muhsin Tiirkmen', Fethi Kiligaslan'

'Medipol University, Cardiology Department, Istanbul
*Istinye State Hospital, Cardiology, Istanbul

Pulmonary vein (PV) isolation is the mainstay of catheter ablation for atrial fibrillation (AF).
Instead of a point-by-point ablation approach using radiofrequency current, balloon-based cryo-
balloon ablation (CBA) offers isolation of the PVs with a single application. The contact of the
cryoballoon to the PV ostia is essential to produce complete PV isolation. However, it may be dif-
ficult and sometimes impossible to isolate the PVs in patients with anatomic variations of the PVs.
Here, we present successful PV isolation by CBA in 3 patients with accessory PVs. All patients
had paroxysmal AF, normal left ventricular function and normal left atrial size. For each patient,
computer tomographic angiography of left atrium and the PVs was performed and their three-
dimensional anatomy was constructed pre-procedurally(figurel). Other than four anatomic PVs
(2 right, 2 left), all patients had right-sided accessory PVs. Our ablation technique was same for
all patients is as follows: Under conscious sedation and analgesia, a decapolar diagnostic catheter
was advanced from the right femoral artery to the coronary sinus. A single transseptal puncture
was performed under transesophageal echocardiography guidance. Cryobaloon was advanced to
the PV ostia over a guidewire. To assess the position and stability of the inflated balloon, contrast
medium (Iomeron) was injected from the distal lumen of the cryoballoon catheter(figure2). Two
cryoaplications of 240 miliseconds were applied for each PV. After CBA was done for all PVs,
isolation of the PVs was checked with a circular mapping catheter. A bolus of 10000 heparin was
given right after transseptal puncture and anticoagulation was maintained with additional heparin
boluses. The activated coagulation time was maintained between 300 ms. The 28 mm balloon was
used for all PVs in 3 patients. Mean procedure and fluoroscopy times were 70 and 19 minutes,
respectively. We were able to isolate all PVs in our patients. As a conclusion, CBA is possible in
patients with accessory PVs.

Figure 1. Three-dimensional anatomy of the pulmonary and accessory veins’ was constructed by using
computed tomography.

Figure 2. Ablation PVs and accessory vein. Due to complete occlusion, retention of the contrast medium
with absence of atrial drainage. a:occlusion of right superior pulmonary vein b:occlusion of accessory vein
c:occlusion of right inferior pulmonary vein d:occlusion of left superior pulmonary vein e:occlusion of left
inferior pulmonary vein.
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Refractory hypertension and rapidly progressive renal
failure due to renal artery total occlusion and successful
treatment using renal stent

Renal arter tam tikanikhiga bagh refrakter hipertansiyon ve hizl
ilerleyen bébrek yetersizligi ve renal stent kullanarak basarily tedavi

Turhan Turan', Mustafa Tarik Agac?, Ali Riza Akyuz', Levent Korkmaz?, Selim Kul*,
flker Giil’, Ahmet Cagri Aykan®

!Akcaabat Hackali Baba State Hospital, Trabzon

2Ahi Evren Chest and Cardiovascular Surgery Education and Research Hospital, Trabzon
3[zmir Sifa Hospital, Izmir

*Trabzon Kanuni Education and Research Hospital, Trabzon

A 73-year old man with clinical history of hypertension was admitted to our emergency department
with altered consciousness and nausea and vomitus. He has been followed with diagnosis of chron-
ic renal failure for five years and was currently been considered for hemodialysis. Physical exami-
nation revealed an arterial blood pressure of 240/130 mmHg. The patient was lethargic. Neuro-
logical examination did not reveal any sign of focal neurological deficit. Fundoscopic examination
was positive for grade 3 hypertensive retinopathy. Blood urea nitrogen was 45 mg/dl and serum
creatinine was 4.6 mg/dl. The patient was internalized with diagnosis of hypertensive encephalopa-
thy. Arterial pressure remained >190/100 mmHg despite treatment with iv Na nitroprusside. Oral
10 mg amilodipin, 25 mg carvedilol and 8 mg doxazosine were added to iv treatment due to poor
controlled hypertension. However, it was not possible to lower blood pressure to <170/90 mmHg
despite combination therapy. Urine output was 600 cc during first 24 hour. Renal USG showed an
atrophic right kidney. Parenchymal echogenicity of left kidney was increased to grade 3. Renal
Doppler and MR angiography with gadolinium was not conclusive, due to poor image quality and
patient’s poor cooperation. The patient became anuric and serum creatinine was increased to 6.2
mg/dl two days after MRA. The patient underwent tree hemodialysis seance on alternate days.
Serum creatinine was lowered to 4.6 mg/dl. However control of hypertension was not achieved,
and hypertensive pulmonary edema was developed despite iv therapy and dialysis. The patient was
taken into cath lab and conventional renal angiography was performed. Renal angiography showed
proximal total occlusion of right renal artery (Figure 1 A). Left renal artery was occluded at its mid
segment with an irregular intraluminal filling defect compatible with fresh thrombus ( Figure 1 B).
This occluded segment was crossed with 0.014” floppy wire and dilated with a 4.0x20mm coronary
angioplasty balloon (Figure 2 A). A 6x80 mm renal stent (PALMAZ® Balloon-Expandable Stent,
Cordis) was implanted following angioplasty with excellent angiographic result (Figure 2 B, C).
The patient underwent one séance of hemodialysis after stent implantation. On the 2nd day of stent
implantation serum creatinine was lowered to 1.1 mg/dl and blood pressure control was achieved.
No additional dialysis séance was required during follow up days. A month after discharge the
patient’s serum creatinine was 1.2 mg/dl and mean arterial pressure was less than 120/80 mmHg
on ambulatory blood pressure monitoring.

Figure 1. A. Total occluded right renal artery, B. Occluded left renal artery and its mid segment with an
irregular intraluminal filling defect compatible with fresh thrombus (yellow arrow).

Figure 2. A. Dilatation of the occluded segment with a 4.0x20mm coronary angioplasty balloon B. Renal
stent implantation C. Successful angiographic result.
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Rupture of balloon angioplasty catheter after successfull stent
deployment

Bagarili stent yerlestirilmesi sonrasi balon anjiyoplasti kateter riiptiirii
Hakan Ozkanl, Ahmet Seckin Cetinkayal, Tahsin Bozatl, Hasan Ari2

'Medicalpark Hospital, Bursa, Department of Cardiology, Bursa
?Yuksek Ihtisas Hospital, Bursa, Department of Cardiology, Bursa

A 79-year-old women was admitted to our clinic with typically chest pain. On physical examina-
tion 2/6 pansistolic murmur at the apex with bibasilar fine crackles. ECG demonstrated T wave
inversion in the anterior leads. Coronary angiogram showed 80-90 percent stenosis in the proximal
LAD(Figl). 4.5x22 mm stent deployed at 17 atm successfully(Fig 2). After balloon deflation coro-
nary angiogram revealed the rupture of the mid-shaft of balloon angioplasty catheter(Fig 3). Sud-
den chest pain and ST elevation occurred. We did not have snare catheter in the lab. Therefore, we
crossed a new 0.014 mm guide-wire near the ruptured balloon catheter. A new 3.0x20 mm balloon
advanced through the guide-wire and inflated to 6 atm at the distal of the ruptured balloon catheter.
Ruptured balloon was compressed with the 3.0x20 mm balloon through the guiding catheter(Fig
4). The whole system pulled out via femoral artery(Fig 5). Figure 1 showed the fragment of the
catheter. When angiogram re-evaluated after pulling out for the cause of rupture, we saw the re-
sidual air in the balloon when deploying the stent which mimicked complete balloon deflation.
Coronary angiography from the left femoral artery showed the final result(Fig 6). Fragment of
balloon angioplasty catheter shown in figure 7. Residual air may imitate complete balloon defletion
which results unexpected complications. In addition we have to keep snare catheter in angiography
laboratory for unexpected complication. However, when you don’t have snare catheter, second
balloon inflation may be useful in such these conditions.

Figure 1. Coronary angiogram showing  Figure 2. Stent deployment.
LAD stenosis.

Figure 4. Balloon cath.compressed
through the guiding catheter.

Figure 3. Ruptured balloon catheter in the
coronary system.

Figure 5. Pulling out the system. Figure 6. Final angiogram.

Figure 7. Fragment of balloon angioplasty
catheter.
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Anomalous origin of the left coronary artery from the right sinus of
valsalva with an unusual course: interarterial left anterior descending
coronary artery and retroaortic circumflex coronary artery

Sol koroner arterin sag siniis valsalvadan anormal ¢ikist ve tipik
olmayan seyri: Interatriyal sol on inen koroner arter ve retroaortik
sirkumfleks arter

Muhammet Rasit Sayin, Sait Mesut Dogan, ibrahim Akpnar, Emrah Kiigiik,
Abdullah Orhan Demirtas, Nesimi Yavuz

Bulent Ecevit University, School of Medicine, Department of Cardiology, Zonguldak

A 26-year-old male patient was admitted to the emergency department with the preliminary di-
agnosis of acute coronary syndrome. It was learned that the patient suddenly fell to the ground
when doing jogging in the morning and stopped breathing and subsequently, resuscitation was
performed by a bystander doing exercise. He was intubated and cardiac rhythm was restored after
resuscitation for about 45 minutes by the emergency staff. He had no known cardiovascular risk
factors and no family history of sudden cardiac death. An electrocardiography showed 3 mm ST
segment elevation in lead aVR suggested to left main coronary lesion and ventricular tachycardia
secondary to R on T phenomenon (Figure 1). Left main artery could not be selectively canulated
in the left sinus of valsalva. The dominant right coronary artery was correctly localized in the right
sinus of valsalva (Figure 2). It was found that a short coronary artery was originating from just
near the right coronary ostium and divided into two branches, the left anterior descending artery
and the left circumflex artery (Figure 3). Further evaluation revealed that the left anterior descend-
ing artery had an interarterial course and that the left circumflex artery had a retroaortic course
(Figure 4). No atherosclerotic lesions were observed. The patient was transferred to the intensive
care unit to receive supportive care. Five hours after transfer to the intensive care unit, the patient
who developed asystole did not respond to resuscitation and died. The left main coronary artery
originating from the right sinus of valsalva is a very rare but an important coronary anomaly. An
interesting feature of this anomaly is that it has a wide clinical spectrum from a benign course to
sudden death. The most important factor that determines the clinical course and prognosis is the
relationship of the arterial course to the aorta and pulmonary artery. Four possible pathways exist
for the anomalous left coronary artery; between the aortic root and the pulmonary artery (interarte-
rial course), a trans-septal (intraseptal or subpulmonic) course, anterior to the right ventricular
outflow tract (anterior or prepulmonic course), and posterior to the aortic root (retroaortic course).
The most important determinant of the prognosis is the interarterial course. In the case presented
here, only the left anterior descending artery followed an interarterial course. Different courses of
the left anterior descending artery and the left circumflex artery arteries in the left coronary artery
originating from the right sinus of valsalva have not been reported previously. As far as we are
aware, the case described here is the first in the literature.

Figure 1. Electrocardiogram.

Figure 2. Left anterior view of Figure 3. Left anterior oblique Figure 4. Left lateral view of left
right coronary angiography. cranial view, left coronary artery coronary angiography.

was originating from just near the

right coronary ostium.
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High sensitive cardiac troponin T are associated with Syntax score
and diabetes mellitus in patients with stable coronary artery disease

Kararli koroner arter hastalarinda yiiksek duyarl kardiyak troponin
T yntax skoru ve diyabetes mellitus ile iligkili

Hakan Ugar, Mustafa Giir, Taner Seker, Zafer Elbasan, Betiil Ozaltun,
Durmus Yildiray Sahin, Murat Caylt

Adana Numune Training and Research Hospital, Department of Cardiology, Adana

Background: High sensitive cardiac troponin T (hs-¢TnT) and SYNTAX score are emerging as
important prognostic markers in stable coronary artery disease (CAD). We aimed to investigate the
relationship between hs-cTnT and extent and complexity of CAD assessed with STNTAX score.
Methods: Measurements were obtained from 411 patients with stable CAD (Mean age = 61.7+9.9
years, male/female= 247/164). The patients were divided into two groups according to the median
hs-TnT value (hs-cTnTlow group < 9.65 pg/ml and hs-cTnThigh group>= 9.65 pg/ml).

Results: SYNTAX score values were higher in hs-cTnThigh group compared with hs-cTnTlow
group (p<0.05). Hs-cTnT was independently associated with SYNTAX score ($=0.661, p<0.001)
and diabetes ($=0.107, p=0.031) in multiple linear regression analysis.

Conclusion: Despite very low circulating concentrations, changes in hs-cTnT concentrations are
associated with extent and complexity of CAD and presence of diabetes in patients with stable CAD.

PO-087

Management of a subclavian artery thrombosis in a patient with
prior coronary artery bypass, causing acute anterior wall infarction
and concurrent left arm ischemia

Gegirilmis koroner arter baypas cerrahisi olan bir hastada akut
anteriyor duvar enfarktiisiine ve es zamanl sol kol iskemisine
neden olan subklavyen arter trombozunun yonetimi

Cagdas Akgiillii, Cemil Zencir, Hasan Giingor, Ufuk Eryilmaz, Mithat Selvi, Sevil Onay,
Tarkan Tekten, Osman Alper Onbasgili, Ceyhun Ceyhan

Adnan Menderes University, Faculty of Medicine, Department of Cardiology, Aydin

Subclavian steal syndrome (SSS) is characterized by stenosis of the proximal subclavian artery
(SA) causing reversal of vertebral and left internal mammary artery blood flows which leads to
dizziness and stable angina pectoris after coronary artery bypass grafting (CABG). We report a 57
year old male patient with acute anterior wall infarction and severe left arm ischemia secondary
to proximal SA thrombosis.

Case: A 57-year-old man with a history of hypertension underwent CABG in 2007. A LIMA graft
was anastomosed to the LAD, while one vein graft was anastomosed to the obtuse marginal branch
of the CX artery. One month ago he was diagnosed with pancreatic adenocarcinoma and one week
ago first dose of chemotherapy (gemcitabine and 5-fluorouracil) was given. This time, the patient
presented to the emergency room with ongoing severe angina pectoris and left arm cyanosis and
pain. The electro-cardiogram revealed a sinus rhythm and ST segment elevations in the precordial
leads between V2-6. An emergent angiography was performed, which disclosed patent vein graft
and no sign of acute thrombosis in native coronary arteries. However, a huge thrombus in the
proximal left SA rendered severe obstruction of the distal left SA and restricted the LIMA blood
flow (Figure 1). An echocardiogram showed no intracardiac thrombus or mass. Laboratory work up
showed severe thrombocytopenia (25.000mm3 ). The patient underwent successful stenting of the
proximal SA (9x40 mm self expandable stent)and then extraction of the left brachial thrombus with
a Fogarty catheter. During the revascularization procedure of the SA (Figure 2), LIMA was canu-
lated and baloon dilatation (1,5x12 mm baloon) of the distal part of the LAD was performed but
poor distal flow was achieved (Figure 3). During the follow up, continuous intravenous (IV) infu-
sion of unfractionated heparin (UFH) was administered, the patient did not experience any bleeed-
ing. However, he was lost due to sepsis after seven days from he was admitted to our hospital.
Discussion: SA thrombosis may develop because of rheumatic disorders, radiation therapy, chron-
ic extra arterial compressions, expanding aortic dissections, trauma, and concomitant diseases that
may lead to hypercoagulopathy. In patients with prior CABG, accompanying angina pectoris even
myocardial infarction may occur if the left SA thrombosis develop proximal to a LIMA graft.
There are different treatment choices that should be prefferred individually. Percutaneous stent
implantation is a good choice for appropriate patients. For the total occlusions, if the clinic is acute,
thrombolytic therapy may be preferred as an alternative approach for the surgical thrombectomy
and in selected cases, extrathoracic surgical revascularization with a bypass yields high success.
Conclusion: Subclavian artery disorders like acute thrombosis should be kept in mind for the
patients with prior LIMA to coronary artery bypass grafting.

Figure 1. Image depicting a huge Figure 2. Image showing the suc- Figure 3. Image demonstrating
thrombus in the proximal left sub- cessful revascularization of left the poor distal flow of LAD
clavian artery. subclavian artery with the im- after the percutaneous coro-
plantation of self expandable stent nary angioplasty (1,5x12 mm
(9x40 mm). baloon) of distal LAD over the

LIMA graft.
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Coronary and systemic stent embolizations left uncrushed during
percutaneous coronary intervention; three case reports

Perkiitan koroner girisim esnasinda gelisen crush yapilmayan koroner
ve sistemik stent embolizasyonlary; ii¢ olgu sunumu

ibrahim Kocayigit', Sabiye Yilmaz', Harun Kilig', Mehmet Aytiirk?, Ahmet Kasapkara?,
Hiiseyin Giindiiz', Ramazan Akdemir'

!Sakarya University, Department of Cardiology, Sakarya
2Yildirim Beyazit University, Department of Cardiology, Ankara

Systemic and coronary embolizations of stent is a rare and devastating complication of percutaneous coro-
nary intervention (PCI). Stent embolization or misplacement has been reported in 0.3% to 1.2% of PClIs in
the literature. This unexpected complication can lead to serious complications such as acute occlusion of
affected artery, coronary thrombosis and myocardial infarction (MI). Several urgent retrieval methods and
surgical management have been described but short and long term outcomes remain unknown. Three cases
of coronary stent embolization during PCI are presented in this report. Embolizations are systemic in two
cases and coronary in one case. All embolized stents were balloon-mounted, one of them was drug eluting
stent. All three embolizations occured during PCI of circumflex artery (LCX).

Case 1: A 62-year-old male was undergone PCI and stenting to LCX and right coronary artery (RCA) be-
cause of unstable angina. During intervention to LCX, coronary stent embolized to proximal region of left
descending coronary artery (LAD). The patient was asymptomatic thus the embolized stent left uncrushed.
He had been treated with dual antiplatelet therapy for one month after PCI then clopidogrel therapy was
withheld and asetylsalycylic asid therapy continued. Coronary angiography after four years showed un-
crushed stent in the LAD. Distal coronary flow was normal and there was no critical stenosis (figure 1a-b).
Case 2: A 52 year-old man was undergone primary PCI due to the acute inferolateral MI. Coronary angi-
ography showed total occlusion of LCX. The lesion was crossed with guidewire and predilatated. Coronary
stent was embolized to aorta then perforating branch of right deep femoral artery while passing LCX lesion
(figure 2a-b). The stent was left uncrushed because the patient was asymptomatic.

Case 3: A 56 year-old man was diagnosed with non-ST segment elevation MI and was taken to cardiac cath-
cterization laboratory for further evaluation. Drug eluting stent was embolized to aorta then right posterior
tibial artery while passing LCX lesion (figure 3a-b). There was no flow lost in the embolized artery and the
patient was asymptomatic. For this reason the stent left uncrushed.

Coronary and systemic stent embolizations are infrequent situations. Despite the infrequent situations, the
consequences are severe and may be fatal. Coronary anatomy and the type of the coronary lesion may affect
the success of stent deployment. Several retrieval methods and crushing techniques can be applied depend-
ing on clinical course. Conservative treatment of the embolized stent to RCA after unsuccessful crushing
was also reported in the literature.

Sistemik ve koroner stent embolizasyonlari perkiitan koroner girisimler (PKG) esnasinda goriilebilen ender
fakat yikici komplikasyonlardir. Literatiirde PKG’lerin %0.3 ile %1.2’inde stent embolizasyonu veya yanls
yerlesmenin gergeklestigi bildirilmistir. Bu beklenmeyen komplikasyon akut arter tikanmasina, koroner
tromboza ve miyokard infarktiisiine (M) yol agarak ciddi komplikasyonlara yolagabilir. Bazi acil geri gek-
me yontemleri ve cerrahi yontemler belirtilse de, kisa ve uzun donem sonuglar1 bilinmemektedir. Bu yazida
perkiitan koroner girisim esnasinda embolize olan ii¢ stent olgusu sunulmustur. iki vakada sistemik, bir
vakada ise koroner embolizasyon izlenmistir. Stentlerin tiimii balon monteli, biri ilag kapli idi. Tiim embo-
lizasyonlar sirkumfleks artere girisim esnasinda meydana geldi.

Vaka 1: 62 yasinda erkek hastaya kararsiz angina nedeniyle sag koroner artere ve sirkumfleks artere stent-
leme planlandi. Sirkumfleks artere girisim esnasinda koroner stent sol 6n inen arterin (LAD) proksimaline
embolize oldu. Hasta asemptomatik oldugu igin stente crush yapilmadi. PKG’den bir ay sonra ikili antip-
latelet tedavi aldi, daha sonra klopidogrel kesildi, asetilsalisilik asit ile devam edildi. Dért y1l sonra yapilan
koroner anjiografide LAD’deki crush yapilmayan stent goriintiilendi. Distal koroner akim normaldi ve kritik
darlik saptanmad (figiir 1a-b).

Vaka 2: 52 yaginda erkek hastaya akut inferolateral Mi nedeniyle primer PKG yapildi. Koroner anjiografide
sirkumfleks arterin total tikali oldugu goriildii. Lezyon kilavuz tel ile gegildi ve predilate edildi. Lezyonu ge-
¢is esnasinda stent 6nce aortaya daha sonra sag derin femoral arterin perforan dalina embolize oldu (figiire
2a-b). Hasta asemptomatik oldugu igin stent crush yapilmadan birakildi.

Vaka 3: 52 yaginda erkek hasta ST elevasyonsuz Mi nedeniyle katater laboratuvarina alind1. Sirkumfleks
arterdeki lezyonu gegerken ilag kapli stent dnce aortaya daha sonra sag posterior tibial artere embolize oldu
(figiir 3a-b). Hasta asemptomatik oldugu igin ve akimda bozulma olmadig igin stente crush yapilmadi.
Koroner ve sistemik stent embolizasyonlart sik goriilmeyen durumlardir. Seyrek olarak goriilmelerine rag-
men ciddi sonuglar dogurabilir ve éliime neden olabilir. Koroner anatomi ve lezyonun tipi stentin basarili
yerlestirilmesini etkileyebilir. Bazi geri gekme metodlar1 ve cerrahi teknikler klinik duruma bagh olarak
kullanilabilir. Literatiirde sag koroner artere embolize olan crush yapilamayan bu nedenle konservatif takip
edilen vaka rapor edilmistir.

Figure 1. Arrows show the undeployed and un-
crushed coronary stent in the proximal region
of the LAD.

Figure 2. Arrows show the undeployed coro-
nary stent in the perforating branch of right
deep femoral artery.

Figure 3. Arrows show the undeployed coro-
nary stent in the right posterior tibial artery.
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Open heart surgery for fourth time or percutaneous balloon
pulmonary valvuloplasty?

Doérdiincii kez agik kalp cerrahisi veya perkiitan balon pulmoner
valvuloplasti?

Hasan Giingér', Ufuk Eryilmaz', Cagdas Akgiillii', Cemil Zencir', Mithat Selvi', Sevil Onay',
Ceyhun Ceyhan', Tarkan Tekten', Yasemin Durum,, Alper Onbasili!

'Adnan Menderes University, Department of Cardiology, Aydin
’Adnan Menderes University, Department of Radiology, Aydin

In this case report we describe a case of 45-year-old male patient treated with balloon pulmonary
valvuloplasty for pulmonary valve stenosis, who had a history of ventricular septal defect op-
eration during childhood and subsequent aortic valve replacement and ascending aort aneurysm
operation 12 years ago.

Case: A 45-year-old male patient, was admitted to our center with dyspnea and palpitation during
last 6 months. He had a history of ventricular septal defect operation during childhood and aortic
valve replacement 12 years ago. After one year of aortic valve replacement, he was operated for
ascending aortic aneurysm. Since then he has been followed by cardiologist due to mild pulmonary
valve stenosis (PS). On examination he had raised jugular venous pressure, 4/6 ejection systolic
murmur at the left sternal edge and metalic valve sound in the aortic area. Transthoracic and later
transoesophageal echocardiography revealed severe pulmonary valvular stenosis with a minimum
diameter of 22 mm and a maximum gradient across the pulmonary valve of 88 mmHg and a mean
gradient of 58 mmHg. Mild pulmonary regurgitation was also present. Pulmonary CT angiography
also showed annulus diameter of 20 mm and poststenotic dilatation of 30 mm (Figure 1). We
decided to perform cardiac catheterization and it showed PS with a transpulmonic systolic pressure
gradient of 60 mmHg. The right ventricular angiogram showed systolic doming of the pulmonary
valve and valvular stenosis. On angiography the size of the pulmonary valve annulus was measured
as 18 mm. An extra-stiff guidewire was placed in the left pulmonary artery and a VACS II balloon
(22X40 mm) was passed across the pulmonary valve. The balloon was inflated manually with
contrast material to a pressure of 2 atmosphere (Figure 2). After PBV the transpulmonic systolic
pressure gradient decreased to 30 mmHg.

Discussion: Percutaneous treatment of PS has undergone significant development over the last 20
years. Since the first description of balloon pulmonary valvuloplasty in 1982 by Kan, the procedure
has been extensively utilized for pulmonary valve stenosis. It is generally recommended that the
procedure be performed for peak-to-peak gradients in excess of 50 mmHg. The technique involves
positioning one or more balloon catheters across the stenotic valve, usually over an extra-stiff
guide wire and inflating the balloons with diluted contrast material, thus producing valvotomy.
In our case, to avoid for fourth open heart surgery we have succesfully performed the balloon
pulmonary valvuloplasty.

Conclusion: Balloon pulmonary valvuloplasty is the best treatment of choice for relief of pulmo-
nary valve stenosis and it can be used instead of surgery.

Figure 1. Pulmonary CT angiography showing a poststenotic dilatation of 30 mm.

Figure 2. VACS II balloon (22X40 mm) inflated manually with contrast material to a
pressure of 2 atmosphere.
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Acute ST elevation myocardial infarction in a patient with prosthetic
mitral and aortic valve

Aort ve mitral kapak protezi olan hastada akut ST yiikselmeli
miyokard enfarktiisii

Burak Acar, Yesim Giiray
Ankara Turkey Yuksek Ihtisas Hospital, Cardiology Department, Ankara

Annual embolisation risk in the patients with prosthetic heart valve and under chronic anticoagu-
lant treatment is about 0.5 %- 1.7%. The risk increases with heart failure, multiple prosthetic valve,
atrial fibrillation and aortic valve prosthesis. In autopsy series, coronary embolism incidence in
the cases with mechanical mitral valve and atrial fibrillation is about 14 %; cases with only pros-
thetic valve are about 8 %. Coronary embolism mostly occurs at left coronary artery distribution
because of the hemodynamic effect of diastolic blood flow and generally affects anterior wall. In
this case; a 37-year-old man was admitted to the hospital emergency room with cardiogenic shock
and chest pain. During clinical investigations we established he had mechanical mitral and aortic
valve replacement at 16 year-old. He had no coronary artery risk factor such as smoking, hyperten-
sion, family history or hyperlipidemia. For the nose operation his warfarin treatment interrupted
by his doctor to decrease bleeding risk and subcutaneous enoxaparin was given daily in twice
dose. He followed up three weeks with enoxaparin treatment because of the intermittent epistaxis.
The electrocardiogram showed ST elevation in leads V1-V6, DI-aVL and reciprocal changes in
inferior leads (Figure 1). Echocardiography showed functional mechanical aortic and mitral valve,
segmental wall motion abnormalities. It showed no thrombus or vegetation. Coronary angiography
revealed occlusion of left anterior descending artery (Figure 2) and primary percutaneous inter-
vention was made with stent implantation (Figure 3). Later, transesophageal echocardiography
revealed no thrombus or vegetation. Thinking of the patient’s history, other normal vessels and
long bridging therapy we diagnosed type 2 acute myocardial infarction. Coronary embolism occurs
mostly in elderly patients with functional mechanical valves and no visible thrombus. Bridging
therapy is very important for the patient with prosthetic heart valve and most of the noncardiac
procedures could made by under the warfarin treatment, so communication between cardiologist
and surgeon very important.

Protez kalp kapagi olan ve antikoagulan tedavi alan hastalarda yillik embolizasyon orani %0,5-
%1,7 arasinda olmaktadir. Birden gok protez kapagin olmasi, kalp yetmezligi, atrial fibrilasyon
ve aort kapag protezleri emboli riskini arttirmaktadir. Otopsi serilerinde koroner emboli insidansi
mitral kapak protezi ve atrial fibrilasyonu olan vakalarda % 14; sadece protez kapagi olanlarda
ise % 8 seviyelerindedir. Diyastolik kan akiminin hemodinamik etkisi sebebi ile emboli genelde
sol koroner arter dagilim bolgesinde olmakta ve 6n duvari etkilemektedir. 37 yasinda erkek hasta
acil servise 1 saat 6nce baslayan gogiis agrisi ve kardiyojenik sok tablosunda bagvurdu. Hastanin
hikayesinden 16 yasinda iken mekanik aort ve mitral kapak replasmani yapildig: 6grenildi. Sigara,
hipertansiyon, aile dykiisii veya hiperlipidemi gibi koroner arter hastaligi i¢in major risk fakto-
rii bulunmuyordu. Burun operasyonu nedeni ile kanama riskini azaltmak igin doktoru tarafindan
warfarin tedavisi kesilmis, giinliik 2 doz seklinde cilt alti enoksaparine gegilmis. Takiplerinde ara
ara burun kanamalar1 olmasi sebebi ile 3 hafta boyunca enoksaparin ile devam edilmis. Hastanin
¢ekilen EKG’sinde V1-V6, DI-aVL ST yiikselmesi ve inferior derivasyonlarda da resiprokal de-
gisiklikler saptand: (Figiir 1). Transtorasik ekokardiyografisinde fonksiyonel mitral ve aort kapak
protezi, segmental duvar hareket bozuklugu saptandi; vejetasyona ya da trombiis ile uyumlu bulgu-
ya rastlanmadi. Koroner anjiyografisinde sol 6n inen arterin orta bolgede tikaniklik saptand (Figiir
2) ve stent implantasyonu ile primer perkutan girisim uygulandi (Figiir 3). Daha sonra yapilan
transozefageal ekokardiyografisinde trombus ya da vejetasyon saptanmadi. Hastanin diger damar-
larinin normal olmasi, uzun siireli koprii tedavisi almig olmasi ve hikayesini de g6z 6niine alarak
tip 2 akut koroner sendrom tanist koyduk. Koroner emboli gelisen hastalar genelde yasli hastalar
olmaktadir ve bunlarin kapak fonksiyonlarinda bozukluk gézlenmemektedir ve goriinen bir trom-
biis olmamaktadir. Koprii tedavisi mekanik kalp kapagi olan hastalarda son derece 6nemlidir ve
birgok kardiyak olmayan cerrahi warfarin tedavisi altinda yapilabilmektedir; bu yiizden kardiyolog
ve operatdr arasindaki iletisim ¢ok onemlidir.

Figure 1. Electrocardiogram shows V1-V6, D1-aVL Figure 2. Coronary angiography revealing occlu-
ST elevation, reciprocal changes at inferior deriva- sion of left anterior descending artery (arrow).
tions.

Figure 3. Coronary angiography after percutancous
coronary intervention shows TIMI-3 flow of left ante-
rior descending artery (arrow).
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A very rare primary cardiac malignancy: Myxofibrosarcoma
of the mitral valve resulting in severe functional mitral stenosis
and pulmonary hypertension

Cok nadir bir primer kardiyak malign tiimoér: Siddetli fonksiyonel
mitral kapak darligi ve pulmoner hipertansiyona yol acan mitral
kapak miksofibrosarkomu

Barig ikitimur', Deniz Goksedef?, Serkan Aslan', Biige Oz, Suat Nail Omeroglu?, Hakan Karpuz'

!Istanbul University Cerrahpasa Medical Faculty Department of Cardiology, Istanbul
*Istanbul University Cerrahpasa Medical Faculty Department of Cardiovascular Surgery, Istanbul
“Istanbul University Cerrahpasa Medical Faculty Department of Pathology, Istanbul

Introduction: The primary myxofibrosarcoma of the heart is a very rare tumor with few cases
reported in the literature. Survival is poor with a mean duration of about 11 months.

Case: A 35-year-old male patient complained of exertional dyspnea and cough for three months
and orthopnea, for one week. The patient had hemoptysis after intense exercise 2 weeks ago. His
pulse rate was 104 beats/min, blood pressure was 120/70 mmHg. A mild (2/6) diastolic murmur
was audible at the mitral area together with bilateral basillary rales. Transthoracic and transesopha-
geal echocardiography showed a mobile mass, attached to the atrial side of the anterior mitral
leaflet and the junction of atrial appendix with anterior mitral annulus, approximately 58x45 mm
in size and cystic structures attached to its upper portion (figure). Doppler study revealed functional
severe mitral valve stenosis (peak/mean gradient 30/20 mmHg). Peak pulmonary artery systolic
pressure was estimated to be 110mmHg.

Follow-Up: Patient was operated on the same day of echocardiography. After median thoracotomy,
a mass firmly attached to the anterior mitral leaflet was discovered. Because the mass couldn’t be
excised from the leaflet, mitral valve replacement with a mechanical St.Jude valve was carried out.
The patient recovered uneventfully and was discharged one week after the operation. Pathological
examination of the mass was later reported to be consistent with high grade myxofibrosarcoma.The
patient was referred for adjuvant chemotherapy.

Conclusion: Malignant primary tumors of the heart may sometimes be considered benign until
results of histopathological examination become available. Quick progression of the symptoms
and the nature of the mass during removal may provide clues.

Giris: Kalbin primer miksofibrosarkomu literatiirde bir kag adet olgu bildirimi yapilmis olan ¢ok
nadir bir tiimérdiir. Prognoz kétii olup medyan sag kalim siiresi yaklasik 11 aydir.

Olgu: 35 yasindaki bir erkek hasta ti¢ aydir olan eforla soluk darligi ve oksiiriik ile bir haftadir
baglamusg sirt Gistii yatarken olan soluk darligi yakinmalari ile bagvurmustur. Hastanin bagvurudan
iki hafta 6nce, agir bir egzersiz sonrasi hemoptizisi oldugu dgrenilmistir. Muayenede nabiz 104
atim/dakika, kan basmci 120/70 mmHg olarak bulunan hastada mitral odakta hafif (2/6) diyastolik
bir iftirtim ile bilateral bazal raller duyulmustur. Transtorasik ve transozofajiyel ekokardiyogra-
fide anterior mitral yaprak¢igin atrial yiiziine, atrial apendiks ile anterior mitral anulus arasinda
tutunmus olan yaklasik 58 x 45 mm boyutlarinda, iist kisminda kistik yapilar bulunan hareketli bir
kitle tespit edilmistir (sekil). Doppler ile siddetli fonksiyonel mitral kapak darlig: (zirve/ortalama
gradyan 30/20 mmHg) tespit edilmis olup pulmoner arter zirve sistolik basinci 110 mmHg olarak
hesaplanmistir.

Seyir: Hasta ekokardiyografi ile ayni giin opere edilmistir. Medyan torakotomi sonrasi anterior
mitral yaprak¢iga sikica tutunmus bir kitleye rastlanmustir. Kitle kapaktan eksize edilemedigi igin
mekanik bir St.Jude mitral kapak ile replasman yapilmustir. Hasta opersyon sonrasi sorunsuz olarak
seyretmis ve operasyondan bir hafta sonra taburcu edilmistir. Daha sonra 6grenilen kitlenin patolo-
jik incelemesinde, yiiksek grade miksofibrosarkomla uyumlu bulgular rapor edilmesi tizerine hasta
adjuvan kemoterapiye gonderilmistir.

Sonug: Kalbin primer malign tiimérleri bazen, histo-patolojik inceleme sonuglanana kadar benign
olarak diistiniilebilirler. Semptomlarin hizli ilerlemesi ve operasyon esnasindaki kitle 6zellikleri
gergek patoloji hakkinda ipuglari saglayabilir.

Figure 1. Myxofibrosarcoma of mitral valve: LA-left atrium; LV-left ventricle; M-mass; arrow-cyst on
top of the mass.
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Both sided native valve endocarditis in intravenous drug abuser
Intravenoz madde bagimlisinda iki tarafli nativ kapak endokarditi
Muhammed Oylumlu', Siileyman Ercan®, Fuat Basanalan’, Mehmet Kaplan®, Vedat Davutoglu®

'Dumlupinar University School of Medicine Department of Cardiology, Kutahya
’Gaziantep University School of Medicine Department of Cardiology, Guziantep

A 26-year-old male presented to emergency service with complaints of dyspnea, chest pain, cough,
malaise for 4 weeks and fever for a week. Body temperature was 38.7 C, and he had sinusal
tachycardia with a pulse rate of 110 bpm. Physical examination revealed crepitating rales heard
over bilateral basal and middle lung fields. Among laboratory findings white blood cell count and
C-reactive protein were elevated (19800 K/uL and 169 mg/dl, respectively). Chest X-ray revealed
infiltrative changes in both lung fields and the patient was hospitalized to Chest Diseases Clinic
with the diagnosis of pneumonia. Vancomycin treatment was initiated. Thoracic computed tomog-
raphy revealed widespread, peripherally located irregular consolidated areas with air broncho-
grams which tend to coalesce and more prominent on the basal segments of the lower lobe of
the right lung (Figure 1). Detailed medical history showed that the patient was on IV drug abuse
for almost a year. After this stage, the patient is referred to cardiology clinic with the diagnosis
of IE. On auscultation, a grade 3/6 sistolic murmur was heard over the left lower sternal border
and mezocardiac area. Transthoracic echocardiography showed a mobile mass on tricuspid valve
compatible with vegetation, severe eccentric tricuspid regurgitation and chordal rupture of anterior
leaflet of tricuspid valve (Figure 2a-2b). Estimated pulmonary arterial pressure was 65 mmHg.
There was no vegetation observed in the left heart structures. Patient was transferred to cardiol-
ogy clinic with the diagnosis of IE. Three sets of blood cultures were taken. As the most common
cause of IE in patients with IV drug abusers is Staphylococcus aureus vancomycin and gentamicin
treatment was initiated. The patient showed no evidence of peripheral stigmatas of IE. On the
follow-up Staphylococcus aureus was isolated from blood cultures and current treatment was con-
tinued. Control echocardiogram at the 10th day revealed a vegetation on mitral valve in addition to
unchanged tricuspid valve vegetation (Figure 3a-3b). The patient was scheduled for double-valve
surgery. However the patient refused it. IE can be a rapidly progressive disease despite the medical
treatment in IV drug abusers. Generally right-sided IE is common in IV drug abusers however as
in our case, it may involve left heart chambers additionally. For this reason, in right-sided IE serial
echocardiographic examination of both heart chambers is strictly recommended.

Figure 1

Figure 2

Figure 1
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The oldest case of congenital pulmonary stenosis underwent
successfully treatment with percutaneous balloon valvuloplasty

Perkiitan balon valvuloplasti ile basarili sekilde tedavi edilen
en yash konjenital pulmoner darlik olgusu

Giines Hiiseynova, imran Oniir, Miibariz Dadasov, Fehmi Mercanoglu
Faculty of Medicine, Istanbul University, Istanbul

Introduction: The etiology of pulmonic stenosis (PS) is mostly congenital. It is usually diagnosed
and treated in childhood. Congenital PS is rarely seen in patients over the age of 55 years. Progres-
sion of the transvalvular gradient is usually slow and mild in isolated pulmonary stenosis. For this
reason, a patient with isolated pulmonary stenosis could grow up without treatment. Balloon val-
vuloplasty has become the procedure of choice for congenital PS, especially in children and young
adults. There are rare reports of its use in older adults. Significant valve calcification is believed
to limit its success. We present a case of a 86-year-old woman with symptomatic congenital PS
who underwent successful balloon valvuloplasty. To our knowledge, our case represent the oldest
patient ever reported to undergo balloon valvuloplasty for congenital PS.

Case: An 86-year-old woman was admitted with hypertension complained of exertional dyspnea
last 8 years. Five years ago she has been diagnosed congenital pulmonic stenosis, but was not oper-
ated considering her age. Last 6 months she had dyspnea at rest. In physical examination the pulse
rate was 80/min and regular. The blood pressure was 140/90 mmHg. There was 3/6 midsystolic
murmur all over the precordium, loudest in the second left intercostal space near the sternum.
There were no diastolic murmurs. The lungs, abdomen and the remainder of the physical examina-
tion were negative. There was no edema of the extremities. Electrocardiography showed normal
sinus rhythm, right axis deviation, complete right bundle branch block, hypertrophy of the right
ventricle, prominent P waves. Echocardiography showed severe valvular pulmonary stenosis with
mild regurgitation (peak velocity 6 m/sec, transvalvular peak-to-peak gradient 144 mmHg). Bi-
ventricular hypertrophy and moderate tricuspid regurgitation were also recognized. No interatrial
communication was seen by color-flow Doppler. The coronary angiography and left ventriculog-
raphy findings were normal. Computed tomography showed calcification of the pulmonary valve
and poststenotic dilatation of the pulmonary arteries. A 30-mm balloon was successfully used for
pulmonic valvuloplasty. After the procedure the peak-to-peak transvalvular gradient reduced to 70
mmHg. The second day of the procedure the peak transvalvular gradient was measured 45 mmHg
by echocardiography.

Conclusion: PS rarely seen elderly. Balloon valvuloplasty can be used successfully to treat PS. To
our knowledge, the oldest patient ever reported to undergo balloon valvuloplasty for congenital PS
was 80 years old. So our case represent the oldest one.

Figure 2

Figure 1 Figure 3

Figure 4. Peak gradient of pulmonic valve. Figure 5. PG after PBV.

Figure 6. Pulmonic valve. Figure 7. Pulmonic valve.
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Transcatheter aortic valve implantation saves the patients’s
life for two times

Transkateter aort kapak implantasyonu hastanin hayatini
iki kez kurtardy

Cenk Sar1', Abdullah Nabi Aslan', Tahir Durmaz?, Telat Keles’, Nihal Akar Bayram',
Serdal Bastug', Emine Bilen', Hiiseyin Ayhan?, Murat Ak¢ay?, Omer Faruk Cigek',
Mehmet Burak Ozen', Bilge Duran Karaduman', Engin Bozkurt
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Introduction: Transcatheter aortic valve implantation (TAVI) has emerged as an acceptable treat-
ment modality for patients with severe aortic stenosis(AS) who are deemed inoperable by conven-
tional surgical aortic valve replacement. It not only provides the treatment of AS, but also make
some other diseases treatable by relieving hemodynamic distress resulting from AS. In this case
report we presented a 74 years old patient with Hogkin’s lymphoma that is left untreated due to the
development of acute pulmonary edema caused by severe degenerative AS during chemoterapy.
This is also the first case of TAVI performed in a patient with Hodgkin’s lymphoma in the world.
Case: A 74 years old female patient was consulted with our clinic due to the complaint of sudden
dyspnea during hospitalization in oncology clinic.Patient was diagnosed as stage IV Hodgkin’s
lymphoma two months ago. Transthoracic echocardiography revealed severe aortic stenosis (mean
gradient: 44 mmHg), moderate aortic regurgitation, mild tricuspid regurgitation, systolic pulmo-
nary arterial pressure: 35 mmHg, left ventricular concentric hypertrophy and normal(65%) left
ventricular ejection fraction. At the end of all investigations, severe degenerative aortic stenosis
was detected as being responsible for acute pulmonary edema. Because the patient wouldn’t take
chemoterapy in this condition, she was transferred to our clinic to treat both of acute pulmonary
edema and AS. After stabilizing patient, it was time for treating severe sypmtomatic AS. After
council of cardiology and cardiovascular surgery, due to the high surgical risk and necessity of
patient to take chemoterapy expeditiously as soon as possible it was decided to perform percuta-
neous aortic valve replacement. After that, under general anesthesia, Edwards Sapien XT No. 23
balloon expandable bioprothesis valve was successfully implanted into the patient. There was no
any complications after procedure.

Discussion: Hodgkin’s lymphoma is considered one of the most curable forms of cancer, espe-
cially if it is diagnosed and treated early. Our patient had stage IV Hodgkin’s disease and the only
treatment in this stage was chemoterapy. However, due to the hemodynamic instability caused by
severe AS, the patient couldn’t take the only curable teratment of Hodgkin’s lymphoma named
chemoterapy. Therefore we took the patient over our coronary care unit and after stabilizing with
medication we performed TAVI under general anesthesia. After that, patient was transferred to
oncology service for taking chemoterapy. Now the patient’s quality of life is very good and after
taking chemoterapy she gets remission for Hodgkin’s lymphoma. In summary she gets her life for
two times thanks to TAVIL.

Conclusion: In this case we wanted to point out the importance of TAVI not only for treatment of
severe symptomatic aortic stenosis but also for other curable diseases which are left untreated due
to severe aortic stenosis.

89



Girisimsel kardiyoloji / Interventional cardiology

Girisimsel kardiyoloji / Interventional cardiology

PO-095

Bilateral renal artery stenosis after renal denervation
Renal denervasyon sonrast goriilen bilateral renal arter darligt

Mehmet Akbulut', Mustafa Ferzeyn Yavuzkir', Tolga Cakmak', Ahmet Cihangiroglu?,
Cetin Mirzaoglu', Hasan Korkmaz'

!Firat University Cardiyovasculer Departmant, Elazig
’Furat University Clinic of Internal Medicine, Elazig

Hypertension is a major risk factor among the preventable deaths all over the world. Today, blood
pressure levels for patients with hypertension cannot be reached due to various reasons, and new
treatment options needed regarding that problem. One of the treatments is renal sympathetic de-
nervation, a method targeting ablation of renal sympathetic nerves. It is the fact that the method is
new and not clearly established. Hence, some complications cannot be exactly predicted. Our case
is 58 years old female patient. In 2011, renal sympathetic denervation was applied to the patient in
our clinic because of resistant hypertension. The patient admitted to our clinic due to uncontrolled
arterial blood pressure values despite of the triple antihypertensive therapy including diuretics. In
check with the patient’s renal angiography, although there was no bilateral renal artery stenosis
before the renal denervation, atherosclerotic 20% stenosis emerged after application. In this paper,
renal artery stenosis may occur as a complication of renal denervation, shown as an alternative
treatment option in the treatment of resistant hypertension. This complication is intended to be kept
in mind in terms of re-increases in arterial values after the treatment.

Hipertansiyon, diinyada onlenebilir 6liim nedenleri icerisinde en 6nemli risk faktoriidiir. Glindi-
miizde hipertansif hastalarin yaklagik %50’sinde degisik nedenlerle hedef kan basinci degerlerine
ulagilamamakta ve bu konuda yeni tedavi segeneklerine ihtiyag duyulmaktadir. Bu tedavi se¢enek-
lerinden biride renal sempatik sinirlerin ablasyonunu hedefleyen, renal sempatik denervasyondur.
Bu tedavi yonteminin yeni olmasi ve az sayida klinik tecriibenin olmasindan otiirii komplikas-
yonlarmin tam tespit edilmemesine neden olmustur. 2011 yilinda direngli hipertansiyon nedeniyle
renal sempatik denervasyon uygulanan 58 yasinda kadin hasta; biri ditiretik olmak tizere tiglii anti-
hipertansif tedavi almasina ragmen tansiyon arteryal degerlerinin tekrar kontrol altina alinamamasi
tizerine klinigimize basvurdu. Yapilan kontrol renal anjiografide, renal denervasyon dncesi herhan-
gi bir darliga rastlanmayan hastanin bilateral renal arterlerinde %20 darliklarin oldugu tespit edildi.
Bu darliklarin aterosklerotik siirecin bir sonucumu, yoksa renal denarvasyonun bir komplikasyonu
mu oldugu konusu tartismaya agik olmakla birlikte; direngli hipertansiyon tedavisinde alternatif bir
tedavi segenegi olarak gosterilen renal denervasyon sonrasi renal arterlerde darlik olusabilecegi ve
denervasyon sonrasi tansiyon arteriyel degerlerinde tekrardan yiikselmeler oldugunda bu kompli-
kasyonunda akilda tutulmasi gerektigi amaglanmaktadir.

Figure 1. Before renal denervation of the renal angiography.

Figure 2. Bilateral renal artery stenosis after renal denervation.
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Descendign septal artery: a rare anomalous branch
Desendan septal arter: Nadir bir anormal dal
Ciineyt Kogas, Veysel Oktay, Okay Abaci, Alev Arat Ozkan, Tevfik Gurmen

Cardiology Institute of Istanbul University, Istanbul

We present a case report of a 55-year-old male who underwent coronary angiography secondary
to NSTMI. Diagnostic catheterization revealed subtotal oclusion of OM stent and total oclusion
of RCA from proximal segment. While engaging RCA a rarely described descending septal artery
(Bonapace’s branch) originating from a separate ostium in the right aortic sinus was shown. This
artery was supplying interventricular septum and giving collaterals to the RCA. Although postmor-
tem studies report more frequently, our case is the third described case in vivo.

Figure 1. Descending septal artery.

PO-097

Transradial closure of coronary artery-pulmonary artery fistula
Koroner arter-pulmoner arter fistiiliiniin transradial kapatilmasi
Seref Ulucan', Zeynettin Kaya', Hiiseyin Katlandur', Ahmet Keser', Abdullah Tuncez’

'Department of Cardiology, Meviana University, Konya
’Konya Numune State Hospital, Konya

Coronary artery fistula (CAF) is a rare coronary anomaly. Studies have been reported the prevelance
of CAFs as 0.1-0.2% [1]. CAFs are usually asymptomatic and often detected incidentally during
cardiac catheterization. Symptoms are the result of hemodynamic changes, such as coronary steal
syndrome and complications [1]. CAFs are draining the right ventricle (41%), right atrium (26%)
and pulmonary artery (17%), in order of frequency [2]. Percutaneous closure and surgical ligation
are the treatment options [2]. Although there are many case reports of percutaneous closure of
CAFs, transradial (TRA) approach reported in one case [3]. TRA percutaneous closure of a CAF
is discussed in this report. 74 years old female patient with known hypertension was admitted to
the cardiology outpatient clinic due to complaint of typical chest pain. Exercise stress test was
abnormal and coronary angiography was decided. Coronary angiography showed a fistula originat-
ing from the circumflex coronary artery (Cx) draining to the left upper pulmonary artery and was
confirmed by multislice computed tomography (Figure 1A). The patient’s symptoms attributed to
coronary steal syndrome. The decision was made to perform percutancous closure. Extra backup
6F guiding catheter was advanced through the right radial artery. First 0.012 terumo gold (Terumo
Interventional Systems, Japan) wire was used. However, due to two right angles between the left
main artery and ostium of the Cx and between the Cx and the ostium of the CAF, wire could
not be advanced. Therefore 0.014 PT wire (Boston Scientific, USA) was advanced with the sup-
port of Echolon 10 microcatheter (ev3 Endovascular, USA). Than microcatheter was advanced
over the wire until a stable position (up to prevent coil embolization) achieved. Two micro-coils
(Micrusphere, Cordis, USA) with a diameter of 2.5mm and one with a diameter of 3mm were
placed with rapid thermoelectrical release. Final angiograms showed complete absence of flow in
the fistula (Figure 2B). We learned that from this case; TRA approach can be used safely in closure
of fistula; once again, the importance of selection and support of guiding catheter and selection the
appropriate wire; microcatheter could be used to support wire; using the appropriate coil size and
waiting a while until coil thrombosis can reduce the amount of coil used.

Figure 1. Coronary angiography showes a fistula originating from the circumflex coronary artery (Cx)
draining to the left upper pulmonary artery (A). Final angiogram demonstrates complete absence of flow
in the fistula (B).
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Primary percutaneous coronary intervention via transradial
approach in a patient with dextrocardia

Dekstrokardi olan bir hastada transradial yolla birincil
perkiitan koroner girigim

Ahmet Keser', Seref Ulucan', Hiiseyin Katlandur', Zeynettin Kaya',
Abdullah Tuncez?, Mustafa Karanfil®

'Department of Cardiology, Mevlana University, Konya
’Konya Numune State Hospital, Konya
SDepartment of Cardiology, Necmettin Erbakan University, Konya

Dextrocardia is a rare congenital anomaly, life expectancy is similar to the normal population and
these patients had the same risk as the general population for development of atherosclerotic heart
disease. There are only two cases of dextrocardia have been reported with acute myocardial infarc-
tion treated by primary percutaneous intervention via transradial approach (1). Here we present a
case of acute myocardial infarction in a patient with dextrocardia treated by primary percutancous
intervention via transradial approach. 64 year-old male patient admitted to emergency department
with a complaint of chest pain. The electrocardiography showed inverted T waves in leads D2, D3,
aVF, poor progression of R waves in the precordial leads, inverted P waves in leads I and aVL and
an upright P wave and R wave in lead aVR (Figure 1). In physical examination the patient’s apical
heartbeat was noted on right side. The diagnosis of dextrocardia was confirmed with echocardio-
graphic examination. The patient was transferred to the catheter lab after prescription of loading
dose of clopidogrel, aspirin and intravenous unfractionated heparine. The patient underwent car-
diac catheterization via the right radial artery. The right coronary ostium was engaged with a 5-Fr
right Judkins catheter by counter-clockwise rotation. The right anterior oblique view demonstrated
non-critical stenosis at right coronary artery which lies left of the patient (Figure 2A). The left coro-
nary ostium was engaged with a 5 Fr left Judkins catheter with ease and demonstrated a normal left
anterior descending artery with total thrombotic occlusion after the major obtuse marginal branch
of circumflex artery (Figure 2B). Than a 5 Fr left guiding Judkins catheter was engaged easily and
the 0.014-inch guide wire was placed. We performed angioplasty with a 2.0x 15 mm balloon at 8
atmospheres, and a 2.5%29 mm drug eluting stent was implanted at 16 atmospheres (Figure 3A),
and TIMI 3 flow was achieved (Figure 3B). Total fluoroscopy time was 4 minutes 35 seconds and
total procedure time was 26 minutes. The patient was discharged without complications. It is well-
known that the radial percutaneous intervention is a safe method for patients with anatomically
normal heart. Also we can say that the radial percutaneous intervention is as reliable and feasible
technique as the femoral approach in acute myocardial infarction patients with dextrocardia.

Figure 1. The electrocardi-
ography shows inverted T
waves in leads D2, D3, aVF,
poor progression of R waves
in the precordial leads, in-
verted P waves in leads I and
aVL and an upright P wave
and R wave in lead aVR
which are consistent with
ongoing ischemia and dex-
trocardia.

Figure 2. Coronary angiog-
raphy demonstrates non-crit-
ical stenosis at right coronary
artery (A) and a normal left
anterior descending artery
with total thrombotic occlu-
sion after the major obtuse
marginal branch of circum-
flex artery.

Figure 3. Coronary angiog-
raphy shows successful stent
implantation (A) and TIMI
TIT flow after stent implanta-
tion at circumflex artery (B).
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Severe aortic coarctation incidentally diagnosed at breastfeeding
women presenting with acute coronary syndrome

Akut koroner sendromla prezente olan emzirme donemindeki bir
kadina rastlantisal olarak saptanan ciddi aort koarktasyonu

Zeynettin Kaya', Abdullah Tuncez?, Zekeriya Kaplan®, Enes Elvin Giil®,
Siileyman Kanyilmaz*, Mehmet Tekinalp*

!Department of Cardiology, Mevlana University, Konya
’Konya Numune State Hospital, Konya

‘Malkara State Hospital, Tekirdag

‘Konya Beyhekim State Hospital, Konya

This paper reports a very rare case of a severe aortic coarctation that incidentally diagnosed at
breastfeeding young women who presented with acute coronary syndrome. Aortic coarctation is a
complex congenital malformation and accounts for %5-10 of all congenital heart disease (1). It is
usually diagnosed in childhood with significant symptoms but many asymptomatic patients remain
undiagnosed to the adulthood. Also aortic coarctation is one of the reasons of secondary hyperten-
sion and premature coronary artery disease (2). A 29-year-old breastfeeding woman referred to
our hospital with the suspicion of acute coronary syndrome. She has been on antihypertensive
treatment for 10 years. During this time she suffered two pregnancies. Systemic hypertension was
the only cardiovascular risc factor for coronary artery disease. She had retrosternal chest pain
for nearly 8 hours. Her admission blood pressure was 210/110 mmHg on both arms. Bilateral
femoral pulsations were diminished. Cardiac physical examination was unremarkable. Twelve-
lead resting electrocardiography (ECG) revealed inverted T-waves in the inferior leads (II, III, and
aVF). Admission cardiac marker was abnormal (Troponin I: 5.1ng/dl (referrence value:0,12and
0,60 ng/ml)). Coronary angiography could not be perfromed via the femoral route because of
pulseless femoral artery. Therefore left radial artery was preffered. Coronary angiography revealed
significant stenosis in the distal part of left circumflex artery (Figure 1A Selective arcus aortogra-
phy and perfromed and showed severe coarctation of the aorta distal to the left subclavian artery
(Figure 1B). Magnetic resonance angiography supported the diagnosis of severe aortic dissection
localized distal to the left subclavian artery (Figure 2). Patient was referred to a tertiary medical
center for corrective therapy of aortic coarctation and coronary artery disease. Yesilay et al. have
reported similar case report and to the best of knowledge and search literature, this is the second
case of breastfeeding woman presenting with coexistent acute myocardial infarction and aortic
dissection(3).

Figure 1. A: Coronary angiography showing significant left circumflex lesion; B: arcus aortography show-
ing severe coarctation of the aorta.

Figure 2. Magnetic resonance angiography demonstaring severe coarc-
tation of the aorta distal to the left subclavian artery and also marked
enlarged collateral arteries.
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Entrapment syndrome: consultant goes hypotension
and tachycardia!

Tuzak sendromu: Danigman hipotansiyon ve tasikardiye gider
Muhamad Ali SK. Abdul Kader
Penang Hospital, Malaysia

Introduction: 62 years old Malay female with type 2 diabetes mellitus, hypertension, dyslipidemia
and bronchial asthma for 10 years, presented with progressively CCSII for the past 5 months. She
underwent twice percutaneous coronary intervention to LAD and RCA artery in 2005.
Description of problem: Very tight (90%) Instent restenosis at ostial RCA with 75% ISR at proxi-
mal RCA. Her previous LAD stents revealed only minimal intimal hyperplasia.

Procedure, Technique and Equipments Used: PCI to ISR Ostial and Mid RCA Right femoral
artery punctured and a 6Fr Sheath inserted. AL1 guide tried to engage the ostium but failed. JR4
guide engaged. Whisper wire inserted to RCA however due to poor guide support Fielder FC
wire used as a buddy-wire. ISR predilated with Pantera balloon 2.0*15 then NC Sprinter 3.0*12.
Then cutting ballong Flextome 3.0*10 used. Due to poor guide support Fielder FC wire was kept
throughout the subsequent stenting procedures. Lesion stented with Endeavor Resolute 3.0%24
overlapped with Endeavor Resolute 3.5%24 proximally covering the ostial RCA. Postdilated with
DuraStar ballon 4.0%20 at 20atm. After the final shot taken. The Fielder FC wire unable to be
removed as it was entrapped. Forceful manual removal of the wire failed and caused the proximal
stent deformed and “buckled”. Finecross microcatheter inserted close to the stent strut and tried
to release the wire but failed. Then Falcon CTO balloon 1.0*10 inserted and dilated to remove the
strut and the wire was successfully released. However rewiring the crumbled stent strut was dif-
ficult as poor guide support. Multiple guides were tried: AL1 diagnostic 5F / AL0.75 6F/ JR4 6F/
JR3.5 5F/ JR4 diagnostic SF. Then XBRCA guide 6F able to give better support. However very
difficult to cross the deformed stent. Various wires used: Runthrough floppy / Whisper / Rinato/
Miracle 3/ Whisper XS/ Coice PT and Conquest Prol12. Only Rinato wire able to cross distally.
Conquest Pro 12 only cross till mid RCA. Guide keep getting ‘kicked out’ during wiring and at-
tempting to insert balloon. Try to cross ostial stent strut with various smallest balloons but failed
(guide unstable): Sapphire 1.25*5 / Falcon CTO 1.0*10 (*2). Finally the only balloon able to cross
the lesion was Sprinter Legend 1.25%6 on the single Rinato wire. Thereafter sequential balloon
dilatation done with Sprinter Legend 2.0¥10, NC Sprinter 4.0*12 and NC Sprinter 4.5%15 (20atm).
Ostial RCA stent flared with 4.5 *15 at 26atm (4.68). After almost 5 hours of procedure. Good final
result was obtained with TIMI 3 result.

Results: During post procedure up to 2 years follow up, she was asymptomatic with functional
class I. Wire entrapment in ostial stenting can result in difficult management. However it can be
handled with the availability of proper equipment and a patient interventionist.

PO-101

The transcatheter aortic valve implantation (TAVI) cases, under
cardiopulmonary resuscitation (CPR)

Kardiyopulmoner resiisitasyon (CPR) altinda transkateter aort kapak
implantasyonu (TAVI) olgularimiz

Erkan Koklii, Sakir Arslan, isa Oner Yiiksel, Nermin Bayar, Akar Yilmaz, Zehra Erkal,
Deniz Demirci, Selguk Kiigiikseymen, Gérkem Kug

Department of Cardiology, Antalya Education and Research Hospital, Antalya

Cardiac arrest is the most serious complication that may occur during TAVI, is a special case to be
fast and careful intervention.

1. Case report: 78-year-old female patient, follow-up with diagnosis of coronary artery disease
(CAD), atrial fibrillation and chronic renal failure, was admitted to our clinic with New York Heart
Association (NYHA) class 111 dyspnea. Transthoracic echocardiography revealed ejection fraction
of %30 and a calcific severe aortic stenosis with a peak transvalvular gradient of 77 mmHg and a
mean transvalvular gradient of 50 mm Hg, aortic valve area (AVA): 0.8 cm?. STS score was calcu-
lated 13.5 pts. The cardiac arrest has occurred while performing an aortic valve pre-dilation with a
20 x 40 mm balloon, under pacing 180 beats per minute. Cardiac massage was started, spontaneous
heart rate was observed after a short period of time. 2nd time, it was dilated with same balloon.
The patient was re-arrest. Under the CPR, 23 mm Edwards Sapient XT valve, was placed to aorta
in the proper position (Figure.1). Chest compressions were continued (Figure.2). 4-5 minutes later,
have observed spontaneous cardiac contractions and improved hemodynamics (Figure.3). After 7
days of follow-up in the cardiology clinic, the patient was discharged. Patient is still being followed
without cardiac trouble.

2. Case report: 68-year-old male patient, follow-up with diagnosis of CAD, chronic obstructive
pulmonary disease, atrial fibrillation and liver disease, was admitted to our clinic with NYHA
class III dyspnea. Transthoracic echocardiography revealed ejection fraction of %35 and a calcific
severe aortic stenosis with a peak transvalvular gradient of 79 mmHg and a mean transvalvular
gradient of 46 mmHg, AVA: 0.6 cm?. STS score was calculated 12 pts. The balloon has ruptured,
then cardiac arrest has occurred, while performing an aortic valve pre-dilation with a 20 x 40 mm
balloon, under rapidly pacing. Cardiac massage was started, spontaneous heart rate was observed
after ten minutes. Under positive inotropic support, again with the same diameter balloon dilation
was performed. The electrocardiogram showed ventricular fibrillation, patient was defibrillated
with 300 joules, then asystole in a patient with chest compression was started (Figure.4). 23 mm
Edwards Sapient XT valve, was placed to aorta under the CPR. After 6 minutes, the patient’s which
showed spontaneous cardiac pulses, third degree of aortic insufficiency was observed on control
aortography. There were no paravalvular leak and valve deformity, the process is terminated. The
patient’s general condition is still good, the level of complaints NYHA class 1. In the literature,
applied cardiac massage in TAVI patients, severe valve deformities were reported to be due to
compression. Providing adequate blood circulation without causing any deformation to valve by
cardiac massage process, has better results in our cases.

TAVI esnasinda olabilecek en ciddi komplikasyon olan kardiyak arrest hizli ve ¢ok dikkatli miida-
hale edilmesi gereken 6zel bir durumdur.
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1. Olgu: 79 yasinda koroner arter hastahigi (KAH), atriyal fibrilasyon (AF), kronik bobrek yet-
mezligi tanilari ile takipte olan bayan hasta New York Kalp Cemiyeti (NYHA) sinif 3 nefes darligt
sikayeti ile klinigimize basvurdu. Yapilan ekokardiyografide EF %30, kalsifik ciddi aort darligt
(gradientler 77/50 mmHg, aort kapak alani (AKA): 0.8 cm?) saptandi. STS skoru 13.5 hesaplanan
hastaya TAVI karar1 alindi. Hastaya aort kapagi 20 x 40 mm balon ile 180/dk pace altinda predi-
late edilirken kardiyak arrest gelisti. Gogiis masaji yapilmaya baslanan hastada kisa siire sonra
spontan kalp atimlari goriildii. 2. kez ayni balon ile dilatasyon yapildi. Hasta tekrar arrest oldu.
CPR altinda 23 mm Edwards SAPIENT XT kapak uygun pozisyonda aorta yerlestirildi (Resim
1). Gogiis masajina devam edildi (Resim 2). 4-5 dakika sonra spontan kardiyak atimlar izlendi ve
hemodinami diizeldi (Resim 3). 7 giin kardiyoloji kliniginde takibin ardindan taburcu edilen hasta,
halen kardiyak agidan sorunsuz olarak takip edilmektedir.

2. Olgu: 68 yasinda KAH, kronik obstriiktif akciger hastaligi, AF, karaciger yetmezligi tanilart
olan erkek hasta NYHA klas 3 nefes darlig1 sikayeti ile basvurdu. Ekokardiyografide EF % 35, kal-
sifik ciddi aort darhigi (gradientler 79/46, AKA: 0.6 cm?) saptandi. STS skoru 12 saptanan hastaya
TAVI karari alindi. Hastaya 20 x 40 sizing balonu ile hizli pacing altinda aort kapaga predilatasyon
iglemi yapilirken balon riiptiire oldu, hastada kardiyak arrest gelisti. 10 dakika gogiis masaji sonrast
spontan atimlar goriildii. Pozitif ionotrop destegi altinda tekrar ayni ¢apta balon ile dilatasyon ya-
pildi. Hasta ventrikiiler fibrilasyona girdi, 300 joule ile defibrile edildi, asistol olan hastada gogiis
masajina gegildi (Resim 4). Bradikardi ile donen hastaya sag ventrikiilden pacing altinda 23 mm
Edwards SAPIENT XT kapak yerlestirildi. Kapak yerlestirilirken hasta yine arrest oldu. Gogiis
masajina gegildi. 6 dakika sonra spontan kardiyak atimlari izlenen hastanin kontrol aortagrafisinde
tigiincii derece aort yetmezligi izlendi. Paravalviiler leak, kapakta deformite izlenmeyen hastada is-
lem sonlandirildi. Hastanin halen genel durumu iyi sikayetleri NYHA klas 1 diizeyindedir. Litera-
tiirde gogiis masaji uygulanan TAVI hastalarinda, kompresyonuna bagh kapakta ciddi deformiteler
oldugu bildirilmistir. Kapagi deforme etmeden ve yeterli kan dolasimi saglayarak uygulanan gogiis
masaji islemi olgularimzda sonug vermistir.

Figure 1. Asystole patient, prosthetic valve adjusts
for level.

Figure 2. After prosthetic valve implantation, chest
compressions are being continued.

Figure 3. After transcatheter aortic valve implanta-
tion (TAVI), presenting of spontaneous heart beats.

Figure 4. After balloon dilation, patients with car-
diac arrest, chest compressions are being continued.
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Complete resolution of hoarseness after successful percutaneous
closure of patent ductus arteriosus aneurysm

Patent duktus arteriozus anevrizmasinin basarili perkiitan kapatilmast
sonrasi ses kistklyginin tamamen iyilesmesi

Mustafa Demirtas', Onur Sinan Deveci', Abdi Bozkurt', Ali Deniz', Nazan Ozbarlas?,
Caglar Emre Cagliyan', Rabia Eker Akilliv

!Cukurova University Faculty of Medicine, Balcali Hospital, Department of Cardiology, Adana
2Cukurova University Faculty of Medicine, Balcali Hospital, Department of Pediatric
Cardiology, Adana

A-66-year old man presented to the otorhinolaryngology clinic with the complaint of hoarseness
since one year. Patient’s blood pressure was 130/80 mmHg and his pulse was 80/min and rhyth-
mic. Cardiac examination revealed grade 3/6 continuous murmur at the left upper sternal border.
Twelve-lead ECG demonstrated left ventricular hypertrophy. The chest X-ray showed mild me-
diastinal widening with no other cardiac or pulmonary pathology. A chest computed tomography
demonstrated a patent ductus arteriosus (PDA) with aneurysmal dilatation with the size of 34X27
mm (Figure 1A). The PDA aneurysm was thought as the cause of hoarseness by compressing on
the recurrent larygeal nerve causing Ortner syndrome. The patient was referred to cardiology clinic
for both evaluation and the possible closure of the PDA. Further evaluation with echocardiography
and selective angiography confirmed the diagnosis. A 6F pigtail catheter was advanced through the
femoral arterial sheath into the descending thoracic aorta, and an angiogram obtained in a lateral
projection delineating the ductus (Figure 1B-1C). An aortogram revealed the maximum transverse
diameter of the aneurysm to be 35 millimetres at the level of the aortic ampulla. The diameters of
the duct itself was 7x 4,5 mm. An (8/6) mm size Amplatzer PDA occluder device was deployed
across the ductus resulting in a small residual shunt which subsided completely in the 6-month
follow-up CT (Figure 1D). Hoaseness was completely resolved in the follow-up. After 6 month of
follow-up, computed tomographic angiography showed the aneurysm to have a diameter of 20x20
millimetres, with no residual flow into it. The patient was being free from complications and his
hoarseness had ameliorated dramatically.

Figure 1. (A) A chest CT demonstrated a PDA with aneurysmal dilatation with the size of 34X27 mm. (B)
Lateral projection baseline aortography revealed PDA with aneurysmal dilatation. (C) Direct injection of
contrast material into the PDA aneurysm. (D) Lateral angiography after detachment of the device.
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Successful percutaneous coronary intervention for chronic total
via left internal mammary artery and the left internal mammary
arterial dissection

Kronik total i¢in sol internal mammarian arter yoluyla basarili
perkiitan koroner girigim ve sol internal mammarian arter diseksiyonu

Cemil Zencir', Ekrem Aksu?, Mustafa Cetin’, Hasan Giingor', Bekir Dagli*,
Unal Oztiirk?, Sami Ozgiil®

'Adnan Menderes University Medical Faculty, Department of Cardiology, Avdin
’Necip Fazil State Hospital, Department of Cardiology, Kahramanmaras
SAdiyaman University Medical Faculty, Department of Cardiology, Adiyaman
‘Adnan Menderes University Medical Faculty, Department of Emergency, Aydin

We report a case in which a left internal mammarian artery (LIMA) graft was used for retrograde
PCI of a LAD CTO and succesfull treatment of LIMA osteal dissection.

Introduction: Recanalization of chronic total occlusions (CTO) is one of the most technically
challenging areas in interventional cardiology. Success rate of percutaneous coronary intervention
(PCI) in CTO varies between 50-70% and the risk of dissection remains higher in these patients.
The role of internal mammary artery grafts to facilitate antegrade CTO interventions is controver-
sial. We herein report a case in which a left internal mammarian artery (LIMA) graft was used for
antegrade PCI of a LAD CTO and succesfull treatment of LIMA osteal dissection.

Case: Fifty-five-year-old male patient with previous CABG operation was admitted to our clinic
with a complaint of chest pain. After exercise stres testing diagnostic coronary angiography (CAG)
was planned. Diagnostic CAG revealed a CTO of the LIMA-LAD anastomosis region (Figure 1).
A decision was made to proceed with PCI to this CTO. Bilatereal femoral access was obtained with
7 Fr sheaths and anticoagulation was achieved with unfractionated heparin, acetylsalicylic acid and
clopidogrel. The LMCA was engaged with a 7 F extrabackup guide catheter. A Corsair catheter
(Asahi Intecc Co Ltd) could not be advanced to the distal part with A Sion blue guidewire (Asahi
Intecc Co Ltd). The LIMA was engaged with a 7 F JR4 guide catheter. We were able to successfully
cross the lesion with Corsair catheter (Asahi Intecc Co Ltd) and Conquest pro guidewire. Dilata-
tion was performed with 1.5x20 mm Summint CTO balon (BlueMedical, Netherland), 2.0x30 mm
and 2.5x30 mm Protégé Paclitaxel coated-balloons (Stron Medical, Winsen, Germany) (Figure 2)
and TIMI 3 flow was observed. Catheter induced dissection was detected in the ostial segment
of LIMA (Figure 3) and a 2.75x38 mm paclitaxel eluting coronary Avior stent (Stron Medical,
Winsen, Germany) was placed at the ostial segment of LIMA. The final angiogram showed suc-
cessful revascularization with TIMI 3 flow (Figure 4). The patient had an uneventful recovery and
marked any angina.

Conclusion: The internal mammary artery grafts can be used for retrograde CTO interventions, but
this technique should be used with caution to minimize the risk of dissection.

Figure 1. A chronic total occlusions of the
LIMA-LAD anastomosis region.

Figure 2. Succesfull dilatation of CTO
with 1.5x20 mm Summint CTO balon
after 2.0x30 mm and 2.5x30 mm Protégé
Paclitaxel coated-balloons.

Figure 3. Catheter induced dissection in
the ostial segment of LIMA.

Figure 4. A 2.75x38 mm paclitaxel eluting coronary stent implantation at the ostial seg-
ment of LIMA.
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Isolated right ventricular infarction presenting mimicking anterior
ST-segment elevation

Anterior ST segment yiikselmeli miyokard enfarktiisiinii taklit eden
izole sag ventrikiil enfarktiisii

Onur Baydar, Veysel Oktay, Umit Yasar Sinan, Ugur Coskun, Ismail Polat Canbolat,
Okay Abaci, Ahmet Yildiz

Istanbul University Instil of Cardiology, Istanbul

We present 60 year old man with chest pain and ST-segment elevation in the anterior precordial
leads (V1-V4) due to proximal occlusion of a nondominant right coronary artery. Primary coronary
angioplasty and stenting of this artery was performed resulting in resolution of the chest pain and
ST- segment elevation. Acute coronary syndromes in patients with presence of ST-segment eleva-
tion in the anterior precordial leads indicates left anterior descending coronary artery occlusion.
However, anterior ST-segment elevation has also been described in right ventricular myocardial
infarction and is thought to right coronary artery (RCA) occlusion. We present a rare case of iso-
lated RVMI presenting with anterior ST-segment elevation due to proximal occlusion of a right
coronary artery that was treated by primary coronary angioplasty. A 60-year-old man with no his-
tory of cardiac disease admitted to our hospital reporting typical chest pain 1 hours in duration. The
initial standard 12-lead electrocardiogram (ECG) showed ST-segment elevation in leads V1-V4
(Figuer 1). On physical examination general health situation was moderate. His heart rate was 98
bpm and blood pressure was 160/80 mmHg. First and second heart sound was normal. There was
no additional heart sound or murmur. Other system examination was unremarkable. The patient
was given 5500 U of unfractionated heparin IV, 600 mg clopidogrel oral loading dose and 300
mg oral aspirin, and was transferred to catheterization lab. Coronary angiography showed that
patent LMCA, CX and LAD (Figure 2 ). Proximal occlusion of a nondominant right coronary was
detected (Figure 3). Primer percutaneus coronary intervention was performed to proximal segment
of the RCA using a Judkins right (7F JR 4 Cordis Europe, Roden, Holland) guiding catheter and
tle lession crossed with a balanced middle weight wire. After thrombus aspiration(Diver C.E.MAX
), followed by implantation of 3,5 x 12 mm (Ephesos) at 20 atm with exellent angiographic result.
(Figure 4). The patient’s chest pain was resolved after procedure and transthoracic echocardio-
gram showed RV dilation and paradoxical interventricular septal wall motion (tapse: 1.1mm), but
no wall-motion abnormalities in the left ventricle. Two days later control transthoracic echocar-
diogram was performed and RV function was detected recovered.(tapse: 1.8 mm). The patient
discharged 5 days after coronary stenting in good health status without any cardiac adverse event
and currently is followed without any problems. Our case of isolated RVMI as an uncommon but
important differential diagnosis of anterior ST-segment elevation and highlights the value of care-
ful review of angiographic images. Primary percutaneous intervention of this vessel is possible and
enables complete resolution of chest pain and ST-segment changes, minimization of the damage to
the RV myocardium, and avoidance of malignant arrhythmias.

Figure 1. ECG showed V1-V4 st segment elevation.

Figure 2. Coronary angiography Figure 3, 4. Proximal occlusion of a nondominant right coronary was
showed that patent LMCA, CX detected and primer percutaneus coronary intervention was performed
and LAD. to proximal segment of the RCA.
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A rare case of anomalous origin of the left coronary artery from the
pulmonary artery in an adult patient

Erigkin hastada sol koroner arterin pulmoner arterden orijin aldigi
nadir bir olgu

Hakan Bahadir, Kivanc Yalin
Bursa State Hospital, Cardiology Clinic, Bursa

Anomalous left coronary artery from the pulmonary artery (ALCAPA) syndrome is a rare congeni-
tal abnormality that presents as left-sided heart failure and mitral valve regurgitation during infant-
hood period. Due to colleteral blood supply from the right coronary artery some of the cases may
remain asymtomatic or slightly symptomatic even to advanced ages. In this report we present a 48
year old woman, presenting with mild angina and exercise intolerance. Physical examination was
unremarkable and echocardiography showed normal
left ventricular functions with no valvular abnormali-
ties. Large anterior ischemia was detected on myo-
cardial perfusion scan. She underwent a diagnostic
coronary angiography procedure which many left or-
riented coronary catheters could not engage to the left
main coronary artery and aortography could not show
left coronary system. Selective right coronary angio-
gram showed enlarged right coronary artery and rich
colleterals to the left coronary artery. Negative con-
trast was demonstrated on pulmonary angiography.
The left anterior descending artery and left main were
filling the pulmonary artery through a retrograde flow
and ALCAPA diagnosis was confirmed. The patient
underwent ligation of the anomalous origin of the left
coronary from the pulmonary artery and coronary by-
pass surgery.

Figure 1. Selective right coronary angiog-
raphy.

PO-106

A case of a ventricular tachycardia related implanted a catheter of
central venous port embolism

Santral venéz port kateteri embolisine bagl bir ventrikiiler
tasikardi olgusu
Zekeriya Kaya', Alper Aksoy?, Emre Erkus?, Ozgiir Giinebakmaz', Ali Y1ldiz'

'Harran University School of Medicine, Department of Cardiology, Sanliurfa
Sanliurfa Education and Resource Hospital, Department of Cardiology, Sanliurfa
3Balikligol State Hospital, Department of Cardiology, Sanliurfa

Forty-one year-old male patient was admitted to the emergency room with complaints of palpita-
tions and dizziness for half an hour. Sustained monomorphic ventricular tachycardia was detected
on electrocardiography and the patient returned to normal sinus rhythm with amiodarone infusion
(Figure 1). Since patient had history of venous port implantation for chemotherapy, patient was
evaluated under scope which revealed dislodged port catheter extending from the right atrium to
the pulmonary artery (Figure 2). Port catheter was extracted with snare catheter after liberalization
of the proximal end with pigtail catheter (Figure 3).

Kirkbir yasinda erkek hasta acil servise yaklagik bir buguk saattir devam eden garpinti ve bas
donmesi sikayetleri ile kabul edildi. Elektrokardiyografide siirekli monomorfik ventrikiiler tasi-
kardi saptandi ve amiodaron inflizyonu sonrasi normal siniis ritmi saglandi (Sekil 1). Kemoterapi
uygulanmasi i¢in kullanilmak iizere vendz port kateteri takilma Sykiisii olan hasta skopi altinda
degerlendirildi ve sag atriyumdan pulmoner artere uzanan port kateteri goriildii (Sekil 2). Port
kateteri proksimal ucu pigtail kateter ile serbestlestirildikten sonra snare kateter yardimiyla ¢i-
karild1 (Sekil 3).

Figure 2. Port catheter extending from the right atri-
um to the pulmonary artery.

Figure 1. The samples of EKG before and after
amiodarone infusion.

Figure 3. Extracted port catheter and vascular snare.
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A rare case of acute pulmonary embolism after coronary
angiography due to sand bag compression

Koroner anjiyografi sonrast kum torbasi basisina bagl nadir
bir pulmoner emboli olgusu

Tarik Kivrak, Erdal Durmus, Halil Atas, Murat Sunbul, Ibrahim Sari
Department of Cardiology, Faculty of Medicine, Marmara University, Istanbul

Pulmonary embolism is very rare after coronary angiography. We present here a case of acute
pulmonary embolism after coronary angiography due to sand bag compression which has not been
reported previously. After the femoral sheath removal, patient was immobilized for 6 hours with a
sandbag on his right femoral artery area. At the end of the bed rest after the removal of sand bag,
patient was mobilized with help of a nurse. Immediately after mobilization, patient complained
sudden onset of dyspnea, lost his consciousness and suddenly fell on the ground while hitting left
occipital region of his head. Clinical, laboratory and tomographic findings were compatible with
massive pulmonary embolism and we decided to give thrombolytic agent. On the other hand,
because he had cranial trauma during syncope and oozing type hemorrhage in his right inguinal
region, we administered a total dose of 50 mg alteplase (tPA) within 2 hours (normal recommended
dose is 100 mg). Just after finishing alteplase, clinical, laboratory and echocardiographic para-
merters of the patient returned to normal without any complication. Patient was discharged with
warfarin treatment 5 days after the event.

Figure 1. A: Transthoracic echocardiography showed normal cardiac chambers. B: Right caudal view of left
anterior descending arteries showed critical stenosis at the proximal segment.

Figure 2. A: Transthoracic echocardiography showed dilatation of the right cardiac chambers and increased
pulmonary artery pressure (sPAB: 50 mmHhg). B: Pulmonary computed tomography (CT) angiography
showed an image compatible with thrombus in pulmonary arteries.
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Thrombus entrapment in the hemostasis valve during thrombus
aspiration: an octogenarian with inferior myocardial infarction
and complete flow restoration without any additional angioplasty

Trombiis aspirasyonu sirasinda hemostaz kapaginda trombiis tuzag:
Inferior miyokard enfarktiislii ve ek anjiyoplasti gerektirmeden

tam akim sagalanan hasta

Nurdan Papila Topal', Altug Cincin®, Ibrahim Sari?, Murat Sunbul?, Kursat Tigen®

'Kartal Dr. Lutfi Kirdar Education and Research Hospital, Istanbul

’Marmara University Faculty of Medicine, Istanbul

Published reports demonstrate improved myocardial reperfusion with anjunctive thrombus aspira-
tion in ST-elevation myocardial infarction (STEMI). However, implementation of this procedure
without angioplasty or stent implantation is not clear. In this report, we present an octogenarian
with inferior STEMI who was treated with thrombus aspiration alone. Another important feature of
our case is trapped thrombus material in the guiding catheter during thrombus aspiration. Operators
should avoid thrombus re-injection by controlling the system carefully after aspiration procedure.

Figure 1. (A) LAO 30° coronary angiogram before thrombus aspiration shows filling defect at the distal
part of the RCA, (B): AP Cranial 30° coronary angiogram after thtombus aspiration shows any obstructive
plaque or trace of thrombus.

Figure 2. (A) Trapped trombus in y connector, (B): trombus extracted from y connector.
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Isolated absent of coronary sinus: two cases report
Izole koroner siniis yoklugu: Iki olgu raporu

Mustafa Yolcu', Serdar Tiirkmen?, Alper Sertcelik?, Canan Yolcu?®,
Barabaros Dokumac?, Talant Batyraliev?

!Erzurum Region Training and Research Hospital, Department of Cardiology, Erzurum
2Sani Konukoglu Medical Center, Department of Cardiology, Gaziantep
SAtaturk University School of Medicine, Department of Pediatric Cardiology, Erzurum

Case report 1: In April 2007, a 40 years old female patient was admitted to our cardiology clinic
with a complaint of squeezing chest pain with five to ten minutes duration, aggravating by exercise,
for one year. Her electrocardiography (ECG) was in sinus rhythm and there was not any ST-T seg-
ment changes. In the transthorasic echocardiography, left ventricular functions were normal and
a mild mitral regurgitation was detected. In the exercise stress test, 2 mm ST segment depression
in inferior derivations were seen and diagnostic coronary angiography was planned. Coronary
arteries were found to be normal but contrast material fallowed an uncommon route in its venous
return phase without forming coronary sinus (CS) and draining into left ventricle directly via The-
besian veins.

Case report 2: In January 2013, a 40 years old female patient was admitted to outpatient clinic
with the complaint of angina of five to six minutes duration during exercise for six months. The
ECG was in sinus rhythm and there was not any pathologic ST-T changes. The transthorasic echo-
cardiography revealed normal left ventricular functions and valvular structures. In exercise stress
test, 3 mm ST segment depressions were detected in lateral derivations and coronary angiography
was planned. Coronary arteries were found to be normal, however, contrast material fallowed an
uncommon route in its venous return phase without forming CS and draining into left ventricle
directly via Thebesian veins, as in the first case.

Discussion: CS is the venous drainage system of the heart. CS anomalies are rare congenital car-
diac malformations and our knowledge so far mostly depend on a few case reports. Congeni-
tal absence of CS usually is found together with other cardiac malformations, however, isolated
congenital absence of CS is very rare. Multiple coronary-cameral fistulous connections, through
which the blood drains into one of the cardiac chambers, are commonly seen in patients with CS
abnormalities. Herein we present a case two cases of total absence of CS with a venous system
draining directly into the left ventricle through Thebesian veins. As a result, isolated absence of
CS is an extremely rare entity and was demonstrated in a few case reports, previously. It should
be kept in mind that this clinical situation may lead to anginal symptoms since the cardiac venous
system drains into a higher pressure chamber than the right atrium, directly by the Thebesian veins.

Figure 1. A-B. The coronary angiographic view of case 1 (90°LAO 4°CAU, 28°'RAO 38°CRA), C-D. The
coronary angiographic view of case 2 (90°LAO 5°CAU, 32°RAO 17°CAU).
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A giant air embolism during CRT-D pacemaker implantation
KRT-D kalp pili implantasyonu sirasinda dev hava embolisi
Senol Coskun, Selma Kenar Tiryakioglu, Kivang Yalin

Bursa State Hospital Department of Cardiology, Bursa

We present a case of a massive pulmonary air embolism during implantation of a permanent pace-
maker lead under mild sedation in a 72-year-old man. The air embolism occurred after deep in-
spiration associated with loud snoring sounds. Air embolism that was shown in cinefluorograms.
Cinefluorograms demonstrated air in the right ventricle and the main pulmonary artery with direct
visualization of the opening and closing of the pulmonary valve. Pulmonary air embolism is a
rarely seen but a fatal complication. Especially massive air embolism can cause death by resulting
in development of acute cor pulmonale and cardiovascular collapse. In our case the use of a big
sheath because of the nature of the procedure and the patient’s sedation become prominent as the
facilitating factors of air embolism during the procedure.

Figure 1. Air embolisim during pacemaker implantation.

PO-111

Coronary rupture of left anterior descending artery during
diagnostic angiography

Tanisal anjiyografi sirasinda sol on inen arterde koroner riiptiir

Fatih Uzun, Mehmet Ertiirk, ibrahim Faruk Aktiirk, Ahmet Arif Yalgin,
Cetin Sarikamis, Ender Oner, Nevzat Uslu

Istanbul Mehmet Akif Ersoy Thoracic and Cardiovascular Surgery Training and Research
Hospital, Istanbul

50 year-old female patient was refered to our emergency clinic with anterior ST elevation myocar-
dial infarction. She was observed in intensive coronary care unit after succesful primary percuten-
ous coronary intervention to left anterior descending artery (LAD) (Fig. 1). The day after PCI she
had ischemic symptoms unresponsive to medical theraphy and taken to catheterisation laboratory
again.Diagnostic angiography with left Judkins 4 (JL4) catheterization was complicated with deep
intubation of LAD. Severe extravasation of contrast agent was noticed and Ellis- classification type
3 vessel rupture with myocardial and pericardial staining was seen (Fig. 2). Diagnostic catheter
was changed with guiding cathether EBU 3,5 and ruptured segment was passed with intermediate
guidewire. After wire passage 3,5x16 mm covered (JOSTENT GraftMaster AbbotVasc Inc.) stent
was implated at 16 ATM pressure to the ruptured area. Post stenting angiography showed complete
sealing of perforation (Fig. 3). Echocardiography showed minimal pericardial effusion. Coronary
perforation is one of the most feared complication of coronary intervention and invasive imaging.

Figure 1. Left coronary angio- Figure 2. Left coronary angio- Figure 3. Left coronary an-

gram showing after stent implanta- gram showing Type III perforation giogram post-deployment of a

tion revealed complete opening of of left anterior descending artery covered stent showing complete

the left anterior descending artery. with extensive myocardial and sealing of left anterior descending
pericardial blushing. artery perforation.
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Two-stage revascularization treatment of symptomatic bilateral
severe internal carotid artery stenosis — consecutive application of
carotid artery stenting and carotid endarterectomy in same patient

Semptomatik iki tarafli ciddi i¢ karotis atardamar darliginda iki
asamali revaskiilarizasyon tedavisi — karotis atardamar stentleme ve
karotis endarterektominin ayni hastada ardistk uygulamasi

Celal Kilit, Ahmet Aksoy, Adnan Dogan
Dumlupinar University, Faculty of Medicine, Department of Cardiology, Kiitahya

Introduction: Because of carotid artery atherosclerosis is the main physiopathological mechanism
underlying stroke; treatment strategy is focused on resolving carotid artery stenosis. Today, carotid
artery endarterectomy and carotid artery stenting are applying as treatment options in carotid artery
discases.

Case: As a result of cardiovascular surgery, cardiology and neurology joint council, two-stage re-
vascularization procedure was decided to perform to a 61-year-old male patient who had transient
ischemic attack two weeks ago and had stenosis over 90% in both two internal carotid arteries
(Figure 1). Because of high mortality risk due to carotid artery endarterectomy, carotid artery
stenting is primarily performed to symptomatic left internal carotid artery (Figure 2). Mo.Ma was
preferred as the embolic protection device (Figure 3). Four weeks after stent implantation to left
internal carotid artery, carotid endarterectomy was performed to right internal carotid artery by ap-
plying ultrasound-guided deep and superficial cervical plexus blockade. No permanent neurologi-
cal damage was occured during both two procedures. Not any new neurologic deficit was observed
in postoperative 1st and 6th month controls.

Discussion: We treated bilateral internal carotid artery stenosis effectively and safely by perform-
ing two-stage revascularization treatment in our high operative risk case that had bilateral severe
internal carotid artery stenosis.

Giris: Karotis arterinin aterosklerozu, inmenin temelindeki asil fizyopatolojik mekanizmay1 olus-
turdugundan tedavi stratejisi karotis atardamar darligini gidermeye odaklanmustir. Giiniimiizde
karotis endarterektomi ve karotis atardamar stentlemesi, karotis atardamar hastaliklarinda tedavi
secenekleri olarak uygulanmaktadir.

Olgu: Iki hafta dnce gegici iskemik atak gegiren ve her iki i¢ karotis atardamarinda %90’nin iize-
rinde darlik saptanan 61 yasindaki erkek hastaya Kalp Damar Cerrahisi, Kardiyoloji ve Noroloji
orta konseyi sonucu iki asamali revaskiilarizasyon islemi uygulanmasina karar verildi (Resim 1).
Karotis endarterektomiye bagl mortalite riskinin yiiksek olarak degerlendirilmesi tizerine dncelik-
li olarak semptomatik sol i¢ karotis atardamarina karotis atardamar stentlemesi uygulandi (Resim
2). Emboli koruma cihazi olarak Mo.Ma tercih edildi (Resim 3). Sol i¢ karotis atardamarma stent
yerlestirilmesinden 4 hafta sonra sag i¢ karotis atardamarina ultrason esliginde derin ve yiizeyel
servikal ag blokaji uygulanarak karotis endarterektomi operasyonu yapildi. Her iki islem esnasin-
da kalic1 norolojik hasar olusmadi. Operasyon sonrasi 1. ve 6. ay kontrollerinde de hastada yeni
norolojik hasar izlenmedi.

Tartisma: Biz operasyon riski yiiksek iki tarafli ciddi i¢ karotis atardamar darligt olan olgumuzda
iki asamal revaskiilarizasyon tedavisi uygulayarak etkin ve giivenli bir sekilde iki tarafl i¢ karotis
atardamar darliklarinin tedavisini gergeklestirdik.

Figure 1. Severe stenosis in the left and right internal carotid arteries are seen as angiographically (White
arrows).

Figure 2. The left internal carotid artery after
carotid stenting.

Figure 3. MO.MA protection device.
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Acute inferior myocardial infartion in a patient with prosthetic
aortic valve and high international normalized ratio

Prodtetik aort kapagi olan ve uluslararast normalize orani (INR)
yiiksek olan bir hastada akut inferiyor miyokard enfarktiisii

Halil Atas', Fuad Samadov', Kenan Delil2, Murat Siinbiil', ibrahim Sar1'

'Department of Cardiology, Marmara University Pendik Training and Research Hospital, Istanbul
’Department of Genetic, Marmara University Pendik Training and Research Hospital, Istanbul

Introduction: ST elevation acute myocardial infarction (STEMI) in patients with a mechanical
prosthetic valve is rare and usually due to inadequate warfarin therapy. We present a case of acute
inferior myocardial infartion in a patient with prosthetic aortic valve and high international normal-
ized ratio (INR) which has not been reported previously.

Case Presentation: A 69-years-oldman was admitted to emergency service with retrosternal chest
pain of 2 hours duration. His past medical history revealed aortic valve replacement (AVR) and
single vessel by-pass surgery 4 years ago. His ECG was compatible with acute inferior STEMI.
He was on warfarin (5 mg/day), aspirin (100mg/day) and metoprolol (50mg/day) therapy. His
immediate coronary angiography showed critical lesion in the proximal left anterior descending
artery with a patent left internal mammary artery to left anterior descending greft flow. Circumflex
artery was normal however, right coronary artery flow was impaired with a giant thrombus in
the proximal segment of the vessel (figure 1). We tried to aspirate thrombus with export catheter
which resulted in suboptimal thrombus aspiration. Therefore we deployed 3,5X20 mm bare metal
stent which resulted in complete flow restoration (figure 2). After the procedure his chest pain
resolved and ECG normalized. His admission INR level was reported as 5.1. On transesophageal
echocardiography prosthetic aortic valve and cardiac chambers were free of thrombus. Trombosis
panel revealed factor V leiden mutation heterozygous for 1691 GA and homozygous MTHFR-A
1298 mutation (1298CC). Five days after the procedure he was discharged with clopidogrel 75 mg,
aspirin 100 mg, warfarin, metoprolol, atorvastatin and pantoprazole.

Discussion: STEMI in patients with a mechanical prosthetic valve is rare and usually reported to
be due to inadequate anticoagulation. In the present case, admission INR was 5.1 and the patient
was on aspirin treatment therefore mutations of factor V leiden for 1691 GA and MTHFR-A 1298
might have contributed to the clinical scenario.

Figure 1. A giant thrombus in the proximal segment of the right coronary artery.

Figure 2. The right coronary artery after the stent deployed.
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An omitted but important cause of acute coronary syndrome
in patients with coronary bypass surgery: left subclavian
artery stenosis

Koroner baypas cerrahisi gecirmis hastalarda atlanan fakat 6nemli
bir akut koroner sendrom nedeni: Sol subklavyen arter stenozu

Mehmet Erat, Hamza Sunman, Engin Algiil, Mehmet Ali Felekoglu, Tolga Han Efe,
Murat Bilgin, Tolga Cimen, Ahmet Akyel, Sadik Agikel, Mehmet Dogan, Ekrem Yeter

Department Of Cardiology, Diskapi Yildirim Beyazit Education And Training Hospital, Ankara

A 75-year-old man was admitted to emergency department with chest pain and dispne. She under-
went coronary artery bypass surgery including left anterior descending artery-left internal mamma-
ry artery (LIMA) five years ago. On physical examination, pulse rate was regular at 80 beats/min,
the left arm pulses were palpable but feeble and there was a significant blood pressure difference
between the right and the left arm (140/70 mm Hg and 100/60 mm Hg, respectively). The 12-lead
electrocardiogram showed sinus rhythm with ST-segment depression in anterolateral derivations.
The results of transthoracic echocardiography were within normal limits except minimal valvular
regurgitation. Serial cardiac markers showed a significant rise; troponin I rise from 0,02 to 3,63
(normal range<0,06 ng/dL), creatinine kinase-MB fraction rise from 27 to 38 (normal range<25
U/L). Complete blood count, electrolytes, liver and renal function were all within the normal range.
The initial diagnosis of the emergency physician was non-ST elevation myocardial infarction,
and the patient was admitted to our cardiology department for further evaluation. Her coronary
angiography demonstrated patent saphenous vein grafts. However, aortography showed that severe
stenosis of the left subclavian artery before the LIMA branch (Figure 1, Video 1). A 8F JR4 guiding
catheter was advanced into the left subclavian artery ostium. A 0.014 inch floppy guidewire was
passed through the lesion and we performed Protage RX-10 7 x 40 mm stent implantation (figure
2) and poststent dilatation with Invatec 9 x 20 mm balloon (figure 3, Video 2). The patient was
discharged after 2 days with optimal medication.

Figure 1. Angiography shows that severe
stenosis of the left subclavian artery.

Figure 2. Subclavian artery after stent im-
plantation.

Figure 3. View of the left subclavian artery

after the stent implantation.
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Renal stenet implantation to the right coronary and left anterior
descending arteries at the same session

Ayni seansta sag koroner ve sol on inen artere enal stent implantasyonu

Mehmet Bilge', Mustafa Duran?, Recai Alemdar?, Ayse Saatci Yasar?, Sina Ali?,
Ozgiir Kirbas?, Biisra Colak?, Turgay Aslan?, Ozge Kurmus?, Cemal Koseoglu?,
Bilge Duran?, Mehmet Erdogan?, Serkan Sivri*

Yildirim Beyazit University, Faculty of Medicine, Division of Cardiology, Ankara
Ataturk Education and Research Hospital, Division of Cardiology, Ankara

Introduction: Coronary ectasia may accompany coronary artery disease. When patients with coro-
nary ectasia apply to hospital with acute coronary syndrome, we may have to perform percutaneous
coronary intervention (PCI) for these lesions. Lacking of coronary stents which are compatible for
ectasic coronary arteries is a major problem for interventional cardiologists. There are several case
reports about renal stents for coronary arteries which are greater than 4.5 in diameter. In this case
report, we discussed binary renal stent implantation to left anterior descending (LAD) and right
coronary arteries (RCA) at the same session. To the best of our knowledge, this is the first case
in the literature.

Case: A 48 year old man was admitted to our hospital with acute inferior myocardial infarction.
His coronary angiography revealed that his proximal LAD, left main coronary artery and RCA
were ectasic. There was a total occlusion at the distal portion of the RCA and thrombus image at
the proximal LAD at the level of diagonal artery (Figure 1). We decided to perform PCI. Throm-
bus aspiration from the region of RCA lesion was performed using thrombus aspiration catheter.
Lacking of appropriate size of stent and balloon, we implanted a 4.5x18 mm coronary stent to his
RCA after tirofiban administration. Although complete expansion of the stent was observed, stent
diameter was smaller compared with vessel diameter (Figure 2). At the ectasic segment which
was distal to the implanted stent, thrombus formation was observed. After observing TIMI II-I1T
flow during procedure, iv tirofiban infusion was administered. Because of the suboptimal result of
coronary stenting of RCA and presence of LAD lession, we recommended the patient CABG as an
option but patient and his family refused the surgery. Next day, we referred him to catheter labora-
tory for evaluation of LAD lesion and ectasic segment of RCA with IVUS. After IVUS, the LAD
lesion was judged to be criticial and thrombotic. LAD diameter was measured 6 mm in size. We
implanted a 5.0x18 mm renal stent and was postdilated using 6 mm balloon (Figure 3). The stented
region and in segment ectasic RCA were evaluated with IVUS and the diameter was measured 6
mm in size with IVUS. Then, encompassing within stented area and distal segment, a 5.0x20 mm
renal stent was implanted because of inadequate size of renal stent. After stent implantation, lesion
was postdilated using 6.0x 20 mm in size balloon and the procedure accomplished with optimal
results (Figure 4).

Discussion: There must be renal stents in catheter laboratories for patients whose coronary arteries
are ectasic and planned for percutaneous coronary intervention. It is reasonable to use dual anti-
platelet therapy longer than conventional therapies because of endothelial dysfunction on ectasic
areas.

Figure 1. An angiography shows total occlusion at the distal portion of the RCA and thrombus image at the
proximal LAD at the level of diagonal artery.

Figure 2. After RCA stenting, Figure 3. After balloon post- Figure 4. An angiography shows
stent diameter is smaller compared dilatation an angiography shows good result in the RCA artery af-
with vessel diameter. At the ectasic  good result in the LAD artery. ter balloon postdilatation.
segment which is distal to the im-

planted stent, thrombus formation

is observed.
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Successful combined stenting and operative treatment of
catheter-induced left main coronary dissection

Kateter nedenli sol ana koroner arter diseksiyonunun basarili
kombine stentleme ve cerrahi tedavisi

Adil Bayramoglu, Y1lmaz Omiir Otlu, Siho Hidayet, Fuat Kurt, Ramazan Ozdemir
Department of Cardiology, Inonu University Faculty of Medicine, Malatya

A 51-year-old woman was admitted with chest pain and electrocardiographic changes. Troponin I
was slightly increased.Her cardiovascular risk factors were dyslipidemia and hypertension. She was
admitted in the coronary care unit with suspicion of acute coronary syndrome without ST segment
elevation,and coronary angiography(CAG) was indicated. CAG performed by the femoral aproach
revelated total occlusion of the first marginal branch of left circumflex(Cx) artery (Fig 1). No other
significant lesions were seen. Percutaneous coronary intervention (PCI) was planned for occluded
marginal branch. Left main coronary artery(LMCA) cannulated with a 7F 4.0"Left Judkin’s guiding
catheter. After that,acute occlusion of the LMCA due to iatrogenic dissection was observed during
the procedure(Fig 2). The patient presented marked ST elevation, severe hypotension and hemody-
namic instability.Due to catheter-induced LMCA dissection and haemodynamic deterioration,urgent
PCI was planned.After insertion of two 0.014" guidewires into both LAD and Cx arteries,a 4.0x24
mm bare-metal stent(Integrity, Medtronic, USA) was implanted in the LMCA towards the LAD
(Fig 3).After stent placement, flow to the Cx artery was restored,but still there was no flow in
the distal LAD because of the dissection.A second 4.0x24 mm bare metal stent (Integrity) was
implanted to LAD, overlapping with the first stent. TIMI 3 flow was obtained (Fig 4). After PCLthe
patient’s chest pain resolved and the blood pressure rose to normal. After the procedure, the patient
was followed in coronary care unit for 5 days without any complaint. On the fifth day, the patient
had suffered typical chest pain, then planned a CAG again. CAG revealed dissection after stent on
mid LAD (Fig 5). Surgical treatment planned for the patient. After coronary artery by-pass greft
(CABG) operation, there was no complicated in hospital course and she was discharged from the
hospital on seventh day. Three months after procedure, she has no complaints and clinically well.
Catheter induced LMCA dissection is an uncommon complication during coronary angiography.
The dissection may lead to progressive retrograde dissection, to complete coronary occlusion, or
ascending aortic dissection. Numerous factors can be associated with increased risk for coronary ar-
tery dissection. These includes atherosclerotic LMCA disease, the use of Amplatz-shaped catheters,
catheterization for acute myocardial infarction, unskilled catheter manipulations, vigorous contrast
injection, deep intubation of the catheter within the coronary artery and variant anatomy of the
coronary ostia. latrogenic coronary artery dissection has been treated successfully with conservative
treatment, stenting, or surgery. Catheter-induced LMCA dissection was concluded and because of
the haemodynamic deterioration, urgent percutaneous coronary intervention was performed. In our
case, the acute phase of dissection treated successfully by PCI, then CABG operation performed.

Figure 1. The coronary angiography revealed total
occlusion of the first marginal branch.

Figure 2. Acute occlusion of left main coronary
artery.

Figure 3. A bare metal stent implanted to left main
coronary towards LAD.

Figure 4. TIMI 3 flow on LAD after PCI.

Figure 5. Angiogram revealed LAD dissection.
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Ticagrelor related dyspnea with severe epigastric pain

Ciddi epigastrik agri ile birlikte tikagreloriin tetikledigi dispne
Deniz Demirci, Duygu Ersan Demirci, Selguk Kiigiikseymen, Murat Esin, Sakir Arslan
Departmants of cardiology, Antalya Training and Research Hospital, Antalya

Introduction: Ticagrelor, an oral, reversibly binding platelet P2Y 12 receptor inhibitor, yields
greater inhibition of platelet aggregation than clopidogrel. Ticagrelor therapy is, however, associ-
ated with an increased incidence of episodes of dyspnea. The mechanism of ticagrelor related dys-
pnea hasn’t been completely elucidated yet. In our case, development of severe epigastric pain with
dyspnea is a side effect of ticagrelor treatment which hasn’t been defined in the literature before.
Case Report: A 55- year-old man was treated with a bare metal stent and double antiplatelet
therapy (ASA100 mg, clopidogrel 75 mg) because of LAD stenosis. After 2 weeks balloon an-
gioplasti was performed due to stent thrombosis. Ticagrelor was started because he was found to
be hyporesponsive to clopidogrel. After 5 days he developed severe epigastric pain and dyspnea.
Physical examination and laboratory test results were all normal. Ticagrelor therapy was switched
to prasugrel. At 48 hours after cessation of ticagrelor therapy all symptoms were improved and the
patient was discharged home on prasugrel therapy.

Discussion: According to DISPERSE 2 trial dyspnea was more common in ticagrelor group(6%)
when compared with clopidogrel group (2%)(fig.1). Storey et al. found that the episodes of dys-
pnea were transient and of mild or moderate severity in ticagrelor-treated patients, the discontinu-
ation rate of drug therapy due to ticagrelor-related dyspnea was low and there were no changes of
pulmonary or cardiac function measurements in PLATO study patients. Cattaneo et al. submitted
that the inhibition of P2Y 12 on C fibers of sensory neurons is responsible for the observed insi-
dence of dyspne in patients treated with antiplatelet drugs that target P2Y12 (fig 2) and the much
higher incidence of dyspnea that has been observed in patients treated with ticagrelor, than in
patients treated with the irreversible inhibitor clopidogrel, is likely explained by differences in
pharmacokinetic properties of these drugs. For reversible antagonists, maintaining adequate blood
levels of the drug will not only inhibit the P2Y 12 receptors on platelets, but also those that are
expressed on other cells, like, neurons (fig 3). Therefore they could constantly inhibit P2Y12 recep-
tors on sensory neurons and increase the dyspnea sensation. Malin et al. examined the Gi-coupled
receptor P2Y12 in sensory neurons to determine their contribution to nociception. Activation of
Gi-coupled P2Y 12 receptors in sensory neurons is often associated with inhibition of N-type Ca++
channels and attenuation of neurotransmitter release, which is the principle mechanism for the
inhibition of peripheral nociceptive signaling by mu opioid receptor agonists. In conclusion, devel-
opment of both dyspnea and pain with ticagrelor treatment in our case could be explained by the
reversible and continuous antagonism of neuronal P2Y 12 receptor and this side effect hasn’t been
described in the literature before.

Figure 1. Crude incidence rates of investigator-reported adverse events.

Figure 2. Schematic represen-
tation of afferent pathways of
dyspnea from vagal receptors
and peripheral chemoreceptors
to the CNS.

Figure 3. Differences in the
pharmacokinetics (PK) and
pharmacodynamics (PD) of
thienopyridines, which irrevers-
ibly inhibit the P2Y12 recep-
tors, and reversible inhibitors
of P2Y12.
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Improved pulmonary function tests after mitral balloon
valvuloplasty in a patient with severe COPD and mitral stenosis

Tleri KOAH ve mitral darhk olan bir hastada mitral balon
valvuloplasti sonrast akciger isley testlerinde iyilesme

Uygar Cagdas Yiiksel', Atila Tyisoy', Turgay Celik', Murat Celik', Emre Yalginkaya',
Serdar Firtina?, Yalgin Gokoglan', Barig Bugan®, Erkan Yildirim!, Salim Yagar!

!'Gulhane Military Medical Faculty, Deparment of Cardiology, Ankara
Erzincan Army Hospital, Erzincan
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Introduction: In patients with mitral stenosis, detorioration in pulmonary function tests is detected
due to increased pulmonary arterial and venous pressures. In this paper we reported a patient who
was refused from mitral valve surgery due to advanced COPD.

Material-Method: 62-year-old male patient with the diagnosis of Phase-3 COPD, coronary artery
disease, hypertension, diabetes and mitral stenosis experienced frequent hospitalizations in last
6-months due to heart failure and exacerbation of COPD.His echocardiographic assessment re-
vealed LVEF:58%, left atrium:44x54mm, calcified mitral valve and subvalvular apparatus(Wilkin’s
score:10), mitral valve stenosis(mitral valve area:1.3cm2) (PGmax/mean:28/21mmHg), mild to
moderate degrees of mitral and tricuspid insufficiency(sPAB:80mmHg). Mitral stenosis was con-
sidered to be responsible for the deterioration in the patient’s clinical condition, in order to evaluate
for surgical therapy cardiovascular surgery and chest disease consultaions were taken.Because of
advanced obstructive lung disease patient was considereded unsuitable for surgery and decided for
mitral balloon valvuloplasty as palliative therapy.

Conclusion: After percutaneus mitral balloon valvuloplasty patients clinical condition showed
significant improvement.Control echocardiography showed mitral valve area: 1.9 cm2 (Pgmax/
mean:12/4mmHg), sPAB:42mmHg, respectively. There was not a significant increase in the degree
of mitral regurgitation. When pulmonary function test values after procedure compared to results
before the procedure, it is detected that forced vital capacity (FVC), forced expiratory volume in
one second (FEV1), peak expiratory flow (PEF), FEV1/FVC, forced mid-expiratory flow (FEF
25% - 75) and maximum expiratory flow (MEF) 25-50-75% values were significantly increased.
Discussion: In mitral stenosis causes of abnormal pulmonary function tests are; reduction in static
and dynamic lung compliance and pulmonary diffusion capacity, detorioration in ventilation and
perfusion balance and peripheral airway obstruction. When pulmonary function tests are evaluated
for the timing of mitral balloon valvuloplasty there is not a determined cutt off value, but there is a
consensus that the procedure should be performed before the patient become symptomatic and irre-
versible period started. It should be noted that percutaneous mitral balloon valvuloplasty in patients
with calcific mitral stenosis is not the first choice for treatment. But may be preferred in patients
who are not suitable for surgery because of comorbidities, for the palliation of symptoms, and also
in preparing the patients to surgery whose pulmonary function tests are increasingly detoriorated.

The changes in pulmonary function tests after mitral balloon valvuloplasty.
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Brachial artery perforation during transradial coronary
angiography: be gentle move careful

Transradial anjiyografi sirasinda brakiar arter perforasyonu:
Nazik ol, dikkatli hareket et

Abdullah Tuncez', Zekeriya Kaplan', Giirhan Hacibeyoglu?, Zeynettin Kaya®,
Murat Sizer, Hiiseyin Ozdil', Alparslan Kiigiik'

!Department of Cardiology, Konya Numune Hospital, Konya
’Department of Cardiovascular Surgery, Konya Numune Hospital, Konya
‘Department of Cardiology, Mevlana University Faculty of Medicine, Konya

Vascular and access site related complications are the major problems after diagnostic and in-
terventional coronary angiography(CA) procedures.Transradial catheterization is associated with
lower incidence of major access site related complications.Radial artery occlusion,radial artery
spasm,non-occlusive radial artery injury are the common complications of this procedure.Radial
and brachial artery perforation is a rare but serious complication and it’s prevalance reported as
9%0,1-1 in different series.In this report we present a case of brachial artery perforation which oc-
curs during transradial coronary angiography.

Case: A 72-year-old male patient known to be dyslipidemic, hypertensive and currently smoking,
presented with stable angina pectoris. Treadmill exercise test was not diagnostic but he has chest
pain during exercise stress test. Elective CA was performed via left radial artery. Cannulation of
LRA was accomplished at first attempt with insertion of a 6-Fr radial sheath. A cocktail of 5,000
units unfractionated heparin and 100 ug NTG followed by 2.5 mg verapamil was given through
the radial sheath. Left CA was performed using 6-Fr Judkin’s Left diagnostic catheter and standart
0.035 inch diagnostic guidewire without any problem. And then we left the wire in situ in the radial
artery to exchange over the wire for a 6-Fr Judkin’s Right diagnostic catheter. While passing the
catheter there was a moderate resistance at the level of brachial artery. With the manipulation of the
cathater we passed this point but the patient complained of significant left arm and forearm pain.
We successfully completed the right CA with using 0.035 inch standart guidewire but the patient’s
arm pain increased. CA showed non-obstructive coronary artery disease. While removing the cath-
eter we performed pull-back angiography in the brachial artery which shows brachial artery perfo-
ration and extravasation of contrast (figl-2). We performed prolonged balloon inflation across the
perforated segment but this wasn’t sufficient to seal the perforated segment. Although we planned
implanting a covered graft-stent to the perforated segment, we couldn’t implant graft-stent because
of the lack of appropriate size of graft-stent. Despite prolonged balloon inflation we couldn’t be
able to control the perforation and extravasation. A large, gradually growing hematoma developed
on the left arm. The patient was immediately taken to the operating room and perforated segment
of the brachial artery was repaired. Doppler ultrasound reported normal left radial and ulnar artery
flow. The patient was discharged after 5-days follow without any problem.

Result: Radial artery catheterization is associated with lower incidence of access site related com-
plications but serious complications may develop if you move carelessly. In this case we think that
this complication was a result of uncontrolled forcing of diagnostic catheter. During transradial
procedures we must be so gentle and we must move more carefully.

Figure 1. Brachial artery perfora-
tion. Angiographic view of bra-
chial artery perforation.

Figure 2. Brachial artery perfora-
tion. Angiographic view of bra-
chial artery perforation.
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Mitral balloon valvuloplasty in a patient with high Wilkins Score
Yiiksek Wilkins skoru olan bir hastada mitral balon valvuloplasti
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Introduction: Mitral balloon valvuloplasty is considered as the treament of choice in fibrotic mi-
tral stenosis. Calcified valves with high Wilkins score is generally considered unsuitable for the
percutaneous procedure. In this report we described a case of mitral stenosis with high wilkins
score treated with balloon valvuloplasty.

Equipment and Method: 62 years old male withcoronary artery disease (three vessel disease),
hypertension, diabetes mellitus, COPD (stage III), and mitral stenosis has been hospitalised to
our clinic 4 times in the last six months with diastolic heart failure and exacerbation of COPD.
Ehocardiographic examination revealed LVEF: %58, LA:44x54 mm, limited mitral valve move-
ments, calcific distal mitral valve cusps and subvalvuler aparatus, (Wilkin’s score:10(mobility:3,
calcification:3, thickening:2, subvalvuler invasion:2)), mitral valve stenosis (mitral valve area:1.3
cm2) (PG max/mean:28/11mmHg), mild-moderate tricuspid regurgitation (sPAB:80 mmHg). Due
to his poor pulmonary functions surgery was considered as high risk. Since he had NYHA class
IV symptoms and poor quality of life, we decided to go with percutaneous mitral balloon valvulo-
plasty despite high Wilkin’s score.

Result: We performed the percutaneous mitral balloon valvuloplasty. In the echocardiographic
examination after the procedure mitral valve area was increased to 1,9 cm2 (Pgmax/mean:12/4
mmhg) without any increase in mitral regurgitation. The patient was discharged on the next day
with marked symptomatic relief.

Discussion: Because of low success and high complication rates; mitral balloon valvuloplasty is
not preferred in the treatment of mitral valve stenosis with high Wilkins scores. But in the group
of patients in which surgery is not an option because of their comorbidities, it may be performed
for palliation.

Figure 1. Mitral balloon valvuloplasty.
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