
Siklofosfamide ba¤l› supraventriküler ve ventriküler aritmiler s›kl›kla
gözlenebildi¤i gibi, kardiyak toksisiteye ba¤l› ölüm de bildirilmifltir (3). An-
do ve ark.n›n (4) yüksek doz siklofosfamid ile kemik ili¤i transplantasyonu
yap›lan 39 meme kanserli hastay› içeren çal›flmalar›nda haz›rlama rejimi
olarak siklofosfamid (2000mg/m2) ve thiotepa (200mg/m2) kullan›lm›flt›r.
Bu çal›flmada hastalar›n birisinde konjestif kalp yetersizli¤i, 2’sinde sol
ventrikül disfonksiyonu, 3 hastada perikardiyal effüzyon, 2 hastada ST-T
anormallikleri, aritmi geliflen 9 hastan›n 3’ünde atriyal, 2’sinde ventriküler
aritmi ve 4’ünde atriyoventriküler blok epizotlar› izlenmifltir (4). Morandi-
i ve ark.n›n (2) yine kemik ili¤i transplantasyonu yap›lan 16 meme kanse-
ri hastas›n› içeren çal›flmalar›nda siklofosfamid dozu 7g/m2 olarak kulla-
n›lm›fl ve hastalar›n takibinde kardiyak enzimlerden troponin, kreatin ki-
naz (CK) ve CK-MB, EKG ve EKO kullan›lm›fl: EKG, 12, 24, 48. ve 72. saat-
lerde çekilmifl. Hastalar›n hiçbirinde kardiyak enzimler yükselmezken, sa-
dece 6 hastan›n EKG’sinde nonspesifik ST-T de¤ifliklikleri izlendi¤i ve 6
hastan›n EKO’sunda sol ventrikül diyastolik disfonksiyon tespit edildi¤i
bildirilmifltir (2). Goldberg ve ark.n›n (5) 84 kemik ili¤i transplant hastas›n›
içeren, 50 mg/kg/gün/4 gün dozunda siklofosfamidin kullan›ld›¤› çal›flma-
s›nda hastalar›n 14’ünde siklofosfamidin kardiyak toksisitesine ba¤l›
semptom ve bulgular saptanm›fl. Hastalar, siklofosfamidin dozuna göre
(vücut yüzey alan› göz önüne al›narak) 2 gruba ayr›lm›fl. Günlük 1.55
mg/m2’den yüksek dozda siklofosfamid kullan›lan 52 olgunun 13’ünde
konjestif kalp yetersizli¤i gözlenirken, 6 olgu exitus olmufl; günlük 1.55
mg/m2’den daha az dozda siklofosfamid kullan›lan 32 olgunun 1’inde kon-
jestif kalp yetersizli¤i geliflmifl ve hiçbir hasta kaybedilmemifl (5). Olgu-
muzda da 60 mg/kg/gün dozunda kullan›lan siklofosfamid, vücut yüzey
alan›na göre hesapland›¤›nda, 2.3 mg/m2 olup yan etki gözlenmifltir. Olgu-
muzdaki kardiyak toksisitenin nedeni, vücut yüzey alan›na göre hesapla-
nan yüksek doza ba¤l› olabilir. 

Sonuç olarak; kemoterapiye ba¤l› oldu¤u düflünülen, kardiyak yan et-
ki de¤erlendirmelerinde mutlaka olgunun hikâyesi, semptomlar›, ilaçlar›,
ilaç dozlar›, EKG, EKO ve kardiyak enzimleri birlikte de¤erlendirilmeli ve
özellikle siklofosfamidin en s›k görülen konjestif kalp yetersizli¤i toksisite-
si d›fl›nda MI ile kar›flabilen vazospastik angina tablosu ile karfl›m›za ç›-
kan klinik durumu da yapabilece¤i unutulmamal›d›r.
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Dilemma in the strategy of treatment:
revascularization or medical treatment?
Tedavi stratejisinde ikilem: Revaskülarizasyon mu,
t›bbi tedavi mi?

A 43 years old woman presented with chest pain. Because she had no
angina and she was in the subacute phase of myocardial infarction neither
thrombolytic nor percutaneous coronary intervention ( PCI ) was done. On
the coronary angiography, it was seen that left anterior descending artery
(LAD) was totally occluded proximally, there were critically discrete
stenoses at the midportion of right coronary artery (RCA). Circumflex artery
(Cx) was normal and there was Rentrop 2 collateral flow to LAD from Cx
artery and RCA (Fig. 1-4). On the ventriculography the left ventricular sizes
were normal, akinesis at the anterior and apical portion of the left 
ventricle, mild mitral regurgitation were seen. The ejection fraction was
measured as 38%.

What must be our treatment strategy in this patient?

1. PCI to LAD and to RCA
2. Coronary artery bypass surgery (CABG) to LAD and RCA
3. PCI to RCA to maintain collateral blood flow to LAD from RCA
4. Medical follow-up
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Figure 1. Angiographic view of totally occluded left
anterior descending artery in proximal portion

Figure 2. Angiographic view of critically discrete
stenoses at the midportion of right coronary artery



Recently, in the study of Hochman et al. (1) 2166 patients with acute
myocardial infarction with proximal total occlusion and EF<50% were 
studied, medical therapy versus PCI to the infarct-related artery plus medical
therapy was compared. Reinfarction, the NYHA functional status and heart
failure and mortality rates were not different between these groups. This
study was controversial to the previous studies’ results, but it must not be 
forgotten that most of the previous studies were retrospective and non-ran-
domized contrary to the study by Hochman et al. (1). If we act according to
these studies results, it will be wise to choose medical treatment without PCI.

It’s known that the presence of collateral blood flow preserves left
ventricular function and patients with collateral flow have better survival
rates than those without collateral flow. Overall, 23 cases of totally 
occluded left main coronary artery with good collateral flow from RCA
were reported. Twenty-one of these patients have CABG operation and
two of them denied the operation. After mean follow-up of 60 months, all of
the patients were alive (2).

Our had collateral blood flow from RCA to LAD and critical stenoses
in midportion of RCA. If the critical stenoses occluded totally the RCA, the
collateral flow to LAD will be lost. To prevent this we can think of PCI to
RCA, but the possibility of total occlusion of RCA during the procedure
makes us stay backward. Also there is no any data supporting this
thought’s accuracy. Then can we increase the existing collaterals? It was
shown that exercise and high dose statin usage increases collateral 
vessel development (3, 4). 

Our case is a suitable candidate for CABG. Considering the results of
the study by Hochman et al. (1) we must think of CABG operation once
more. To my knowledge, there is no any prospective randomized study
comparing these kinds of patients.

We are sure that, every clinics decision of treatment approach will
change according to its own experience and vision. According to us, in the
light of the literatures it will be wise to recommend medical therapy 
including beta-blocker therapy with high-dose statin.
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Figure 3 (top) and 4 (bottom). Angiographic view of
normal circumflex artery with Rentrop 2 collateral
flow to left anterior descending artery from circum-
flex and right coronary arteries


