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ma gozlenmektedir (2-4). Hastamiza yapilan submaksimal efor testinde
senkopun eslik ettigi anormal kan basinci yaniti nedeniyle, senkoplarin
uygunsuz periferik vaskiiler yanita bagl oldugu diisiiniilerek paroksetin
1x20 mg bagslandi ve takipte senkop ataklarinda azalma gdzlendi ve tek-
rarlanan egzersiz testinde senkop indiiklenemedi.

Egzersiz sirasinda kan basincinda diisme ya da >20 mmHg artigin
saglanamamasi seklinde tanimlanan anormal kan basinci yaniti HKM'li
olgularda ani kardiyak dliim agisindan 6zellikle <40 yas olgularda ba-
gimsiz bir risk faktorii olarak kabul edilmektedir. Bu nedenle primer ko-
runma amaciyla ICD uygulamasi bu olgularda diigiiniilebilir (5). Hiper-
trofik kardiyomiyopatide, iki ve daha ¢ok risk faktdriiniin bir arada oldu-
gu olgularda ICD endikasyonu agisindan genel bir gériis birligi sdz ko-
nusu iken, tek risk faktdriiniin bulundugu olgularda ICD endikasyonu
hekimin ve hastanin kararina birakilmaktadir. Hipertrofik kardiyomiyo-
patili olgularin %33'linde tek risk faktorii, %10°da 2 risk faktoriiniin bu-
lundugu bildiriimektedir (5). Bizim olgumuz 51 yasinda oldugundan, sz
konusu tek kriteri de tam olarak saglamadigi diigiiniilerek ICD uygula-
masi planlanmadi.

Sonug olarak; nedeni agiklanamayan senkobu bulunan HKM'li ol-
gularda, uygunsuz periferal vaskiiler vazodilatasyon sonucu anormal
kan basinci yanitinin arastirilmasi, senkobun nedene ydnelik tedavisi ve
ICD endikasyonu karari agisindan 6nem arz etmektedir.
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Kalp yetersizligi: Anemi
tedavisinde eritropoetin

Heart failure: erythropoietin in
treatment of anemia

Sayin Editor,

Kalp yetersizligi (KY) ynetiminde anemi tedavisi biiyiik 6neme sa-
hiptir. Cesitli durumlar KY’de anemiye yol agarken, anemi de KY olusu-
muna, ilerlemesine ve tedavide dirence neden olan kisir bir dongiiye yol
acar. Diinya Saglik Orgiitii (WHO)'niin yaptigi tanimlamaya gére anemi
erkeklerde hemoglobin (Hb) <13g/dl, kadinlarda Hb <12g/dl olarak ta-
nimlanmistir. Klinik olarak KY'yi etkileyebilecek bir Hb esigi yoktur. Ane-
mi derecesi ve sikligi ile KY siddeti arasinda dogru oranti mevcuttur.

Kalp yetersizliginde anemi olusturan birgok durum séz konusudur.
iskemik KY hastalarinda aspirin kullanimi ile olusabilen kronik kan kay-
biveya alkolik kardiyomiyopati hastalarinda alim yetersizligi sonucu de-
mir eksikligi gelisebilir. Diger kronik hastaliklardaki gibi KY'de de kronik
hastalik anemi sendromu izlenebilir. Burada demir depolar yeterli ol-
masina ragmen kullaniminda yetersizlik mevcuttur. Sitokinlerin aktivas-
yonu anemiye yol acabilir. Ozellikle tiimér nekrozis faktor (TNF)-alfa’nin
dogrudan immiin sistemi ve kemik iligini baskilamasi sonucu eritropo-
etin (EPO) duyarliligi azalir. Yine KY'de siklikla cesitli derecelerde renal
yetersizlik goriilir. Bu nedenle EPO iiretimi azalmistir. Kalp yetersizli-
ginde kullanilan anjiyotenzin dénistiirlicii enzim inhibitdrleri artmig
olan EPO {retimini azaltarak goreceli EPO yetersizligine neden olurlar.
Son olarak KY’de ¢esitli derecelerde plazma voliim artigi mevcuttur. Bu
durum diiiretik tedavi ile diizelebilen diliisyonel anemiye neden olur.

Anemi egzersiz kapasitesinde azalma, semptomlarda kétiillesme ve
kétii prognozla iligkilidir. Genis epidemiyolojik ¢alismalar sonucunda Hb
ve hayatta kalma arasinda U egrisi seklinde bir iligki oldugu gériilmistir
(1). U egrisinde 14.5-15.4 g/dL aralijinda prognoz en iyidir. Hemoglobin de-
gerinde her 1 g/dL azalma, hayatta kalma oranini %13 azaltmaktadir (1).

Anemi, kalp hastali§i olmayan kisilerde doku hipoksisine yol agarak
KY’ye neden olabilir. Olumsuz etkilerinden dolayr anemi, KY'de tedavi
hedefi haline gelmistir. Tedavide kullanilabilir iki yéntem vardir. Bu yon-
temler; kirmizi kan hiicresi transfiizyonu ve eritropoetin analoglari uy-
gulamasidir. Bu konu ile ilgili yapilan bir caligmada kan transfiizyonu ile
anemi diizeltildikten sonraki 30 giinliik takipte mortalitede anlamh bir
fark izlenmemistir (2). Bu tedavi KY olan hastalarda anemi tedavisinde-
ki giinliik uygulamalarda yerini almamistir. Rekombinant insan eritropo-
etini anemisi olan kronik bobrek yetmezligi (KBY) hastalarinda temel te-
davi haline gelmektedir. Kalp yetersizliginde kullanimi konusunda kii-
¢lik cahigmalar yapilmistir. Yapilan ilk kontrol gurubu olmayan 26 KY
hastasindan olusan bir ¢alismada anemi, EPO ve intravendz demir ile
tedavi edilmigtir. Ortalama 7.2 ay takip sonucunda Hb 10 g/dL’den 12
g/dL'ye, EF %27'den %35'e yiikselmis, hastaneye yatis orani %91 azal-
mis, New York Kalp Cemiyeti sinifi 3.6'dan 2.6'ya ilerlemis ve diiiretik
kullanim ihtiyaci azalmigtir (3). ikinci bir ¢alisma yine ayni gurup hasta-
da kontrol grubu alinarak yapilmistir (4). Tedavi alan gurupta sonuglar
kontrol gurubuna gore daha iyi bulunmustur. Ugiincii ¢alisma ise plase-
bo kontrolldi, ¢ift kor ve randomize olarak diizenlenmistir (5). Tedavide
yalniz EPO kullanilmig ve pik oksijen tiiketimi degerlendiriimig, hem di-
liisyonel hem de dilisyonel olmayan anemi guruplarinda egzersiz per-
formansinda diizelme g&zlenmistir.

Eritropoetinin birgok hiicre ve doku lizerinde etkileri bilinmektedir.
Endotel hiicrelerini uyararak proliferasyon ve anjiyogenesiz {izerine ya-
rarli etkiler gdsterir. Bunun yaninda trombositleri aktive ederek tromboz
riskini arttirabilir. Eritropoetinin sik araliklarla cilt altina uygulanmasi
kullanimini sinirlayan énemli bir faktdrdiir. Bu amagla iiretilen darbepo-
etin alfa uzun yarilanma 6mriine sahiptir ve 1-2 hafta araliklarla kullani-
labilir. Bu anlatilanlar 1giginda KY, KBY (glomeriiler filtrasyon hizi
<40ml/dk) ve siddetli anemi (Hb<11 g/dL) birlikteligi olan hastalara EPO
uygulamasi bize gore yararh olur. Bu ilacin sadece KY’de kullanimi ko-
nusunda g¢aligmalar siirmektedir.
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Overlooked complications of allergic
reactions: allergic angina and allergic
myocardial infarction

Alerjik reaksiyonlarin gozden kagan
komplikasyonlari: Alerjik angina ve
alerjik miyokard infarktiisii

Allergic reactions to certain drugs like penicillins (1), cephalosporins
(2), ranging from urticaria to anaphylactic or anaphylactoid reaction,
are increasingly encountered in the daily clinical practice. Recent
increasing number of reported cases about the latter minds us that
concurrence of acute coronary syndromes with those allergic reactions
could be more in number than it was supposed. The drugs, reported to
be accounted for allergic reactions and used widely in daily clinical
application, are antibiotics, analgesics, antineoplastics, contrast
media, corticosteroids, intravenous anesthetics, non-steroidal
antiinflammatory drugs, skin disinfectants, thrombolytics, and others (3, 4).

Allergic angina and allergic myocardial infarction, referred as “Kounis
Syndrome”, have gained acceptance as a new cause of coronary artery
spasm. Two variants of this syndrome were primarily described according
to the findings of coronary angiography. Type | variant defines the patient
having normal coronary angiography whereas type Il requires a quiescent
pre-existing atheromatous disease (5). In type | variant acute allergic
reaction may progress either to vasospastic angina or acute myocardial
infarction (eg. ST elevated or non-ST elevated myocardial infarction). This
may reflect an endothelial dysfunction or microvascular angina. In type Il
variant spasm of coronary artery may result in atheromatous plaque
disruption and thus manifests as an acute myocardial infarction.

In this letter, we aimed to remind allergic angina and allergic
myocardial infarction by presenting a young patient suffered acute
anterior-inferior ST elevated myocardial infarction following intravenously
penicillin administration. The patient was a 21 years old male. He
presented to the emergency service with loss of consciousness,
clammy and cold skin, respiratory distress with bronchospasm and
with all signs of cardiogenic shock. The electrocardiogram obtained
following the initial interventions to provide airway, breathing and
circulation was revealing hyperacute T wave on V2-V6 and ST segment
elevation on derivations Il, Ill and aVF. While interrogating the risk
factors of premature coronary artery disease, we learned a penicillin

drug was administered intravenously just before the clinical setting has
initiated. We immediately transport the patient to the angiography
laboratory to perform a primary percutaneous coronary angioplasty to
the infarct related artery. Coronary arteries were completely normal on
the angiography. Patient was transported to the intensive care unit on
the support of inotropic medications. We planned the medical management
in the intensive care unit with low molecular weight heparin (enoxaparin
80 mg/0.8 ml 2x1 SC), corticosteroid (methylprednisolone 80 mg 2x1 1V),
mast cell stabilizer (ketotifen 2 mg th, 1x1 P0), histamine (H2) antagonist
(famotidine 20 mg th 2x1 P0). ST segment elevation was regressed in a
few hours despite the rise of cardiac markers minimally (eg cardiac
troponin, CK-MB) as diagnostic criteria of myocardial infarction.

Aforementioned complications and allergic myocardial angina are
not uncommon clinical conditions in daily practice because of high
likelihood of developing allergic reaction to a wide range of drugs
administered intravenously. It will certainly be lifesaving to the sufferer
if those complications be minded, evaluated and intervened earlier.

Mustafa Aparci, Ejder Kardesoglu, Namik Ozmen,

Fethi Kiligarslan, Bekir Sitki Cebeci

Department of Cardiology, GATA Haydarpasa Education Hospital,
Kadikdy, istanbul, Turkey

References

Soufras GD, Ginopoulos PV, Papadaki PJ, Zavras GM, Gouvelou-Deligianni
GV, Batsolaki M, et al. Penicillin allergy in cancer patients manifesting as
Kounis syndrome. Heart Vessels 2005; 20: 159-63.

2. Mazarakis A, Koutsojannis CM, Kounis NG, Alexopoulos D. Cefuroxime-
induced coronary artery spasm manifesting as Kounis syndrome. Acta
Cardiologica 2005; 60: 341-5.

3. Zavras GM, Papadaki PJ, Kokkinis CE, Kalokairinov K, Batsolaki M,
Gouvelou-Deligianni GV, et al. Kounis syndrome secondary to allergic
reaction following shellfish ingestion. Int J Clin Pract 2003; 57: 622-4.

4. Kounis NG, Kouni SN, Koutsojannis CM. Myocardial infarction after aspirin
treatment, and Kounis syndrome. J R Soc Med 2005; 98: 296.

5. Nicholas G. Kounis. Kounis syndrome (allergic angina and allergic
myocardial infarction): A natural paradigm? Int J Cardiol 2006; 110: 7-14.

Address for Correspondence: Dr. Mustafa Aparci, Giilhane Askeri Tip Akademisi
Haydarpasa Egitim Hastanesi Kardiyoloji Servisi, Tibbiye Cad.

34668 Kadikdy, istanbul, Tiirkiye

Phone: +90 216 542 20 22 Gsm: +90 505 394 71 31

E-mail: maparci@gmail.com - maparci@hotmail.com

Incomplete Kawasaki disease:
a pediatric diagnostic conflict

Inkomplet Kawasaki hastaligi:
Pediatrik tanisal zorluk

Dear Editor,

Kawasaki disease (KD) can be difficult to diagnose; there is no
diagnostic laboratory test and there is a 25% chance of serious
cardiovascular damage if the treatment is not administered at an early
stage. No difficulty exists in diagnosis in the patients with full criteria,
but some patients who don't fulfill the criteria have been diagnosed as
having “incomplete” Kawasaki disease (IKD). It should be considered
in all children with unexplained fever for >5 days associated with 2 or 3
of the principal clinical features of KD. (1, 2).

Two cases of IKD are presented in this letter.

Case 1. A one-year-old boy with a history of 6-day fever and rash
and reddening of lips for 2 days was admitted to the hospital. He was



