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oldugu sonucuna ulagilmistir.! Bu sonug, kollateral
gelisiminde NO metabolizmasinin 6nemini gosteren
caligmalarin sonuglari ile uyumludur.

Geleneksel kardiyovaskiiler risk faktorleri ile koroner
kollateral iligkisini aragtiran caligmalarda celigkili
sonuglar elde edilmistir. Son yillarda yapilan aragtirma
sonuglar1 diyabetin koroner kollateral gelisimini olum-
suz yonde etkiledigini destekler yondedir.*! Yazarlarin
da belirttikleri gibi, diyabetik hastalarda g¢esitli meka-
nizmalarla gelisen NO metabolizmasinda bozulma
sonucunda endotelyal disfonksiyon gelismektedir. Tip
1 ve tip 2 diyabetli hastalarda ADMA konsantrasyonu-
nun artmig oldugu,>% hipergliseminin ADMA oranini
artirdigi'” ve tip 2 diyabetiklerde siki glisemik kontrol-
le ADMA seviyesinin azaltilarak anti-aterojenik etki
saglanabilecegi gosterilmistir.®! Diyabet ve  ADMA
iligkisini gosteren caligmalar yam1 sira, ADMA’nin
nefropati, retinopati gibi diyabetik komplikasyonlarla
iligkisini ortaya koyan klinik ¢alismalar da bulunmak-
tadir.**!% Bizim caligmamizda, hipertansiyon, hiperli-
pidemi, diyabetes mellitus gibi geleneksel aterosklero-
tik risk faktorlerinin koroner kollateral gelisimi iize-
rine etkisi bulunamamistir. Calismamizin kisitliliklar
boliimiinde belirttigimiz gibi, hasta sayisinin girece
azlig1 bu sonucu etkilemis olabilir. Calismamizda
atifta bulundugumuz yayinlardan biri olan, Giile¢ ve
ark.nin!"" endotelyal NO sentaz genindeki Glu298Asp
polimorfizmi ile kollateral gelisimi arasindaki iligkiyi
arastirdiklar1 ¢aligmada, kollateral gelisimi iyi olma-
yan grupta daha fazla diyabetik hasta oldugu, eNOS
Glu298Asp polimorfizminin kotii kollateral gelisimi
icin tek ongordiiriicti faktor oldugu sonucuna varilmis-
tir. Literatiirde, diyabetik hastalarda kollateral gelisimi
ile ADMA iligkisini aragtiran ¢aligma bulunmamak-
tadir. Kardiyovaskiiler mortalite ve morbiditenin ¢ok
yiiksek oldugu bir hasta grubu olan diyabetiklerde
koroner kollateral arter gelisiminin bu hastalarin prog-
nozu lizerine olan etkisi olduk¢a aciktir. Bu nedenle,
diyabetik hastalarda kollateral gelisimini arastiran ileri
caligmalara ihtiyag¢ vardir.
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Treatment of iatrogenic pneumothorax on
pacemaker implantation

2008,36:198

Dear Editor,

I have read the case image titled “A complication of
pacemaker implantation: a large pneumothorax com-
pressing the entire left lung” by Cay and colleagues,!
and I congratulate the authors. Yet, I want to remark
on some aspects of their presentation.
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Even though pneumothorax is a rather common
complication of pacemaker implantation, surgical
intervention is not required in the majority of the
patients. Grier and colleagues™ reviewed the chest
roentgenograms of 600 patients undergoing per-
manent cardiac pacemaker insertion and identified
15 cases of pneumothorax, one of which required
intervention. In a prospective study, Aggarwal and
colleagues™ reviewed 1,088 consecutive patients
who had endocardial permanent pacemaker implan-
tation. The authors reported eight patients (0.8%)
who needed active medical treatment for pneu-
mothorax, five of whom had tube thoracostomy and
three had aspiration. On the other hand, 11 patients
(1.0%) demonstrated insignificant pneumothorax
involving less than 10% of the pulmonary field on
the chest roentgenogram, which showed no symp-
toms or progression on subsequent chest roent-
genograms. Isitmangil and colleagues™ described
their treatment protocol which included tube tho-
racostomy in iatrogenic pneumothorax cases when
the pneumothorax size was more than 25%. If the
pneumothorax size was between 15% and 25%,
they monitored the patients closely and performed
tube thoracostomy if the size of the pneumothorax
increased on the chest roentgenogram at 6 hours,
or they performed needle aspiration to remove the
air if there was no increase in its size. Observation
and 100% oxygen inhalation was preferred by the
authors if the pneumothorax size was less than
15%, and tube thoracostomy was performed only if
the pneumothorax size increased.

Furthermore, the site of tube thoracostomy should
vary in iatrogenic pneumothorax due to pacemak-
er implantation via a subclavian vein puncture.
Ventral tube thoracostomy, which is the preferred
method in the classical treatment of pneumotho-
rax and performed around the point where the
midclavicular line crosses the second intercostal
space, can harm the pacemaker or cause pace-
maker pocket infection, necessitating generator
and electrode removal. Therefore, in such cases,
lateral tube thoracostomy should be performed
where the midaxillary line intersects the sixth or
seventh intercostal space.

Best regards,

Dr. Sami Karapolat
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Author’s reply

Dear Editor,

I would like to thank the author for his comments on
our case report.

Pneumothorax following permanent pacemaker
implantation is a rather common, but potentially life-
threatening complication, as stated by the author. In
addition, surgical intervention with a tube thoracosto-
my is rarely used for its treatment. However, in cases
presenting with a large pneumothorax as in our case,
intervention with a tube thoracostomy via the lateral
approach has been generally the choice of therapy.

Best regards,

On behalf of the authors,
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