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In the present case report, echocardiography showed 13/6 mmHg
peak/mean mitral diastolic gradient, and no leaflet motion on the
prosthetic valve. However, obstruction of the prosthesis is diagnosed
when the Doppler mitral valve area is <1.5 cm? and the mitral valve
mean gradient is >10 mm Hg (2). Regarding this fact there is a serious
controversy between mitral valve gradients and the immobility of the
PHV. Furthermore, it is very difficult to evaluate the mobility of prosthetic
heart valves by transthoracic echocardiography (TTE). Although they
mentioned that the patient had bilaterally lung edema observed on
chest X-ray, it is not clear why the patient was in New York Heart
Association (NYHA) functional class Ill not in class IV. The type of
valve design is not presented since this may be important in assessing
the valve function by TTE and TEE. The absence of mitral valve area by
TTE, and the role of thrombolytic therapy in the management of PHVO
in discussion section are also major drawbacks of this study.

Thrombotic PHVO is an uncommon but serious complication.
Urgent diagnosis and treatment are mandatory. Optimal management
of these situations remains controversial despite surgery is usually
favored (2). According to the current American College of
Cardiology/American Heart Association guidelines for the management
of valvular heart disease (2), patients with PHV thrombosis who have a
large clot burden, greater than 5 to 10 mm, or who are in NYHA
functional classes Il or IV should undergo emergency reoperation and
thrombolytic therapy is advised for those patients in whom surgical
intervention carries high risk and those with contraindications to
surgery. However, reported mortality rate of surgery is highly
dependent on the clinical status, ranging from 8 to 20% for urgent cases
and 37 to 54% for critically ill patients (3-4). More recent data (4) have
shown that thrombolysis is superior to surgery in the most critical
patients (class Ill-IV) and in NYHA Class IV patients with PHV thrombosis
and published results show a lower mortality with thrombolysis (13%)
than surgery (33%). Although Cicekcioglu et al. (1) described a
successful beating heart valve surgery in an 85-years-old male,
thrombolytic therapy under the guidance of serial TEE, could be a safer
treatment modality if the reason of PHVO was thrombosis.

In an ongoing trial which was presented at American Heart
Association Scientific Meeting on November 8-12, 2008 (5), we have
evaluated more than 150 patients with PHV thrombosis who were treated
with different intravenous thrombolytic treatment regimens under the
guidance of serial TEE. We have concluded that low dose (25 mg), and
slow (6 hours) infusion of tissue-type plasminogen activator without
bolus is clearly superior to other regimens in terms of morbidity and
mortality even in older patients. This treatment modality may prevent
patients from redo-valve surgery.

Mehmet Ozkan, Murat Biteker
Kosuyolu Kartal Heart Education and Research Hospital,
Cardiology, Istanbul, Turkey
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Author Reply
Dear Sir,

| read the letter written as a reply to our paper (1).

Our belief is that the choice between surgery and thrombolytic
treatment varies according to the patient’s preoperative clinical condition.
In our clinic we prefer surgery if the patient hemodynamic situation is not
stable. Qur patient had severe dyspnea. We believe that recovery of this
patient could be delayed after the onset of thrombolytic treatment. Our
experience showed that recovery period would take at least 15 hours. Our
patient could not tolerate this time delay. We are competent clinic on
surgical treatment of acute mechanical valve occlusion (2). We do also
use thrombolytic (tPA) treatment. We have seven patients. Of this group,
five patients showed clinical recovery and two patients did not. As a result
of our experience, both types of treatment must be considered, but at first
thrombolytic treatment must be first procedure if the patients have stable
hemodynamic situation as authors declared.

Ferit Cicekciogjlu, Kerem Yay, S. Fehmi Katircioglu
Department of Cardiovascular Surgery, Tiirkiye Yiiksek ihtisas
Hospital, Ankara, Turkey
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Kemik iligi transplantasyonu sirasinda
kullanilan yiiksek doz siklofosfamide
bagh inferiyor miyokard infarktiisiinii
taklit eden vazospastik angina olgusu

Vasospastic angina mimicking inferior myocardial
infarction due to high dose cyclophosphamide for
bone marrow transplantation conditioning

Sayin Editor,

Teke ve arkadaslar tarafindan yazilan “Kemik iligi transplantasyonu
sirasinda kullanilan yiiksek doz siklofosfamide bagl inferiyor miyokard in-
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farktiisiinii taklit eden vazospastik angina olgusu” isimli yaziyi ilgiyle oku-
dum (1). Yazarlar, 2.3 mg/m? dozda siklofosfamid tedavisi alan 56 yagindaki
bayan hastanin ilag uygulamasindan 12 saat sonra elektrokardiyogra-
fisinde (EKG) D2-D3-aVF'de ST elevasyonu, D1-aVL ve V1'den V6'ya kadar
ST ¢okmelerinin izlendigini, hastanin sinis ritminde ve EKG'deki kalp hizi-
nin 105/dakika oldugunu, kardiyak enzimlerinin normal olarak saptandigini
belirtiyorlar. Bu bulgular esliginde yazinin ekinde verilen kaynaklara daya-
Il olarak hastada yiiksek doz siklofosfamid tedavisine bagli olarak kardiyak
hasar olugsmus olabilecegine dair tartigmalarini siirdiirmektedirler.

Ancak, tartismada deginilen konular ve faydalanilan kaynaklar dik-
katlice degerlendirildiginde, aslinda sunulan hastanin kalp yetmezligin-
den ¢ok baglikta da belirtildigi gibi vazospastik bir anjina gegirdigi agiktir.
Dolayisiyla, tartisma hastanin gergek klinik sorunu ile ilgili olmaktan uzak
kalmistir. Ustelik tartismada dedginilen kalp yetersizligi konusu ile ilgili
hastaya ait bir bulgu belirtiimemis, zaten ilacin uygulaniginin 24. saatinde
tiim bulgularin normale déndiigiinden bahsedilmistir.

Tiim bu noktalar dikkate alindiginda, hastanin mevcut durumunun sik-
lofosfamid tedavisine bagli bir Kounis sendromu olma olasiligi kanimca da-
ha yiiksektir. Bilindigi gibi hastaligin iki varyanti bulunmaktadir. ilkinde nor-
mal koroner arterli ve kardiyak risk faktdrleri bulunmayan hastalarda, aler-
jik reaksiyon sonrasinda koroner spazm olmasi (eger uzun siirmiiyor ise
kardiyak enzim troponin degerleri normal olabilir). ikinci tipinde ise énceden
var olan bir ateromat6z plak zemininde geligen alerji reaksiyonunun plakta
erozyon veya riiptiir yapip akut miyokard enfarktiisiine sebep olmasidir (2).

Eger yazi bu yonde degerlendirilirse literatiir bilgileri dahilinde siklo-
fosfamide bagh geligen ilk Kounis sendromu olarak tanimlanabilir.

Serdar Kula
Gazi Universitesi Tip Fakiiltesi, Cocuk Kardiyoloji, Ankara, Tiirkiye
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Hastada bir ilag kullanilmistir ve vazospastik bir olay gelismistir, ancak
bu olguyu Kounis sendromu yapmamalidir. Hastanin agiklanan klinigine
bakilacak olursa hastada alerjik bir reaksiyonu diisiindiirecek herhangi bir
semptom ya da bulgudan bahsedilmemistir. Ek olarak hastada bazi kemo-
terapi rejimlerinden beklendigi gibi semptomlari ve bulgular siliklestirebi-
lecek ve belki de deyim yerindeyse asemptomatik alerjik reaksiyon tablo-
su olusturabilecek bir premedikasyon hastaya veriimemistir. Bu nedenler-
le hastada Kounis sendromu oncelikle diisiiniilmemelidir. Ek olarak bazi
kaynaklar incelendiginde kan histamin diizeyi dlgiimiiniin bu tip olgular
saptamada yardimci olabileceginden s6z edilmektedir (3). Hastamizda bu
tip bir 6l¢iim yapiimamakla birlikte bu uygulamanin giivenilirligi de net de-
gildir. Tartismanin bu ¢ercevede yapilmasi kanimizca uygun olacaktr.
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Yazarin Yaniti
Sayin Editor,

Kemik iligi transplantasyonu sirasinda kullanilan yiiksek doz siklofosfa-
mide bagl inferiyor miyokard infarktiisiinii taklit eden vazospastik angina
olgusuyla ilgili yaziya istinaden

Editdre yazilan mektubun iceriginde, tartisma sirasinda ana konudan
uzaklasarak siklofosfamide bagl kalp yetersizliginden bahsedildigi belirtil-
mistir. Ancak ana konuya baslik ve hastanin klinik seyrinde deginilmis, ilag-
lara bagh hastaliklarda geleneksel olarak yapildigi gibi ilacin hasta iizerin-
deki diger muhtemel 6nemli etkilerinden de bahsedilmistir. Ana konudan
sapma gibi goriilen agiklamalarin nedeni ilacin etkilerinin ve hasta klinigi-
nin net agiklanmak istenmesinden kaynaklidir.

Ek olarak yazida hastanin klinigi ile ilgili olarak ilgi ¢ekici bir fikir bulun-
maktadir. Bilindigi gibi Kounis sendromu alerjik reaksiyonlar nedeniyle his-
tamin ve Idkotrien aracili gelisen vazospastik olaylardir. Muhtemel neden-
ler ¢ok cesitlidir (1, 2). Siklofosfamid tipik bir etken olmamakla birlikte her
ilacin alerjik bir reaksiyon olusturabilecegi diisiiniildiigiinde kabul gdrebilir.

Kalp transplantasyonu sonrasi trans-
plant vaskiilopati erken tanisinda altin
standart: Intravaskiiler ultrason

A gold standard method for early detection of trans-
plant vasculopathy after heart transplantation:
intravascular ultrasound

Kalp transplantasyonu (Tx) sonrasi gelisen erken ateroskleroz uzun
dénem hayatta kalma oranini kisitlayan en 6nemli sebeplerden biridir (1).
Kalp Tx' uygulanmig hastalarda goriilen koroner ateroskleroz klasik
koroner arter hastaliindan gerek tanisal, gerekse histopatolojik olarak
farkhiliklar gostermektedir ve transplant vaskiilopatisi (TV) olarak da
tanimlanmaktadir. Transplant vaskiilopatisinin histopatolojik 6zelliklerinin,
konsantrik fibréz intimal kalinlasmadan, klasik ateroskleroza benzer
sekilde komplike aterosklerotik lezyonlara kadar degiskenlik gdsterdigi
bildirilmektedir (2). Transplant vaskiilopatisinin degerlendirilmesinde
cesitli girisimsel ve girisimsel olmayan ydntemler kullaniimasina ragmen
intravaskiiler ultrason (IVUS) TV'nin erken tanisinda énemli bir yéntem
haline gelmistir (3). intravaskiiler ultrason ile tiim damar duvari katman-
lar, ateromatdz plagin alani, yayilimi ve iceriginin degerlendirilebilmesi bu
yontemi klasik koroner anjiyografiye gére iistiin kimaktadir. Ulkemizde
iVUS klasik ateroskleroz tanisinda ve tedavi etkinliginin izleminde birgok
merkezde kullanilmasina ragmen TV erken tanisinda kullanimina ait
deneyimler sinirlidir. Biz burada 1998-2003 yillari arasinda merkezimizde
izlenen kalp transplantasyonu uygulanmig 24 (19 erkek, 5 kadin) olgunun



